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Abstract: The aim of this study was to evaluate the influence 
of the Brazilian School Health Program (SHP) on dental clinical 
disorders such as caries, gingivitis, and dental trauma as well as on 
the oral-health-related quality of life (OHRQoL) of adolescents in 
Nova Friburgo, RJ, Brazil. The study consisted of a non-probabilistic 
(convenience) sample comprising 319 12-year-old adolescents, both 
participants and non-participants of the SHP, for at least two years. 
Socio-demographic and OHRQoL questionnaires (CPQ11-14, the 
Child Perceptions Questionnaire) were applied as well as clinical 
examinations for caries, periodontal disease, and dental trauma 
following the World Health Organization (WHO) criteria by calibrated 
researchers. Mann-Whitney, chi-square tests, and multiple logistic 
regression models were used for the data analysis. Statistically 
significant differences were observed between the groups covered and 
not covered by the SHP for gingivitis (p = 0.0373) and OHRQoL on the 
social welfare subscale (p = 0.0265) and total scale (p = 0.0449) of CPQ11-14. 
Multivariate analysis showed that female adolescents were 1.74 times 
more likely to present a lower OHRQoL (OR = 1.74, 95%IC = 1.10–2.77, 
p = 0.0183) than males. In addition, non-SHP subjects were 1.56 times 
more likely to have poor OHRQoL (OR = 1.56, 95%IC = 0.94–2.59, 
p = 0.0873) than program participants. In conclusion, SHP positively 
influenced the OHRQoL of adolescents. However, follow-up studies are 
needed to verify the continued effectiveness of this Brazilian SHP in 
improving the oral health levels and quality of life of adolescents.
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Introduction

Schools are a social tool that serve as an overview and mechanism of 
health education, as they help form the opinions of children, adolescents, 
and their families and educates citizens to be conscious and responsible for 
their behaviours and choices.1 As a result, school-based programs have been 
developed with promising results for work on self-care and health promotion.2

Within this philosophical and political social context, the School Health 
Program (SHP) was implemented in 2007 as part of a ministerial policy in 
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Brazil intended to regulate health activities in schools 
by aggregating and strengthening actions from the 
perspective of integral development. In addition, 
SHP allows schoolchildren to participate in projects 
and programs to promote education and health in 
order to combat vulnerabilities that hinder the full 
development of Brazilian children, adolescents, and 
young people.1 In the area of oral health, the program 
aims to promote health and prevent oral diseases 
through oral hygiene instruction, supervised dental 
brushing, and guidance on healthy eating, among 
other activities, with the involvement of education 
professionals and multiprofessional teams from 
primary health care.3

An increased interest in the quality of life is an 
expected consequence of public policies for disease 
prevention, health promotion, and health care 
practices.2,4 Several studies have shown a relationship 
between clinical outcomes such as caries, trauma, 
and periodontal disease with oral health-related 
quality of life (OHRQoL) in adolescents, and the 
impacts of OHRQoL are mainly found in the routine, 
functioning, and social life of these individuals.5,6,7 
However, it has also been noted that the scientific 
evidence on the influence of promotion programs on 
the OHRQoL of adolescents remains weak, as just a 
few studies have shown that the presence of health 
promotion programs involving educational-preventive 
interventions in oral health leads to reductions in the 
incidence of clinical disorders and the improvement 
of OHRQoL.8,9,10,11

Thus we see the importance of further research 
on the OHRQoL of adolescents and the impact of oral 
health programs on this outcome, as new studies 
may help decision makers to properly allocate public 
resources by modifying or developing improved 
strategies and protocols for oral health promotion for 
the long-term improvement of adolescents’ OHRQoL 
and their oral health. Therefore, this study may 
facilitate decision-making by healthcare providers 
and policymakers.

Based on previous studies,8,9,10,11 the hypothesis 
developed by the authors of the present study 
concerns the effect of SHP positivity and relevance 
in improving oral health and OHRQoL. Thus, this 
investigation aimed to evaluate the influence of the 

School Health Program on clinical disorders such 
as caries, gingivitis, and dental trauma, as well as 
on the quality of life related to the oral health of 
Brazilian adolescents.

Method

This is a cross-sectional study of a quantitative 
nature conducted according to the guidelines 
recommended by STROBE (Strengthening the 
Reporting of Observational Studies in Epidemiology).12

Ethical statement
The study was performed according to the 

Declaration of Helsinki and was approved by the 
Ethics and Research Committee of the Health 
Institute of Nova Friburgo-RJ-Brazil (2,402,679 - 
CAAE: 76415817.2.0000.5626). The informed consent 
and free and informed consent forms were sent to the 
parents/guardians of the adolescents to familiarise 
them with the study and obtain their authorisation 
or refusal of the participation of the adolescents.

