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Abstract: Most of the Brazilian population is covered by the Family 
Health Strategy (FHS), however no longitudinal study has assessed the 
impact of the FHS on child oral health-related quality of life (OHRQoL). 
The objective of the study was to evaluate the longitudinal impact of 
the FHS on the OHRQoL. This study followed up 459 children aged 2 to 
5 years for 2 years. OHRQoL was assessed by the Brazilian version of the 
Early Childhood Oral Health Impact Scale (ECOHIS) at baseline (April 
to November 2016) and follow-up (April to December 2018). Children’s 
parents answered a questionnaire regarding sociodemographic 
information, FHS service, and dental service. Participants were 
clinically examined for dental caries. Multilevel Poisson regression 
was used to assess the associations between FHS variables at baseline 
and overall/domain-specific of the ECOHIS scores over time. A total 
of 365 children were reassessed for OHRQoL (follow-up rate: 79.5%). 
The absence of FHS coverage from the child’s first year of age was 
associated with higher scores in the family function domain [rate ratio 
(RR) = 2.42; 95% confidence interval (CI) 1.28–4.58)]. Home visits by the 
FHS team members were associated with higher psychological domain 
scores (RR = 1.60; 95%CI 1.01–2.57). Children not covered by the FHS 
since the first year of age reported worse OHRQoL over time. This fact 
highlights the importance of an integrated health approach to promote 
children’s health.

Keywords: Child; Health Services; Oral Health; Primary Health Care; 
Quality of Life.

Introduction

The National Unified Health System (SUS) has improved health and 
quality of life through strategies for expanding and improving primary 
health care in Brazil.1 In this context, the Family Health Strategy (FHS) 
is the main approach for the reorganization of Brazilian primary health 
care.2 This community-based strategy is guided on the principles 
of health promotion, disease prevention, and treatment of common 
health conditions with an emphasis on family and community health.2 
In 2000, the oral health team was included in the FHS as a measure to 
reorganize oral health care. However, approximately 30% of the FHS 

Declaration of Interests: The authors 
certify that they have no commercial or 
associative interest that represents a conflict 
of interest in connection with the manuscript.

Corresponding Author:
Thiago Machado Ardenghi 
E-mail: thiardenghi@hotmail.com

https://doi.org/10.1590/1807-3107bor-2021.vol35.0093

Submitted: July 3, 2020 
Accepted for publication: March 3, 2021 
Last revision: March 18, 2021

1Braz. Oral Res. 2021;35:e093

https://orcid.org/0000-0001-7090-3828
https://orcid.org/0000-0002-2478-4239
https://orcid.org/0000-0002-5109-740X


Impact of the Brazilian Family Health Strategy on child oral health-related quality of life: a cohort study

centers does not have an oral health team available.3 
The coverage of the FHS is approximately 63% of 
the Brazilian population.3

Previous studies have demonstrated the positive 
impact of the FHS on general health indicators 
of different populations, including children. The 
implementation of the FHS has been associated 
with a reduction in infant mortality rates and health 
inequalities, with a greater effect in cities with a lower 
Human Development Index.4,5 In addition, there was 
a reduction in malnutrition rates in children aged 
under 5 years6 and in the number of hospitalizations 
for communicable diseases, such as gastroenteritis 
in 1-year-old children.7

There are few studies assessing the impact of 
the FHS on clinical and self-reported oral health 
outcomes. A cross-sectional study showed that 
children aged 0–14 years regularly monitored by the 
FHS team attended dental services more frequently 
when compared to whose that did not have a regular 
source of health care.8 Similarly, the oral health 
services in the FHS promoted dental visits for 
children aged 3–5 years.9 However, other studies 
showed that there was no difference in the use of 
services by preschoolers10 and adults.11,12

The functional, social, and psychological 
dimensions of oral health are an integral part of the 
general health and well-being of the population.13 
Therefore, strategies for reorienting services should 
assess the impact of the FHS on clinical and subjective 
measures. Thus, oral health-related quality of life 
(OHRQoL) as a subjective measure can be used to 
assess the effectiveness of policies in health services.13 

