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Every tooth in a man's head is more valuable than a diamond.

Miguel de Cervantes,

Don Quixote, 1605.
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1. ABSTRACT

In most industrialised countries, children’s and adolescents’ oral health has improved
during the past 15 years. This is especially the case in the Nordic and Western European
countries. The aim of the present series of studies was to assess the dental status, its
determinants and oral health related quality of life in 12-year olds children from two regions
in the Barents area, in Northern Norway and in North-West Russia. One study also analysed
the oral health care provision systems and their performance in all countries in the Barents
region.

Four studies based on three data sets were undertaken. A pilot study comprising of
questionnaires to 12-year olds children and their parents and a clinical examination of the
children was undertaken in Severodvinsk (n=70) and in Tromsg (n=78) in 2009. A new
clinical study, modified according to the findings of the pilot study, was conducted during
2010-2011 on 590 children in Arkhangelsk and 246 in Tromsg. Participants were selected
using a stratified cluster sample procedure. Clinical examinations used methods
recommended by the WHO. Both the children and their parents filled in questionnaires about
determinants of dental caries and perceived oral health related quality of life of the children.
The participation rate was 87% in Russia and 47% in Norway. Conventional statistical
methods were used in the analyses. For the fourth study, the data were collected from national
and local reports, supplemented by questions to local experts and chief dentists. Comparative
case studies were provided.

The results revealed that the mean DMFT and DMFS-scores were significantly higher in
schoolchildren in Arkhangelsk (respectively 3.0 and 4.4) than in Tromsg (1.2 and 1.5,
p<0.001). Half of the Norwegian (52%) but only 16% of the Russian children were caries free
and the Norwegian children also had better oral hygiene than the Russian ones. Most parents
in Russia (65%) and a third (31%) of the Norwegian parents were dissatisfied with the school
dental service. The strongest predictor of bad oral health among the study subjects was being
of Russian origin; both the questions put to the children (OR=3.8) and to the parents
(OR=2.4) were consistent with this. Other strong predictors were (from questions to children)
the child having had filling therapy during the latest dental visit (OR=5.0) and (from
questions to parents) the parent having had problems with teeth during the last two years
(OR=1.8) Most Russian 12-year-olds were found to be less satisfied with their oral health
compared with the Norwegians and the oral health related quality of life (CPQi1-14) overall
score was 9.9 for the Norwegian and 19.5 for the Russian children (p <0.001).
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In all countries, except Sweden, the mean 12-year-olds DMFT values were higher in the
Barents region than in the more central parts of each country. Furthermore, fewer resources
were available for dental care. The study revealed a great need for preventive efforts in dental

care especially in the Russian parts of the Barents area.

2. INTRODUCTION

Oral diseases are among the most common of all chronic ailments, making dental health
an important public health priority worldwide (Petersen 2005). Poor oral health is in itself a
health problem, impacting on a person’s overall health and quality of life. Oral disorders are a
major cause of pain (Reisine 1985) and can also lead to disability and reduced life satisfaction
in the same way as other kinds of diseases (Shaw et al. 1980). Untreated tooth decay causes
pain and infections that may lead to problems related to eating, speaking, playing and
learning. Poor oral health in children can affect growth and school attendance, can lead to
medical complications of untreated disease and results in poor social outcomes including
psychological, emotional and learning problems. There are no previous studies on the impact

of oral health on the quality of a child’s life in the Barents region.
1.1. The Barents Euro-Arctic Region (BEAR)