Place of execution
The study was carried out between March and 

September 2018 in the municipal and state public 
schools of the municipality of Nova Friburgo, in the 
Serrana Region of the State of Rio de Janeiro, Brazil.

The city of Nova Friburgo is located in the 
mountainous region of the State of Rio de Janeiro, 
with a total area of 933.4 km2, making up 13.46% 
of the mountainous area. The municipality has a 
population of 190,084 inhabitants with a demographic 
density of 195.07 (inhab/km2), and the population 
is predominantly urban (159,335). The city has 
54,636 households, of which 29.0% belong to Economic 
Class C1, with a monthly family income of around 
R$1,400.00. The municipality of Nova Friburgo 
was classified as having a human development 
index (HDI) of 0.745, ranking 4th in the state under 
the HDI criterion in 2017, and had a Gini Index of 
0.5153 in 2010.13 It should be noted that the public 
water supply in the municipality has been fluoridated 
since 2010, with coverage around 80%, though some 
rural regions remain uncovered by this measure of 
public health protection.14
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Study design and sample selection

Sample selection
Our non-probabilistic sample (convenience sample) 

comprised 12-year-old adolescents duly enrolled 
in the public schools of the municipality of Nova 
Friburgo-RJ. First, from the lists provided by the 
Municipal and State Departments of Education, the 
municipal (n = 14) and state (n = 21) public schools with 
students in this age group (n = 947) were identified. 
Of these educational establishments, three with a 
total of 92 students that have been accredited for less 
than two years in the SHP were excluded from the 
sample, while 12 schools accredited in the program 
for more than two years were included in the sample, 
with a total of 236 students aged 12 years. It was 
decided to work with this population number, inviting 
all students not included in the SHP (n = 619) and 
those covered by the program for at least two years 
(n = 236) to participate in the study. In addition, a 
sample calculation was performed showing that a 
minimum sample size of 300 participants provided 
a test power of 80% (β = 0.20) with a significance level 
of 10% (α = 0.10) for an odds ratio of 1.9, considering 
that 42% of the individuals had participated in the 
SHP for at least 2 years and had a worse quality of 
life (CPQ > 18).

Eligibility criteria
Adolescents not included in the SHP or those covered 

by the program for at least two years were included 
in the study, except those whose parents/guardians 
did not authorise their participation in the study, 
adolescents absent during the examination periods, 
and those who presented with a systemic impairment 
or cognitive deficit or who used orthodontic appliances 
with more than four bands.

Phases of the study
The study was conducted in two phases: a) The 

preparatory phase: examiner training and calibration 
and pilot study. b) The field phase: application of the 
questionnaires for socio-demographic evaluation as 
well as the OHRQoL of the individuals under study; 
clinical examination of adolescents to evaluate dental 
caries, dental trauma, and periodontal condition.

Preparatory phase
a. Examiner training and calibration: The calibration 

process of the examiners (n = 2) comprised a 
theoretical phase (4 h), clinical training (8 h), 
and a final phase of calibration exercises (8 h) to 
achieve examiner reproducibility. The calibration 
process was conducted by a researcher with 
previous experience in epidemiological surveys 
(a gold standard examiner) and lasted for 
20 hours. During the field phase, 10% of the exams 
were repeated (n = 32) to allow the calculation of 
intra-examiner kappa.
Initially, a theoretical discussion lasting 4 h was 

carried out with a detailed explanation of the codes 
and criteria used, in addition to the performance 
of a theoretical-expository exercise based on the 
exhibition of photos for each clinical situation that 
might be encountered in the exams. Practical training 
then began in order to standardise the conduct 
and diagnosis of the clinical situations, involving 
the examination of 10 children in each training 
period under the same conditions found during the 
field phase. At this stage, discussions between the 
examiners and the standard examiner were allowed in 
relation to clinical findings, diagnostic criteria, coding, 
and registration errors so as to reach an acceptable 
level of agreement. The calibration assessment, 
incorporating agreement measures, included the 
examination of 10 children (re-examined after an 
interval of one week) under the same examination 
conditions and in the same environment in which 
the practical training was carried out. Inter- and 
intra-examiner Kappa values during the calibration 
phase and intra-examiner Kappa during the field 
phase were considered optimal for all evaluated oral 
conditions (Kappa > 0.85).
b. Pilot study: The pilot study included ten 