OHRQoL is a multidimensional construct regarding 
the impact of oral diseases and disorders on aspects 
of daily life, and their impact on experience and 
perception of the individual’s life.14

Although the majority of the Brazilian population 
has FHS coverage, to the best of our knowledge there 
is no longitudinal study assessing the impact of 
the FHS on OHRQoL in children. The assessment 
of the FHS impact on self-perceived measures, 
such as OHRQoL, is essential for evaluation of 
the effect of oral health strategies and planning 
of public health policies with prioritization of 
services. Therefore, the aim of this study was to 

evaluate the longitudinal impact of the FHS on the 
OHRQoL of preschool children. We hypothesized 
that preschool children enrolled in the FHS would 
have better OHRQoL.

Methodology

Study design and sample
This cohort study included 2–5-year-old children 

from Santa Cruz do Sul, a southern city in Brazil. 
Santa Cruz do Sul has an estimated population of 
118,374 inhabitants, which include 2,944 children 
aged 0 to 5 years and 59% of these were registered in 
statal kindergartens.15 The city is characterized by the 
longevity of the population (Human Development 
Index = 0.77)15 and it has approximately 57% of 
FHS coverage with 21 FHS teams.3 The FHS team 
is composed of a multidisciplinary team that has at 
least a physician, a nurse, a nursing assistant, and a 
community health worker.16 

The baseline of this study took place between 
April and November 2016, and the follow-up occurred 
between April and December 2018. At baseline, 
a two-stage sampling was adopted. The primary 
sampling units were all 18 public preschools in the 
urban area of the city. The secondary sampling units 
were all 2–5-year-old children who were enrolled 
in the 18 preschools. All preschool children who 
participated in the initial evaluation were invited 
to participate in a further assessment. 

The sample size of this study was estimated 
based on the prevalence of use of dental services 
in the exposed (children with poor OHRQoL) and 
unexposed (children with high OHRQoL) groups 
of 26.3 and 15%,17 respectively, a 95% confidence 
interval (CI), a statistical power of 80%, and adding 
a 15% to account for the non-response rate. Thus, 
the minimum sample size was set at 463 children 
at baseline. Children with any degree of mental 
or cognitive disability were excluded from the 
sample. A total of 477 children were invited to 
participate; of these, 12 were denied permission by 
their guardians and four were excluded from the 
sample for other reasons (participation rate: 96.3%). 
Thus, the final sample comprised 459 preschool 
children at baseline.
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The study protocol was approved by the Committee 
of Ethics in Research of the Universidade de Santa 
Cruz do Sul (CAAE 44105715.1.0000.5343, 2016 e 
86026218.2.0000.5343, 2018). All parents signed a 
free and informed consent form in the two phases 
of the study.

Data collection
Data were collected through questionnaires 

and clinical oral examinations using standardized 
procedures in the two assessments of the study.

OHRQoL was assessed using the Brazilian version 
of Child Early Childhood Oral Health Impact Scale 
(ECOHIS)18 applied at school through face-to-face 
interviews by trained examiners. If the parents could 
not attend the school, the interview was conducted 
by telephone. The ECOHIS questionnaire contains 
13 items, divided into child impact section (child 
symptoms, function, psychological, and self-image/
social interaction domains) and a family impact section 
(parental distress and family function domains). 
Answers were recorded through a rating scale from 
0 to 5: 0—“never”, 1—“hardly ever”, 2—“occasionally”, 
3—“often”, 4—“very often”, and 5—“do not know”. 
The mean ECOHIS scores were calculated for each 
domain and for the total scale as a sum of the response 
codes after recoding all the ‘‘do not know’’ responses 
as missing. Total scores ranged from 0 to 52, with 
higher values indicating poorer OHRQoL of children 
and their families.18

Children’ sociodemographic, health service, 
and dental service characteristics were collected 
from parents through a questionnaire and included 
age, sex, skin color, maternal educational level, 
household income, participation in a social welfare 
program of the Brazilian government (the “Bolsa 
Família Program”), FHS variables, and use of dental 
service. The questionnaire was piloted in a sample 
of 20 parents; no adjustments in the questions were 
necessary after testing the instrument. These parents 
were not part of the final sample.