In a geographical context, the northernmost areas of Norway, Sweden, Finland and
Russia (the Barents Euro-Arctic Region, BEAR) make up Europe’s largest region for inter-
regional cooperation (Figure 1). The region is characterised by harsh climatic conditions, a
vulnerable environment and long distances that challenge people, businesses and authorities.
To develop the region economically and socially, intergovernmental cooperation in the region
was established, and the Barents Euro-Arctic Council was formalized in the early 1990s. The
region is also included in the Northern Dimension EU collaboration, which aims to strengthen
co-operation among the EU member states, the Nordic countries associated with the EU under
the European Economic Area (Norway and Iceland) and Russia. In this cooperation, health

has been mentioned as one of the areas to be developed (http://www.beac.st/?DeptID=8556).
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Figure 1. The Barents Euro-Arctic Region (http://www .barentsinfo.fi/barentsmap.htm).
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The goal of the Barents Euro-Arctic Council (BEAC), which was established for better
Nordic cooperation and cooperation with the EU, is to promote sustainable economic and
social development in the Barents Region and thus contribute to peaceful development in the
northernmost part of Europe. BEAC is a forum for promoting interregional contacts in the
northernmost parts of Norway, Russia, Finland and Sweden with the objective of working
together to facilitate the development of the Barents Region. The Barents Cooperation
promotes, first of all, people-to-people contacts and economic development and creates good
conditions for interregional exchange in many different fields; e.g., culture, indigenous
peoples, education, youth, trade, information, environment, health and transport (http:/www.
beac.st/in English/Barents Euro-Arctic Council.iw3).

Of the countries constituting the BEAR, Norway and Russia have probably the strongest
cooperation in different areas where the cooperation in health and social fields plays an
important role. For this and many other reasons, the background and focus of the present

study will be on these two BEAR regions — Northern Norway and North-West Russia.

1.1.1. Demography and standard of living
The BEAR region has a total area of 1.75 million persons per km?, a population of 5.5
million and population density in the whole area of 3.5 inhabitants per km?. There are 13

provinces or territories in the BEAR region. In Norway, these are Nordland, Troms and
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Finnmark counties, with a total estimated population of 460,000 in 2009. The Russian BEAR
area consists of Arkhangelsk and Murmansk counties, the Republics of Karelia and Komi,
and the Nenets Autonomous Area, with a total population of about 3,800,000 according to
2010 estimates.

Northern Norway, located at the very northern periphery of Europe, represents about one
third of Norway by area. Nineteen per cent of the inhabitants are between 0-14 years, 66%
between 15-64 years and 16% are older than 65 years. The population has steadily increased
during recent decades. This is the converse of the situation in Russia, where the North-West
part is under the threat of depopulation. Since the year 2000, the population in the Russian
part of the Barents region decreased by 462,000 persons or by almost 11%. The negative
demographic statistics are not only a result of a high mortality rate and low birth rate but also
due to people moving from the regions with harsh weather conditions (Barents Observer
2011). According to the annual demographic report from the Russian Federal Service of State
Statistics  (http://www.gks.ru/wps/wcm/connect/rosstat/rosstatsite/main), the  Russian
territories of the Barents region had 31,000 inhabitants less than one year earlier at the
beginning of 2010.

When assessing the standard of living in Norway and Russia, the Human Development
Index (HDI) may be used. The HDI is a composite statistic used to rank countries by level of
human development, considered a synonym for the older term “standard of living” or “quality
of life”, and distinguishes between “very high human development”, “high human
development”, “medium human development”, and “low human development” countries.
HDI was devised and launched in 1990 (McGillivray 1991) and presents the comparative
measure of life expectancy, literacy, education, and standard of living for countries
worldwide. It is a standard means of measuring well-being, especially child welfare. It is used
to characterise to what extent the country is developed, developing or under-developed and
also to measure the impact of economic policies on quality of life. In 2010, the Arctic Human
Development Report II was released (Larsen 2010) with HDI values calculated based on
estimates for 2010. According to this report, Norway was ranked first while Russia was
placed in the 66™ position. Norway has held the first place in this ranking since 1999,
demonstrating regularly increasing standard of living of the population and a strongly

integrated welfare system.
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1.1.2. Economy

Historically and in spite of enormous natural resources, the Barents region has been less
economically and educationally developed and has had higher unemployment rate than the
southern and central parts of the host countries (Vilkky et al. 2008). The main economic
activities in the Barents region countries are activities related to oil and natural gas, forestry
and wood processing, pulp and paper production, shipbuilding and maintenance, coal mining,
electricity generation and fishing (Duhaime and Caron 2009).