12-year-olds at schools that were not selected for 
the study because they had been included in the 
SHP for less than 2 years before the field phase 
began, in order to verify the comprehensibility 
of the questionnaires by the adolescents and 
their parents/guardians as well as to review 
certain parameters of the epidemiological 
evaluations, such as the form of approach for 
conducting the clinical exams.
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Field phase
a. Non-clinical data collection: Assessment of the 

presence of the School Health Program (SHP) in 
the educational institutions of the adolescents 
participating in the study.
The Ministry of Health recommends that a large 

number of activities related to health promotion and 
disease prevention be developed interprofessionally 
and intersectorally in Brazilian public schools.1 In the 
municipality of Nova Friburgo, oral health promotion 
is developed by primary health care professionals 
through strategies such as mechanical control of 
dental biofilm, supervised brushing activities, and 
educational activities promoting a balanced and 
healthy diet as a central focus for the development of 
autonomy and self-care in oral health, among other 
areas, semiannually. Thus, the presence of the SHP 
for at least two years in the schools evaluated was 
considered the main independent variable for analysis.
b. Application of questionnaires: The questionnaire 

on sociodemographic conditions (identification, 
socioeconomic characterisation, and access to 
dental services) was based on the instrument 
proposed by Brazil15 and completed individually 
by the adolescents’ guardians.

Assessment of oral-health-related quality of 
life (OHRQoL)

The questionnaire used to evaluate the quality 
of life in the interview was the Brazilian-validated 
long version of the CPQ11–14 (Child Perceptions 
Questionnaire for 11- to 14-year-old adolescents),16 
which aims to evaluate adolescents’ perceptions 
of the impact of oral diseases on physical and 
psychosocial functioning and which was properly 
applied by the researchers when the student was 
included in the study. The CPQ instrument consists 
of 41 questions divided into the following sub-items: 
1–4 (questions about the child), 5–10 (questions 
about oral symptoms/problems), 11–19 (questions 
about functional limitations), 20–28 (questions about 
emotional well-being), 29–32 (questions about social 
welfare), and 32–41 (questions about free time activities 
and time spent with others). During the field phase, 
OHRQoL questionnaires were repeated in 10% of 
the total sample (n = 32) to verify the psychometric 

properties of the OHRQoL instrument. Satisfactory 
results for both internal consistency (Cronbach’s 
α = 0.926) and stability (ICC = 0.956) were obtained 
as well as a significant construct validity (p < 0.01).

Clinical data collection
Clinical examination of the subjects under study 

for evaluation of dental caries, dental trauma, and 
periodontal condition.

Clinical examinations were carried out by the 
calibrated examiners in an outdoor setting after 
supervised brushing to remove biofilm and food debris 
under the dental surface in order to facilitate visual 
diagnosis. The prevalence of caries was measured 
using the DMFt (decayed, missing, and filled teeth) 
index; the periodontal condition, specifically the 
presence of calculus and gingivitis, was recorded 
using the Community Periodontal Index (CPI), and 
dental traumatism was evaluated according to the 
index adopted by the World Health Organization 
(WHO)17 as a specific measure considering only the 
permanent upper and lower incisors. For dental 
trauma, the following types of dental trauma were 
collected: enamel fracture only, enamel and dentin 
fracture, pulp involvement, and missing tooth due 
to trauma. Clinical examinations were performed 
according to the criteria recommended by the WHO 
for epidemiological surveys of oral health.17

Variables analysed in the study
The following variables were considered in the 

analysis of possible associations:
Dependent variable—OHRQoL (CPQ11-14), 

dichotomised by the median (CPQ ≤ 18 and CPQ >18).
Independent sociodemographic, clinical, and SHP 

access variables were dichotomised following Assaf et al.18 
as: living in a rural or urban area, sex (female or male), 
DMFt (≤ 0; > 0), trauma-free (yes or no), gingivitis-free 
(yes or no), income (≤ 1.15 Brazilian minimum wage 
[BMW] and > 1.15 BMW), schooling of parents/guardians 
(≤ 8 years of schooling and > 8 years of schooling), and 
adolescents belonging to SHP in school (yes or no).

Data analysis
The descriptive analysis of the data was based 

on the distribution of sociodemographic variables 
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and access to SHP. The Kolmogorov-Smirnov test 
failed to confirm the normality of the sample. Thus, 
inferential analyses comparing the proportions and 
averages related to the clinical conditions and the 
OHRQoL by total scale and subscales of the CPQ11-14, 
respectively, relative to the subsamples of the subjects 
covered or not by the SHP were performed by the 
Mann-Whitney and chi-square tests at a significance 
level of 5% (p < 0.05).