The skin color was defined as “white”, “black”, 

“brown (pardos)”, “indigenous”, and “yellow” 
according to the Brazilian criteria.15 These variables 
were categorized as “white” and “non-white.” The 
maternal educational level was assessed through years 

of formal schooling in Brazil, and it was categorized 
as < 9 years or 9 years or more of schooling (complete 
primary education). Monthly household income was 
obtained from all sources in Brazilian reals (R$), 
which is the official currency of Brazil (US$ 1.0 is 
equivalent to R$ 5.0 approximately, as of January 
2021). The Bolsa Família benefit was self-reported 
by the caregivers as “yes” or “no”. The Bolsa Família 
Program was created by the Brazilian government 
in 2003 and it aimes to assist extremely poor families 
with conditional cash transfer.19 The extreme poverty 
classification is considered for poor families with 
children, teenagers up to the age of 17, and pregnant 
and lactating women.19 

The FHS variables were FHS coverage from the 
child’s first year of age and home visit from the FHS 
team. FHS coverage was collected by the family 
register in the FHS from official municipal records 
and verified according to the child’s date of birth. 
After that, the variable was categorized into “yes” or 
“no”. Home visit from the FHS team was measured 
through the question: “Do you receive visits at your 
home from community health workers or another 
member of the FHS team?” Answers were categorized 
in “yes” or “no”. Access to the public dental service 
was verified according to the presence of a health unit 
(FHS or traditional) with a dentist near the child’s 
address. The information was obtained from official 
records, and it was categorized in “yes” or “no”. 
Traditional health units were considered those that 
mainly offer curative treatment. The child’s reason 
for visiting a dentist was measured by the following 
question: “What was the reason for your child’s last 
visit to the dentist?” Answers were categorized in 
“check-up/routine” or “treatment”. 

Full-mouth clinical examination was performed 
using standardized international criteria for oral 
health surveys.20 Untreated caries was measured by the 
non-zero decay component in the decayed, missing, 
and filled teeth index (dmft).20 Three examiners were 
trained and calibrated to assess dental caries in a 
room, with natural light, using CPI probes (“ball 
point”) and dental mirrors. The process included 
theoretical activities with discussion regarding the 
diagnostic criteria of dental caries and the examination 
of 17 children. These children were not part of the 
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final sample. At baseline, inter- and intra-examiner 
reproducibility (Kappa statistics) for dmft ranged 
from 0.85 to 0.94.

Statistical analysis
Descriptive data analysis was carried out using 

Stata (StataCorp. 2014. Stata Statistical Software: 
Release 14.1. StataCorp LP, College Station, TX). 
The predictors were considered the FHS variables 
(FHS coverage from the child’s first year of age and 
home visits by a FHS team) at baseline. The outcome 
variable was the longitudinal changes in OHRQoL. 
The variable was obtained by each domain and overall 
ECOHIS scores at baseline and follow-up.

Multilevel Poisson regression models were used 
to estimate the association between independent 
variables at baseline and longitudinal changes in 
OHRQoL. In the multilevel structure, the domain and 
overall ECOHIS scores measured overtime (level 1) 
were nested in children (level 2). The multilevel model 
used the scheme of fixed effect with random intercept. 
The results are presented as rate ratio (RR) and its 
respective 95% CI. In this approach, variables with a 
p-value < 0.20 in the unadjusted model were included 
in the adjusted model. The variables remained in the 
adjusted model only if they showed a p-value < 0.05 
after adjustment. The quality of the fit of the model 

was evaluated using the deviance (−2 log likelihood). 
Significant changes in the fitting of the models were 
assessed using the likelihood ratio test.

Results

From 459 children aged 2−5 years examined at 
baseline, we re-examined 365 children at the 2-year 
follow-up (follow-up rate of 79.5%). The flowchart of 
participants and reasons for dropouts are presented 
in Figure.