Norway has a developed mixed economy with heavy state ownership in strategic areas of
the economy. Although sensitive to global business cycles, the economy of Norway has
shown robust growth since the start of the industrial era. Shipping has long been a support of
Norway's export sector, but much of Norway's economic growth has been supported by an
abundance of natural resources, including petroleum exploration and production and
hydroelectric power. Agriculture and traditional heavy manufacturing have suffered a relative
decline compared with services and the oil-related industries and the public sector is among
the largest in the world as a proportion of overall Gross Domestic Product (GDP). In addition
to the oil and gas industries, Norway is also the world's second largest exporter of fish (in
value, after China) (Ministry of Foreign Affairs 2011).

Norway (after Luxembourg) has the world’s second highest GDP per capita. Continued
oil and gas exports, coupled with a healthy economy and substantial accumulated wealth,
supports the conclusion that Norway will remain among the richest countries in the world in
the foreseeable future. Foreign Policy Magazine ranks Norway last in its Failed States Index
for 2009, judging Norway to be the world's best-functioning and most stable country. Norway
has a very low unemployment rate, currently 3.1% (Norwaypost.no 2010). Thirty per cent of
the labour force is employed by the government, the highest rate in the Organization for
Economic Co-operation and Development (OECD). The counties used NOK 582 per person
to provide public dental health care. In 2011, the total expenditure for the 19 counties for
organizing the public dental care was approximately NOK 2.9 billion, which is an increase by
NOK 152 million from 2010 (Statistics Norway 2012) (Figure 2). The gross expenditure in
private dental health care continues also to increase. From 2010 to 2011, the gross
expenditure increased by 6.6 per cent (from NOK 9.322 billion to NOK 9.939 billion)
(Statistics Norway 2012).

The average economic growth in Russia in the past years has been very high with an

estimated annual 7.2 per cent growth rate. The magnitude of the Russian Gross Domestic
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Product (GDP) recently has been mostly related to the export of natural resources (oil and
gas). According to the 2012 estimates, the inflation rate was 3.7 per cent and the
unemployment rate in Russia was last reported to be 6.5 per cent in March 2012

(http://www.tradingeconomics.com/russia/unemployment-rate).  Despite = some  general

improvement in the economic situation, the level of investments in the main capital still
remains at a low level compared with the prosperous previous years. Like other parts of
North-West Russia, the Arkhangelsk region could not avoid a strong drop in Gross Regional
Product during the crisis period 2008-2009, when the GRP decreased by almost 12 per cent in
the Arkhangelsk region. At the same time, already at the end of the 2010, the Arkhangelsk
region had experienced the highest economic growth of the Russian BEAR regions (Barents
Observer 2011). According to the regional Ministry of Economic Development, the GRP of
the Arkhangelsk region grew by 11% in 2010 (www.dvinainform.ru).

1.1.3. General and oral health services — manpower and organisation

At present, with a total population of around 5 million, Norway represents a wealthy and
stable market economy with well-developed democratic and judicial systems. The concept of
common access to health care in Norway derives from the idea that all citizens are entitled to
care on equal terms and that care should be provided according to needs. In addition, there is
a considerable governmental participation at both central and local level in the delivery of
education, health services, social services and also oral health care (Hausen, Seppd and
Fejerskov 1994; Holst 1997).

Most dentists in Norway work in the private sector. Nineteen county councils are
responsible for planning and organising public dental services. Historically, the Public Dental
Service (PDS) was first established in the north of Norway in 1947, because of a shortage of
dentists, and for a period the PDS was responsible for the whole population there. Today,
dental care in the PDS is restricted to children and special needs groups and most adults are
expected to use and pay for private services. The PDS offers free treatment for children up to

19 years of age but parents have to contribute to the cost of orthodontic care.