Crude and adjusted analyses were performed to 
test the associations between the dependent variable, 
OHRQoL (CPQ11-14), dichotomised by the median 
(CPQ ≤ 18 and CPQ > 18), and the independent 
sociodemographic, clinical, and SHP access variables, 
which were dichotomised following Assaf et al.,18 as 
previously described. The variables with p < 0.20 in 
the crude analyses were tested in the multiple logistic 
regression model, with the criterion of permanence in 
the final model set at p ≤ 0.10. Although the significance 
level is routinely set at 5%, a level of significance 
of 10% can be accepted in epidemiological studies, 
especially when there is a consensus of researchers 
on important variables and findings, with a view to 
future use of research information for the planning and 
development of health programs and policies targeting 
a specific population that would not be identified in 
an analysis with a smaller error limit.19 Statistical tests 
were performed using the SAS statistical program 
(SAS Institute Inc. 2011 version 9.4, NC, USA).

Results

The sample consisted of 319 adolescents. Of the 
236 adolescents covered by the SHP for at least two 
years, 96 participated in the study, representing a 
response rate of 40.68%. The response rate of non-
participants in the program was 36.01%. The total 
sample included 16.61% rural dwellers and 83.39% 
urban, with the majority being female (59.87%). The 
descriptive analyses of the data with the distribution 
of sociodemographic variables and access to SHP are 
shown in Table 1.

Considering that a lower CPQ11-14 score is indicative 
of a better scale result (lower impact of a variable on 
or impairment in the OHRQoL), a “ceiling” effect 
(inadequate discrimination in the best 10% of the 

results) was observed when the total score of CPQ11-14 
produced a score ≤ 6, and a “floor” effect (inadequate 
discrimination in the worst 10% of the results) when 
the total score was ≥ 86. Thus, the ceiling effect was 
shown by 18 schoolchildren (5.64%) who had scores 
ranging from 0 to 6, and the floor effect was shown 
by 6 schoolchildren (1.88%) whose scores ranged 
from 86 to 102 on the total CPQ11-14 scale. In addition, 
it was found that the prevalence of impacts greater 
than zero (CPQ11-14 > 0) was 99.69% (n = 318).

When analysing the clinical characterisation of the 
oral health conditions of the total sample and of the 
subsamples contemplated and not contemplated by the 
SHP, a significant statistical difference was observed 
between the groups only for gingivitis (p = 0.0373) 
(Table 2). On the other hand, the comparison between 
the groups covered and not covered by the SHP for the 
total score and each subscale of the CPQ11-14 showed 
significant differences for the social welfare subscale 
(p = 0.0265) and for the total scale, calculated as the 
sum of the four subscales (p = 0.0449) (Table 3).

Multivariate analysis showed that the variables 
of gender (OR = 1.67, 95%IC = 1.07–2.63, p = 0.0256), 
presence of SHP (OR = 1.51, 95%IC = 0.93–2.44, 

Table 1. Socio-demographic characteristics and access to 
SHP of the total sample of 12-year-old schoolchildren from 
Nova Friburgo, RJ, Brazil, 2018.

Sociodemographic variables
 Sample total (n = 319)

n  %

School area

Rural 53 16.61

Urban 266 83.39

Sex

Female 191 59.87

Male 128 40.13

Parental schooling   

≤ 8 years 181 69.35

> 8 years 80 30.65

Family income BMW*

≤ 1.15 119 50.85

> 1.15 115 49.15

SHP 

Yes 96 30.09

No 223 69.91

*Median corresponded to 1.15 times the Brazilian minimum wage 
(BMW) in 2018.
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p = 0.0953), and gingivitis (OR = 1.63, 95%IC = 0.91–2.92, 
p = 0.1028) were associated with OHRQoL. In the 
adjusted analysis, it was found that female adolescents 
were 1.74 times more likely to present a worse OHRQoL 
(OR = 1.74, 95%IC = 1.10–2.77, p = 0.0183) than males. In 
addition, non-SHP subjects were 1.56 times more likely 
to have a poor OHRQoL (OR = 1.56, 95%IC = 0.94–2.59, 
p = 0.0873) than the program participants (Table 4).