Table 1 presents sociodemographic, health service, 
and oral health characteristics of the participants. The 
prevalence of girls was 50.1 and 49.6% at baseline and 
follow-up, respectively. The participants’ skin color 
was predominantly white in the two assessments. 
The mean age of children was 3.6 years [standard 
deviation (SD) = 1.1] and 5.5 years (SD = 1.0) at 
baseline and follow-up, respectively. Most children 
were not registered in the FHS since the first year 
of age (62.7%) and they did not receive home visits 
from the FHS team (61.4%). However, 58% of them 
had dental service at the public health unit where 
they were registered. The main reason for visiting 
a dentist was check-up/routine, and the mean of 
untreated caries was 1.0 (SD = 2.1) and 1.3 (SD = 2.2) 
at baseline and follow-up, respectively. There were no 

Figure. Flowchart of participants.

Baseline (2016)

n = 459 children

Follow-up (2018)

n = 365 children
(Response rate: 79.5%)

Non-response rate (20.5%)

Inability to find the participant (n= 19) 
Refusal to participate in the study (n= 11)
Participant moved to another city (n= 10) 
Parents did not answer the ECOHIS (n=54)
Participants did not respond to ECOHIS
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statistical differences between the participants and 
dropouts (Chi square test) regarding sex (p = 0.66), 
skin color (p = 0.10), Bolsa Família benefit (p = 0.40), 
home visit (p = 0.66), dental service (p = 0.40), reasons 
to visiting a dentist (p = 0.17), and age (p = 0.17, 
Mann-Whitney test).

Descriptive distribution of overall and domain-
specific ECOHIS are summarized in Table 2. The 

overall ECOHIS score ranged from 0 to 44 [mean = 2.6 
(SD = 4.2)] and 0 to 36 [mean = 2.9 (SD = 4.5)] at 
baseline and follow-up, respectively. At baseline, 
scores in the child symptoms and parental distress 
domains had the largest variations. At follow-up, 
the floor and ceiling effect was observed for all 
ECOHIS in almost all domains, except for child 
function domain. There was no difference between 

Table 1. Sociodemographic, health service, and oral health characteristics of the participants and dropouts.

Variables
Baseline (T1) Follow-up (T2) Dropouts*

p-value
(n = 459) (n = 365) (n = 94)

Sociodemographic characteristics

Sex [n (%)] 459 365 94

0.66Girls 230 (50.1) 181 (49.6) 49 (52.1)

Boys 229 (49.9) 184 (50.4) 45 (47.9)

Age (years) [mean (SD)] 3.6 (1.1) 5.5 (1.0) 3.7 (1.1) 0.17

Skin color [n (%)] 446 365 81

0.10White 354 (79.4) 295 (80.8) 59 (72.8)

Non-white 92 (20.6) 70 (19.2) 22 (27.2)

Maternal education [n (%)] 444 363 81

 0.01≥ 9 years 324 (73.0) 276 (76.0) 48 (59.3)

< 9 years 120 (27.0) 87 (24.0) 33 (40.7)

Household income in R$ 
2,188.99 (1,484.8)

2,868.10 1,873.22
0.04

[mean (SD)] (2,301.9) (1,128.9)

Bolsa Família benefit [n (%)] 444 348 80

0.40No 359 (80.9) 312 (90.0) 62 (77.5)

Yes 85 (19.1) 36 (10.0) 18 (22.5)

Health service characteristics

FHS since first year of age [n (%)] 451 349 86

< 0.01Yes 168 (37.3) 120 (32.3) 46 (53.5)

No 283 (62.7) 229 (67.7) 40 (46.5)

Home visit by the FHS team [n (%)] 446 361 81

0.66No 274 (61.4) 212 (58.7) 48 (59.3)

Yes 172 (38.6) 149 (41.3) 33 (40.7)

Oral health characteristics

Public dental service [n (%)] 452 363 87

0.40Yes 263 (58.2) 296 (81.5) 54 (62.1)

No 189 (41,8) 67 (18.5) 33 (37.9)