In Russia, the health sector presents a major challenge to social welfare, mostly due to
misdirected reforms in the past decade after the perestroika, which resulted in inefficient
allocation of resources at the regional level and inequities across and within the regions
regarding health care. The most distant regions were obtaining fewer resources compared

with the central regions (Men et al. 2003) and consequently general and oral health care has
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not improved in the Russian part of the Barents Euro-Arctic Region (BEAR), compared with
the more central areas of Russia (Leon et al. 2009). North-West Russia presents the most
challenging region in the Barents regions compared with the Nordic parts (Shishkin and
Vlasov 2009; Widstrom et al. 2010) because of lower living standard and quality of life,
persistent health problems related to bad health habits (e.g., high alcohol consumption) and
high mortality rates (Men et al. 2003; Leon et al. 2009). In addition, North-West Russia has
more inhabitants per dentist than Northern Norway in the Barents region (1.387 in Russia vs.
1.298 in Norway), which makes it more difficult to provide oral health care to all people in

need of dental care (Table 1).
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Russian national capacity and resources — human, financial and material — are still
insufficient to ensure availability of and access to essential health services of high quality for
individuals and populations, especially in the rural areas (WHO 2010). Most oral health care
is provided in policlinics or departments of general medical clinics staffed by publicly
salaried stomatologists (the term officially used in Russia for a dentist) and located close to
the patients’ residences, schools or workplaces. In principle, Russian health care is free of
charge, but the adequacy of treatment increasingly depends upon payment provided by
individual patients. Meanwhile, people in deprived communities, certain ethnic minorities,
homeless people, homebound or disabled individuals and the elderly are not sufficiently
covered by oral health care. By law, all adults have the right to care in the public dental
service. Treatment offered varies from region to region but usually includes emergency oral
surgery, restorative and some prosthetic treatment. Private oral health care has become more
usual and qualitatively better but is expensive. There is also a general tendency to provide oral
health services mostly from regional or central hospitals of urban centres and little priority is
given to preventive care. Oral health programs do not cover many of the children since the
schools dental services formerly offered in Russia have now mostly been discontinued. Until
the 1990s, school-based dental units played an important role in the prevention and treatment
of dental diseases among children. During the transition period, reduced financial state
support resulted in closure of approximately 40% of the school clinics, which limited the

continuity of preventive programs (Leontyev 2005).

1.2. Oral diseases

1.2.1. Dental caries among 12-year olds
One of the most significant time trends observed in studies assessing oral health
conditions is the remarkable decrease in the prevalence of dental caries all over the world, in
particular among children and adolescents during the past decades (Whelton 2004; Pitts et al.
2005). Reasons for the improvement include use of fluoride toothpastes, topical fluorides,
sealants, improvements in diet, oral health education and dental care (Bagramian et al. 2009).
Data collected to assess the oral health status of various populations demonstrate that

there is still high caries incidence in the eastern parts of Europe (Table 2).
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Table 2. Countries that have not achieved the WHO Goal for 2000 of a DMFT index less
than 3.0 in 12-year olds.

Region/Country DMFT Year
Europe

Bosnia and Herzegovina 8.6 1998
Bulgaria 4.2 1998
Croatia 35 1999
Czech Republic 34 1998
Hungary 3.8 1996
Latvia 4.2 1998
Former Yugoslav Republic 3.6 1996
of Macedonia

Poland 4.1 1999
Russian Federation 3.7 1995
Slovakia 4.3 1999
Eastern Mediterranean

Jordan 33 1995
The Americas

Bolivia 4.7 1995
Brazil 3.1 1996
Chile 4.1 1996
Costa Rica 4.8 1996
Dominican Republic 4.4 1997
Honduras 3.7 1997
Panama 3.6 1997
Western Pacific

Republic of Korea 3.1 1995
Philippines 4.6 1998
Tokelau 4.8 1999

Sources: World Health Organization 2001; Moynihan & Petersen 2004.