Discussion

Health promotion programs have positive effects 
on oral health and related quality of life.3,8,9,10,11 Thus, 
the hypothesis that the SHP positively affects OHRQoL 
has been confirmed as well as clinical improvements 
related to decreasing the prevalence of gingivitis in 
this group.

The actions of the program that may have 
influenced OHRQoL were those of an educational 
nature focused on healthy eating (reduction of sugar 
consumption) and mechanical control of dental 
biofilm, intended to encourage protagonism and the 
empowerment of adolescents in self-care.1,3

However, it is clear that the program had little 
influence specifically regarding reductions of caries 
and trauma as well as a greater impact on the OHRQoL 
itself. Some factors may be related to this result, 
such as the frequency of program actions, often 
semiannual, and even deficiencies or difficulties in 
the development of the program within the scope of 
health promotion. Understanding health promotion as 
a strategy for reformulating health practices implies 
the development of intersectoral and multidimensional 
actions focused on common risk factors and the 

Table 2. Clinical characterization of the oral health conditions of the total samples and the subsamples covered and not covered 
by the SHP in the municipality of Nova Friburgo. Nova Friburgo, RJ, Brazil, 2018.

Clinical condition 
With SHP (n = 96)  Without SHP (n = 223)

p-value*
Total sample (n = 319)

Mean SD Median Mean SD Median Mean  SD Median

Decayed 0.63 1.23 0 0.45 1.18 0 0.3196 0.51 1.20 0

Missing 0.01 1.10 0 0.01 0.15 0 0.9842 0.01 0.14 0

Filled 0.40 1.04 0 0.39 1.04 0 0.9504 0.39 1.04 0

DMFt 0.97 1.62 0 0.86 1.64 0 0.6594 0.89 1.63 0

n (condition 
presence)

n total  %
n (condition 
presence)

n total  %  p-value**
n (condition 
presence)

n total %

Caries-free individuals 58 96  60.42 141 223  63.23  0.7267 199 319  62.38

Dental trauma (presence) 16 96  16.67 21 223  9.42  0.0961 37 319  11.60

Dental calculus (presence) 19 92  20.65 56 223  25.11  0.4842 94 315  29.84

Gingivitis (presence) 9 86  10.47 48 223  21.62  0.0373 57 309  18.45

Use of the Mann-Whitney *test and chi-square test; **for comparisons between the groups covered and not covered by the SHP; p-values in bold 
indicate a difference significant at the 5% level.

Table 3. Comparison of total means and by subscales of CPQ11-14 in the groups covered and not covered by the SHP, in Nova 
Friburgo-RJ, Brazil, 2018.

CPQ11-14 (variation)
With SHP Without SHP

p-value
Mean SD Median

Score 
variation

Mean SD Median 
Score 

variation

Total Scale (0–102) (sum of the 4 subscales) 17.21 14.81 12 3–78 19.25 14.76 16 0–102 0.0449

Subscales

Oral symptoms (0–24) 5.49 3.33 5 0–16 6.05 3.49 6 0–18 0.1365

Functional Limitations (0–36) 4.75 4.86 4 0–23 4.99 5.16 4 0–35 0.8071

Emotional well-being (0–36) 6.12 7.10 4 0–27 6.84 7.09 5 0–36 0.1526

Social well-being (0–16) 0.88 1.84 0 0–12 1.32 2.13 0 0–12 0.0265

Use of the Mann-Whitney test for comparisons of means between the groups contemplated or not by the program; p-values in bold indicate a 
difference significant at the 5% level.
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main health determinants,1,2 which in practice was 
not always observed in the SHP developed in the 
municipality. Thus, it should be emphasised that 
educational interventions in oral health apart from 
other health actions and with fragmented approaches 
that separate the oral cavity from general health have 
been criticised because they are limited in ensuring 
a permanent transformation in individuals, or even 
in reducing health inequalities.2,18

In addition to the factors mentioned above, it is 
possible to highlight the absence of a strategy of 
continuing education in health between the teachers 
and the primary care professionals that will be a part 
of adolescents’ day-to-day life. Thus, it is necessary 
for the students to be motivated and the teachers 
trained so that the concept of oral health promotion 

is an integral part of school life, ensuring that the 
information and healthy habits acquired are applied 
continuously.1,2,3 However, it should also be noted 
that because this is a cross-sectional study, it already 
has restrictions inherent to its design of measuring 
clinical or subjective impacts not shared by other 
designs such as interventional and longitudinal 
follow-up clinical studies.