Reason for visiting a dentist [n (%)] 246 274 53

0.17Check-up/routine 159 (64.6) 158 (57.7) 30 (66.6)

Treatment 87 (35.4) 116 (42.3) 23 (43.4)

Untreated dental caries [mean (SD)] 1.0 (2.1) 1.3 (2.2) 1.5 (2,6) 0.02
*Difference between participants followed up and dropouts. Chi-square test for categorical variables and Mann-Whitney test for 
continuous variables. T1: baseline; T2: Follow-up; SD: standard deviation; R$: Real (US$1.0 is equivalent to R$5.0 approximately); FHS: 
Family Health Strategy.
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participants and dropouts regarding overall ECOHIS 
(p = 0.33) (Mann-Whitney test).

FHS variables were associated with domain-specific 
ECOHIS scores in the unadjusted analysis (Table 3). 
Thus, children not covered by FHS since the first year 
of age had higher scores in the family function domain 
(p < 0.05) compared to their counterparts. In addition, 
those who received home visits from the FHS team 
also had the highest psychological domain scores 
(p < 0.05). The absence of public dental service access 
were statistically associated with higher overall and 
domain-specific ECOHIS scores (p < 0.05) (Table 3).

The adjusted multilevel Poisson regression model 
is shown in Table 4. In the analysis by domains, 
children not covered by the FHS since the first year of 
age reported worse OHRQoL than their counterparts, 
with higher scores on the family function domain 
(RR = 2.42; 95%CI 1.28–4.58). Home visits was 
associated with higher psychological domain scores 
(RR = 1.60; 95%CI 1.01–2.57). Sociodemographic 
factors were also associated with OHRQoL: the 
overall ECOHIS scores were higher for older children 
and those who received the “Bolsa Família” benefit. 
Older children also scored higher on symptoms, 
function, social interaction, and parent distress 
domains. Receiving the “Bolsa Família” benefit, 
in addition to the overall score, was also positively 
associated with higher scores in function and social 
interaction domains. Children whose mothers had 

not completed primary education had higher scores 
on the symptom domain. Moreover, non-white 
children had a higher score on the parent distress 
domain. This study also identified that oral health 
conditions were associated with OHRQoL: higher 
overall and domain-specific ECOHIS scores were 
observed in children that did not have access to 
public dental service, who visited a dentist for 
treatment, and presented untreated dental caries.

Discussion

This study evaluated the longitudinal impact 
of the FHS on children’s OHRQoL. Our findings 
demonstrated that children not covered by the FHS 
since the first year of life had a negative impact on 
the family function domain, that is, the children’s 
families presented impact on financial resources 
and on parents’ professional performance. However, 
home visits from the FHS team were associated with 
worse children’ OHRQoL.

To the best of our knowledge, this is the first study 
that assessed the longitudinal impact of the FHS on 
children’s OHRQoL. The negative impact on family 
function domain may be related to the absence of an 
integrated care promoted by FHS coverage from the 
child’s first year of age. One of the principles of the 
FHS is an interdisciplinary and integral approach 
that recognizes individual needs, with an emphasis 

Table 2. Descriptive distribution of overall and domain-specific ECOHIS scores at baseline and 2-year follow-up.

Variables

Baseline (T1) Follow-up (T2)

Number of 
items

Mean (SD)
Possible 
range

Observed 
range

Number of 
items

Mean (SD)
Possible 
range

Observed 
rangeECOHIS 

Scores
ECOHIS 
Scores

Overall ECOHIS 13 2.6 (4.2) 0-52 0-44 13 2.9 (4.5) 0–52 0–36

Child impact section

Symptoms 1 0.5 (0.9) 0-4 0-4 1 0.6 (0.9) 0–4 0–4

Functional 4 0.6 (1.4) 0-16 0-14 4 0.7 (1.4) 0–16 0–11

Psychological 2 0.6 (1.1) 0-8 0-6 2 0.4 (1.0) 0–8 0–8

Self-image/social interaction 2 0.1 (0.6) 0-8 0-7 2 0.2 (0.9) 0–-8 0–8

Family impact section

Parental distress 2 0.6 (1.4) 0-8 0-8 2 0.7 (1.6) 0–8 0–8

Family function 2 0.2 (0.7) 0-8 0-7 2 0.2 (0.8) 0–8 0–8

SD: standard deviation.
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Table 3. Unadjusted association between independent variables and overall and domain-specific ECOHIS scores at baseline (T1) 
and 2-year follow-up (T2), determined using multilevel Poisson regression.