Characteristic for the Western European countries is low figures for dental caries (Marthaler
1995; Skudutyte-Rysstad et al. 2009; Rooney et al. 2010); this applies particularly in the

Nordic countries (Petersen 2003; https://www.cecdo.org). Over the last 30 years, there has

been a significant improvement in dental health in Norway (Statistics Norway 2012). More

children and young people have no or little dental decay (Figure 2).
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Figure 2. Proportions of 5 and 12-year olds with healthy, completely caries-free teeth in
Norway in 1992-2010.
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Source: Statistics Norway 2012.

The improvement in dental health is also indicated by the fact that those who have caries
experience have fewer affected teeth. While dental caries experience among 12-year olds was
very high in Northern Norway 55 years ago (DMFT=10 in 1955) (Haugejorden and Birkeland
2006), the DMFT-score decreased considerably to approximately 3.4 in 1985 and further to
1.7 in 2005 (Figure 3).
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Figure 3. Caries status at tooth level in 12-year olds in Norway sorted by year and place

of study.
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Source: Haugejorden and Birkeland 2006.

According to Norwegian national statistics (Statistics Norway 2012), the average number
of teeth with caries experience among 12- and 18-year olds continued to decrease between
2010 and 2011 and it can be expected that the average number of teeth with caries will
continue to fall (Figure 4). There are still differences between the counties for 12- and 18-year

olds.
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Figure 4. Average number of teeth with caries experience among 12- and 18-year olds.
1985-2011.
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Level of dental caries also varies depending on county. Oslo had the lowest proportion of
5-year olds with completely cavity-free teeth in 2010. Among 12-year olds, northern counties
of the country (Finnmark, Troms and Nordland) had the lowest proportion, 37% had cavity-
free teeth compared with the country average of 55 % (Statistics Norway 2012). In 2008, the
18-year olds from Finnmark had on average of 6.5 teeth with caries experience, while 18
year-olds in Oslo had four affected teeth. Geographical differences in health status are also
applicable for children with very high level of caries (DMFT>9) (Wilberg 2012). Particularly
the Significant Caries Index (SiC) is higher among the 12-year olds from Northern Norway

than in the rest of the country, demonstrating inferior oral health (Figure 5).
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Figure 5. The average number of teeth with caries experience in the third of 12-year olds
in Norway with the most caries (SiC-index) by county in 2010 (Nordland, Troms and

Finnmark are in the Barents region).
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Note: “Gjennomsnitt” means average in Norwegian.

Dental caries among children in Russia is still very common (Kuzmina et al. 2009,
Gorbatova et al. 2010) and figures on caries prevalence are considerably higher than those in
the neighbouring Nordic countries. Results from a national study conducted in 2009
(Kuzmina et al. 2009) involving 13,023 12-year olds from 47 different regions, indicated a
caries prevalence of 73% (Table 3). In the Arkhangelsk region, the level of caries prevalence
among 12-year olds was even higher than the Russian average, estimated to be 84%

(Kuzmina et al. 2009).

Table 3. Caries prevalence and experience of the Russian population in different age groups.

Caries experience
Age Caries prevalence
D F M DMFT
6 13 % 0.15 0.08 0.00 0.23
12 73 % 1.17 1.30 0.04 2.51
15 82 % 1.57 2.15 0.09 3.81
35-44 99 % 3.13 6.02 4.78 13.93
65 > 100 % 1.72 2.77 18.26 22.75

Source: Kuzmina et al. 2009.
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The mean DMFT-index value among 12-year olds is higher among children from North-
West Russia than the national average level, DMFT 3.3 versus 2.5 (Kuzmina et al. 2009).
When comparing the caries prevalence between the Russian cities, caries prevalence is higher

in the cities in the northern parts than in the central or southern parts of Russia (Table 4).

Table 4. Caries experience (DMFT) among 12-year olds in 12 Russian cities.
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Source: Kuzmina et al. 2009.