Adole s ce nce  i s  accompa n ied by  m a ny 
physiological, psychological, and hormonal 
turbulence changes, and there are behavioural 
differences between female and male adolescents. 
A poorer OHRQoL was found in female subjects,18,20 
which may be due to the different self-perceptions 

of boys and girls, especially at the beginning of 
the profound transformations accompanying 

Table 4. Crude and adjusted analyzes of CPQ11-14/OHRQoL (dependent variable) in relation to sociodemographic, clinical and 
SHP access variables of Nova de Friburgo, RJ, Brazil, 2018.

Independent variables Total

Better OHRQoL Worse OHRQoL 

OR Bruto 95%IC p-value
OR 

adjusted
95%IC p-value(CPQ ≤ 18) (CPQ > 18)

n % n %

Sex

 Female 191 86 45.03 105 54.97 1.67 1.07–2.63 0.0256 1.74 1.10–2.77 0.0183

 Male 128 74 57.81 54 42.19 ref   ref   

School area

 Rural 53 31 58.49 22 41.51 ref   -- -- --

 Urban 266 129 48.50 137 51.50 1.50 0.82–2.72 0.1857    

SHP

 Yes 96 55 57.29 41 42.71 ref   ref   

 No 223 105 47.09 118 52.91 1.51 0.93–2.44 0.0953 1.56 0.94–2.59 0.0873

DMFt

 ≤ 0 196 100 51.02 96 48.98 ref   -- -- --

 > 0 123 60 48.78 63 51.22 1.09 0.70–1.72 0.6970    

Dental trauma (free)

 No 37 17 45.95 20 54.05 121 0.61–2.41 0.5870 -- -- --

 Yes 282 143 50.71 139 49.29 ref      

Gingivitis (free)

 Yes 252 132  52.38 120 47.62 ref   -- -- --

 No 57 23 40.35 34 59.65 1.63 0.91–2.92 0.1028    

Parental schooling

 ≤ 8 years 65 34 52.31 31 47.69 ref   -- -- --

 > 8 years 196 94 47.96 102 52.04 1.19 0.68–2.09 0.5437    

Family income (BMW)*

 ≤ 1.15 119 55 46.22 64 53.78 1.23 0.73–2.05 0.4371 -- -- --

 > 1.15 115 59 51.30 56 48.70 ref      

CPQ > 18 is the reference level of the dependent variable (worse OHRQoL); BMW: Median corresponded to 1.15 times the Brazilian minimum 
wage (BMW) in 2018; SHP: School Health Program; OR: Odds Ratio; CI: Confidence Interval.
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adolescence, such as early maturation and intense 
hormonal changes, the need to be accepted in society, 
appearance, aesthetics, vanity, and disturbances of 
their self-image among girls.21

Regarding the limitations of the study, there 
was considerable non-adherence of participants, 
especially those belonging to schools not covered 
by the SHP. This may be related to factors such 
as the absence of the adolescent on the day of the 
examination and incomplete or inadequate completion 
of ethical documents and research instruments. 
However, from the information obtained by the school 
leaders, it was observed that sociodemographically 
there was a similarity between the participants and 
non-participants of the study. In addition, the fact 
that the study had a cross-sectional design with a 
non-probabilistic sample, and the presence of other 
possible biases during the data collection phase (e.g., 
variable natural lighting conditions during exams 
and different school routines) may also constitute 
study limitations.

However, the study’s strong points are the natural 
scenario in which it was developed and its adequate 
internal validity, with the control of the whole research 
process through a pilot study and calibration of the 
examiners, satisfactory results (internal consistency, 
test-retest, and construct validity), and control at 
the stage of data collection and analysis. Regarding 
this last aspect, the multiple analysis allowed us 
to control important conflicting factors, such as 
those of a sociodemographic nature, leading to a 

possible reduction in this type of bias. In addition, 
this study is original, since few cross-sectional 
studies8,10,11 have attempted to ascertain the hypothesis 
developed in this research, especially in relation to 
an institutionalised health promotion program at the 
federal level in Brazil. Therefore, it can be considered 
highly relevance as an evaluative measure that will 
benefit health managers in replanning actions and 
strategies for the improvement of the program and 
consequent improvements in the oral health levels 
and quality of life related to oral health in this age 
group. However, follow-up studies are still necessary 
to verify the continued effectiveness of this Brazilian 
SHP in improving the oral health levels and quality 
of life of adolescents.

Conclusion

SHP positively influenced the OHRQoL of 
adolescents. This study is of great importance to 
public health and to clinicians in view of the relevance 
of health-promoting practices in the control and 
reduction of oral diseases and in the improvement 
of individual quality of life.
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