Variables

Child section Family section Overall ECOHIS

Symptoms Function Psychological
Self-image/ 

social 
interaction

Parent 
distress

Family 
function RR (95% CI)

RR (95% CI) RR (95% CI) RR (95% CI) RR (95% CI) RR (95% CI) RR (95% CI)

Sociodemographic characteristics

Sex p = 0.25 p = 0.22 p = 0.77 p = 0.92 p = 0.89 p = 0.14 p = 0.65

Girls 1 1 1 1 1 1 1

Boys
1.16

(0.89-1.51)
1.26

(0.86–1.83)
1.05

(0.74-1.49)
0.95

(0.39-2.28)
0.96

(0.57-1.61)
1.53

(0.86-2.75)
1.06

(0.82-1.34)

Age p < 0.01 p = 0.02 p = 0.34 p < 0.01 p = 0.02 p = 0.07 p < 0.01

 
1.21

(1.07–1.37)
1.23

(1.03–1.47)
0.92

(0.78-1.08)
2.22

(1.40-3.51)
1.34

(1.05-1.72)
1.29

(0.98-1.70)
1.17

(1.05-1.32)

Skin color p = 0.11 p = 0.01 p = 0.86 p = 0.11 p < 0.01 p = 0.53 p = 0.09

White 1 1 1 1 1 1 1

Non-white
1.28

(0.94–1.75)
1.75

(1.12–2.73)
0.96

(0.61-1.49)
2.28

(0.82-6.33)
2.23

(1.22-4.07)
0.78

(0.37-1.66)
1.28

(0.96-1.73)

Maternal education p = 0.01 p = 0.03 p = 0.23 p = 0.43 p = 0.27 p = 0.82 p = 0.06

9 years 1 1 1 1 1 1 1

< 9 years
1.43

(1.08–1.89)
1.58

(1.04–2.39)
1.27

(0.86-1.87)
1.47

(0.56-3.84)
1.37

(0.77-2.44)
0.92

(0.47-1.79)
1.30

(0.99-1.70)

Household income
p = 0.73 p = 0.06 p = 0.02 p = 0.05 p = 0.50 p = 0.73 p = 0.21

1.00
(0.99–1.00)

0.99
(0.99–1.00)

0.99
(0.99-1.00)

0.99
(0.99-1.00)

0.99
(0.99-1.00

0.99
(0.99-1.00)

0.99
(0.99-0.00)

Bolsa Família benefit p = 0.04 p < 0.01 p < 0.01 p = 0.03 p = 0.15 p = 0.83 p = 0.02

No 1 1 1 1 1 1 1

Yes
1.38

(1.01–1.89)
2.02

(1.30–3.14)
1.74

(1.15-2.63)
3.05

(1.09-8.49)
1.59

(0.84-3.00)
0.92

(0.43-1.94)
1.42

(1.05-1.92)

Health service characteristics

FHS since first year of age p = 0.64 p = 0.57 p = 0.16 p = 0.42 p = 0.62 p = 0.04 P = 0.99

Yes 1 1 1 1 1 1 1

No
0.93

(0.71–1.22)
0.89

(0.60–1.31)
0.77

(0.54-1.10)
0.69

(0.28-1.68)
1.14

(0.66-1.96)
1.92

(1.02-3.60)
0.99

(0.77-1.28)

Home visit by the FHS team p = 0.58 p = 0.13 p = 0.04 p = 0.88 p = 0.51 p = 0.07 p = 0.54

No 1 1 1 1 1 1 1

Yes
1.07

(0.82–1.40)
1.34

(0.91–1.97)
1.44

(1.01-2.05)
1.07

(0.43-2.61)
1.19

(0.70-2.02)
0.56

(0.30-1.03)
1.08

(0.84-1.39)