NE —North European region (North-West Russia), CE - Central European region,
WS — West Siberian region, U — Ural region,

SE - South European region, FE — Far East region.

1.2.2. Dental caries and socio-demographic and behavioural determinants

Oral health promotion has been defined by WHO as “any planned effort to build healthy
public policies, create supportive environments, strengthen community action, develop
personal skills or reorient health services in the pursuit of oral health goals” (WHO 2010).
Obviously, a number of factors at various levels must interlink and complement each other to
understand and facilitate this task. Research plays a role in recognizing the influence of
different factors on oral health and disclosing determinants of bad or good oral health.
Traditionally, biological and dietary factors have been considered as the major determinants
of dental caries in a bio-medical context (Gustafsson et al. 1954; Keyes and Fitzgerald 1962).
Gradually, a broader framework has emerged, emphasising the additional importance of
socio-economic, constitutional, behavioural and attitude-related factors including oral hygiene
and inappropriate eating habits (van Loveren and Duggal 2004). Previous research has
demonstrated that besides ethnicity (Bedi 1995), the child’s sex and the parents’ educational

level (Verrips et al. 1993; Tagliaferro et al. 2008), place of origin and non-western parents
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(Wigen et al. 2010; Christensen et al. 2010) seem to be associated with the prevalence of
dental caries. A similar influence from social factors has been documented in many countries
(Sundby and Petersen 2003; Locker and Gibson 2006; Wigen and Wang 2010). The reasons
for disparities in oral health are complex and manifold and in many instances, socioeconomic
factors play a decisive role (Taani 2002; Hamasha et al. 2006). Earlier studies have
documented that for people living in developing or transitional countries, the oral health
situation is severe (Kuzmina et al. 2009) with a high prevalence of dental caries that has

significant impacts on the general population’s health and level of well-being (Brennan et al.
2006).

1.2.3. Oral health and quality of life

Oral diseases are progressive and cumulative and if untreated become more complex over
time (Locker and Gibson 2006, Jones et al. 2006). They can affect one’s ability to eat, the
type of food chosen, appearance and communication (Llewellyn and Warnakulasuriya 2003).
This burden of disease restricts children’s activities at school and at home and often
significantly compromises their quality of life. Previous studies have demonstrated the
relationship between a child’s oral health and perceived quality of life, presenting data on the
consequences of poor oral health and altered appearance on speech, eating and other functions
(Humphris et al. 2005). Among other impacts of oral conditions on child’s social function are
limitations in verbal and nonverbal communication and quality of social interaction (Nuttall et
al. 2006). Children with facial disfigurement due to craniofacial diseases and conditions and
their treatments can experience lowered self-image and self-esteem, anxiety and social
stigma. These factors in turn may limit educational opportunities and affect social relations
(Carson and Freeman 2001; Finlayson et al. 2005). Reduced oral health-related quality of life
is also found to be associated with poor clinical status and reduced access to care (Jokovic et
al. 2005; Nuttall et al. 2006). Those who suffer from inferior oral health are found among the
poor of all ages, leaving poor children particularly vulnerable (Mullally 2002), especially in
developing countries (Obraztsov 2006; Antunes et al. 2006). Also, children who are medically
compromised or who have disabilities are at greater risk of oral diseases, which in turn further
jeopardizes their health (Hallberg et al. 2004; Slayton 2005). Other studies (Almas et al. 2003,
Gherunpong et al. 2004) have established that such aspects as bad breath and bleeding gums
interfere with students' perceptions of health and well-being. Research suggested that age

(Kruger et al. 2005), social class (Dugmore and Rock 2005; Hamasha et al. 2006; Maes et al.
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2006) and clinical status (Borutta et al. 2006) may be important variables in understanding the
individual’s perceptions of oral health status.