Oral health characteristics

Public dental service p = 0.27 p = 0.03 p = 0.02 p = 0.03 p = 0.33 p = 0.24 p = 0.01

Yes 1 1 1 1 1 1 1

No
1.15

(0.89–1.50) 
1.52

(1.04–2.22)
1.54

(1.08-2.18)
2.58

(1.07-6.19)
1.29

(0.76-2.18)
1.41

(0.79-2.51)
1.38

(1.08-1.76)

Reason of visiting a dentist p < 0.01 p < 0.01 p < 0.01 p < 0.01 p < 0.01 p < 0.01 p < 0.01

Check-up/routine 1 1 1 1 1 1 1

Treatment
2.28

(1.69–3.07)
2.75

(1.78–4.23)
2.31

(1.45-3.66)
5.52

(1.73-17.6)
3.50

(1.92-6.37)
2.58

(1.44-4.61)
2.41

(1.82-3.19)

Untreated dental caries
p < 0.01 p < 0.01 p < 0.01 p = 0.02 p < 0.01 p = 0.01 p < 0.01

1.15
(1.09–1.21)

1.18
(1.0–1.27)

1.11
(1.03-1.19)

1.25
(1.041.49)

1.47
(1.34-1.62)

1.16
(1.03-1.31)

1.20
(1.15-1.27)

RR: rate ratio; CI95%: 95% confidence interval; FHS: Family Health Strategy.
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Table 4. Adjusted association between independent variables and overall and domain-specific ECOHIS scores at baseline (T1) 
and 2-year follow-up (T2), determined using multilevel Poisson regression.

Variables

Child section Family section Overall ECOHIS 

Symptoms Function Psychological
Self-image/ 

social interaction
Parent 
distress

Family 
function RR (95%CI)

RRa (95%CI) RR (95%CI) RR (95%CI) RR (95%CI) RR (95%CI) RR (95%CI)

Sociodemographic characteristics

Sex

** ** ** ** ** ** **Girls

Boys

Age
1.21

(1.07–1.37)
1.25

(1.05–1.49)
**

2.42
(1.54–3.81)

1.33
(1.05–1.68)

**
1.19

(1.06–1.33)

Skin color

** ** ** **

 

** **White 1

Non-white
2.16

(1.23–3.80)

Maternal education  

** ** ** ** ** **9 years 1

< 9 years
1.41

(1.08–1.87)

Household income ** ** ** ** ** ** **

Bolsa Família benefit

**

1

 

1

  

1

No
1.98

(1.29–3.06)
3.12

(1.18–8.27)
1.40

(1.04–188)

Yes    

Health service characteristics        

FHS since first year of age

** ** ** ** **

 

**Yes 1

No
2.42

(1.28–4.58)

Home visit by the FHS team

** **

 

** ** ** **No 1

Yes
1.60

(1.01–2.57)

Oral health characteristics

Public dental service        

Yes ** 1 1 ** ** ** 1

No  
1.67

(1.05–2.67)
2.83

(1.23–6.54)
   

1.32
(1.02–1.70)

Reason of visiting a dentist    

** **

  

Check-up/routine 1 1 1 1 1

Treatment
1.75

(1.29–2.41)
1.83

(1.18–2.87)
2.08

(1.31–3.30)
2.87

(1.61–5.12)
1.68

(1.27–2.23)

Untreated dental caries
1.08

(1.03–1.14)
1.11

(1.02–1.20)
 

1.24
(1.05–1.47)

1.47
(1.33–1.62)

 
1.13

(1.08–1.19)

**Non-significant. RR: rate ratio; CI95%: 95% confidence interval; FHS: Family Health Strategy.
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on general well-being and quality of life.21 Families 
whose children have not been covered by the FHS 
since the first year of age may have used other models 
of health service, prioritizing only the treatment of 
diseases. In this context, traditional health units 
prioritize curative treatment based on a biomedical 
model of health care with an emphasis on disease. 
On the other hand, children assisted by the FHS 
since the first year of age received a health service 
based on individual and cultural needs based on the 
health promotion approach.22