Previous studies have noted that, for people living in developing or transitioning
countries, the oral health situation is severe (Taani 2002; Hamasha et al. 2006). In some
communities, up to 86% of children at the age of six years have dental caries (Petersen and
Esheng 1998), a figure that is often reflected in the broader population and it has an impact on
the general population’s health and level of well-being (Brennan et al. 2006). Among other
major sources of decreased quality of life is oral-facial pain as a symptom of untreated dental
and oral problems, which may be associated with sleep problems, depression and other
adverse psychosocial outcomes (Nuttall et al. 2006). Cultural values also influence oral health
and well-being and can play an important role in utilisation of health care practices and in
perpetuating acceptable oral health and good quality of life (Skeie et al. 2006).

Assuming that both individual, cultural and socio-economic factors as well as the oral
health care system may explain differences in oral health, perception of oral health and oral
health-related quality of life, we considered it of interest to evaluate the child’s oral health and
to study the child’s perceived oral health-related quality of life in a cross-cultural context, i.e.
in the Russian and Norwegian parts of the Barents region. Results might be of relevance both
for detecting individuals at risk of oral diseases and for planning appropriate preventive

strategies and improving dental care.

2. AIMS OF THE STUDY

2.1. Purpose of the study and research questions

The study aimed to assess oral health in 12-year-old children, representing two areas in
the Barents Region: Arkhangelsk in North-West Russia and Tromsg in Northern Norway. The
study specifically focused on studying dental caries prevalence, oral hygiene and self-assessed
aesthetic appearance. Attention was placed on exploring the association between oral health
problems and their possible determinants explaining variation in oral health. The relationships
between oral health and self-perceived oral health-related quality of life were explicitly
investigated in an attempt to assess the determinants of quality of life among children. The
study also aimed to investigate the organisation and delivery of oral health services in all the

countries of the Barents regions and differences between them.
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2.1.1. Research questions
PAPER 1. Oral health and quality of life in Norwegian and Russian schoolchildren: a
pilot study

The study aimed to investigate the oral health status and to assess the association between
oral health and selected determinants in a limited sample of 12-year olds and their parents in
Northern Norway and North-West Russia. Furthermore, the study aimed to assess possible
relationships between dental caries and oral health-related quality of life. This pilot study also
aimed to test the feasibility of methods and to generate hypotheses concerning oral health

conditions to be tested in a more comprehensive oral health survey (Paper II and III).

PAPER II. Caries prevalence and determinants among 12-year-olds in North-West
Russia and Northern Norway

The study focused on a more extensive sample of 12-year old children and their parents
representing two areas in the Barents region assessing oral health and its relationship with oral
health-related factors preliminary tested in the pilot study (Paper I). The study aimed
particularly to explore the association between dental caries and possible determinants
including biological, behavioural and socio-economic variables that might explain variations

in oral health.

PAPER III. Oral health-related quality of life among 12-year olds in Northern Norway
and North-West Russia

The study aimed to evaluate the self-perceived oral health-related quality of life in 12-
year olds from two selected cities in the Barents region, Tromsg in Norway and Arkhangelsk
in Russia. Results from the pilot study (Paper I) found an overall higher frequency of
dissatisfaction related to standard of living and oral heath related quality of life-aspects in
general among the Russian compared with the Norwegian participants. It was therefore
considered of interest to study whether oral health had an independent effect on self-perceived
oral health-related quality of life in the Barents Region or whether it is influenced mainly by

socio-demographic and behavioural factors.
PAPER 1IV. Oral health care and dental treatmentneeds in the Barents region

This exploratory investigation focused on information available from regional reports,

local dental administrators and chief dentists from the Barents region aiming to assess how
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oral health care delivery was organised. The aim was to determine to what extent the care
provision systems differed in the Barents region. In particular, the study investigated the use
of dental services in relation to dental treatment needs and the role played by the public and

private sectors.