Our findings also demonstrated that children 
who received home visits had worse OHRQoL with 
high psychological limitation domain scores. The 
selection of families that received home visits from 
the FHS team takes into account vulnerability and 
epidemiological risk for diaseases.21 Families in social 
vulnerability generally have a worse socioeconomic 
position and, consequently, the worst levels of health.23 
Thus, it is possible that the families most visited by 
the FHS team are those with the worst oral health 
conditions, leading to a negative impact on OHRQoL.

Sociodemographic factors were also associated with 
reported OHRQoL. Age was associated with higher 
impact on children’ OHRQoL in accordance with 
another study.22 The longer exposure of the teeth in 
the oral cavity of older children can result in increased 
caries experience, and consequently generates more 
pain and discomfort, impacting OHRQoL.24,25 In 
addition, non-white children whose mothers have 
not completed primary education, and those with 
the Bolsa Família benefit had a negative impact on 
OHRQoL. These sociodemographic characteristics 
can measure the socioeconomic position of the 
children’s family.23 Therefore, they can reflect a set of 
differential exposures of economic and non-economic 
resources, such as the emotional and social meanings 
of inequalities for children’s life, which can influence 
self-esteem and coping, with negative impact on 
OHRQoL.23 In addition, the worst socioeconomic 
position reflects lack of material resources, such as 
food and health services.23

The absence of access to public dental service 
was associated with higher overall and domain-
specific (psychological and social interaction) ECOHIS 
scores. In addition, children who visited a dentist for 

treatment had worst OHRQoL. These findings are 
in accordance with previous studies.26,27 The access 
to dental services can contribute to reducing oral 
health inequities, prioritizing preventive actions, 
and consequently, health promotion. On the other 
hand, the difficulty in accessing health services 
can result in using the service only in situations of 
pain and need for treatment. Dental treatment in 
children is usually due to oral diseases, such as dental 
caries, which can cause toothache, impacting daily 
activities, such as talking, eating, toothbrushing, and 
sleeping pattern.28 Pain experiences can affect social 
interactions, physical and psychosocial well-being, 
and quality of life.28 

Previous studies also showed the negative impact of 
dental caries on OHRQoL.26,29 Children with untreated 
dental caries can experience pain and impaired 
chewing,27,29 impacting their social interactions and 
well-being. Additionally, parents may be more likely 
to feel worried or upset about their child’s health and 
report worst OHRQoL.29

Our study presents some limitations. The study 
included only children from public preschools. 
However, the majority of children (59%) attended 
statal preschools. Moreover, participants from 
different socioeconomic status were selected in all 
neighborhoods of the city, allowing the address of 
the social gradient in oral health. Previous studies23,24 
have also used the same approach. Another limitation 
is that attributes of the health units, such as work 
process and training of health professionals to act in 
health promotion actions, were not assessed. Thus, it 
is not possible to verify if the FHS teams were acting 
in accordance with the recommended guidelines for 
primary health care. Additionally, the nonresponse 
rate (approximately 20%) could be a source of bias. 
However, there were no statistical differences between 
the participants and dropouts regarding overall 
ECOHIS and the majority of characteristics.

The strength of this study is the assessment of the 
FHS impact on oral health measures. The majority 
of previous studies focus on understanding the 
process of implementing health teams. Also, our 
study demonstrated the FHS impact on longitudinal 
changes in children’s OHRQoL. The scarce resources 
for public health policies reinforce the importance 
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of the longitudinal evaluation of the FHS and its 
contribution to improving the health and quality of 
life of the population. Patient-reported outcomes, 
such OHRQoL are essential to complement traditional 
clinical measures and plan public health policies.

Conclusion

Our study indicates that children not covered by the 
FHS since the first year of life have a negative impact 

on the family function domain of OHRQoL. This 
finding highlighted the importance of an integrated 
health approach for promoting children’s well-being 
and tackling health inequalities.
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