3. MATERIALS AND METHODS

3.1. Selection of the study samples
PAPER 1, the pilot study

Material for the pilot study (Paper I) was collected in 2009 in Severodvinsk (201,550
inhabitants), which is a neighbour town to Arkhangelsk (Russia) and in Tromsp (Norway).
Two schools in Severodvinsk, representing the North-West Russian region and two schools
from Tromsg area, representing the Northern Norwegian region, were selected using a
stratified cluster sampling procedure. Two classes from each school were invited and subjects
with written consent from their parents were included in the study. The sample size was 48
children from Russia (N=70, 70% attendance rate) and 36 from Norway (N=78, 46%

attendance rate) and their parents/caregivers.

PAPER II and III, the main study

The main part of the study was carried out in two cities in the Barents region, Tromsg,
Northern Norway and Arkhangelsk in North-West Russia. Data collection was performed in
2009-2010. The population in Tromsg was 65,000 inhabitants including 815 12-year olds in
2009. In Arkhangelsk, which is the capital city of the Arkhangelsk region, the number of
inhabitants was 356,000 and the number of 12-year olds estimated at approximately 5,000.

When planning the sample collection in the main study, power calculation was performed
originally based on the detected caries prevalence of 84% in Arkhangelsk (Kuzmina et al.
2009) and 47.5% in Tromsg (Den offentlige tannhelsetjeneste, 2009) with 90% power
(B=0.10) and precision of 0.05 (0=0.05) yielding a sample size of approximately 300 from
Arkhangelsk and 50 from Tromsg. In order to allow for multivariate analyses, unknown
variations in quality of life and an expectedly higher number of non-attenders in Tromsg than
in Arkhangelsk (Koposova et al. 2010), the final samples were 590 Russian and 264

Norwegian 12-year olds.
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Sampling was performed according to a stratified one-stage cluster design. Children were
selected from 15 of a total of 56 schools in Arkhangelsk and 7 schools of a total of 20 in
Tromsg, proportionally presenting different districts of both cities. The first level of sampling
occurred with the school class as the primary sampling unit. Subsequently, all pupils in the
appropriate age group were included in the study. This procedure was chosen in order to
secure representativeness because a random sampling of 12-year olds in the Arkhangelsk
region was considered difficult due to lack of updated local statistics (Widstrom et al. 2010).
Because only subjects who had written consent from their parents were included in the study,
the final sample consisted of 514 12-year olds from Russia (87% attendance rate) and 124
subjects from Norway (47% attendance rate). Most responding parents were mothers, 90% in

Arkhangelsk and 86% in Tromsg.

PAPER IV

Information on the provision of oral health care in the Barents region was collected from
national reports and, when needed, based on information provided by national and local
administrators and experts. Performance of the care provision systems was evaluated using a
comparative case study method and cross-case analyses to identify generalizable features in
accessibility and use of dental services and treatment needs between countries and within
countries, contrasting the Barents region with the rest of the country. Access was used as a
broad concept and measured as service availability, numbers of dental personnel, placement
of dental schools, financing of the services and reimbursement of patient costs. Data on oral
health were used to indicate treatment needs rather than outcomes of care. Information on
various aspects of access to and use of dental services (e.g. having visited a dentist,
stomatologist, dental doctor or dental hygienist during a year) and on oral health (mean
DMEFT values and proportions of caries free 12-year olds and edentulous adults) was collected
predominantly from national statistics, government reports and national publications. This
was supplemented by requests sent to local chief dental managers in the Barents provinces or
territories by e-mail, regular mail or telephone during autumn 2009 and spring 2010. National
data were validated by cross checking with older data or other available national reports and
also by contacting authorities, university teachers and professional organizations by phone

calls and e-mails to resolve ambiguous information.
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3.2. Methods (PAPERS I, IL, III and IV)

To fulfil the aims of the study, the work included clinical examination (children), use
of self-reports (children and parents) and review of national statistics, governmental reports
and scientific reports as data sources for description and performance of oral health care

provision systems in the Barents countries.

3.2.1. Clinical assessment (PAPERS I, II and III)

Caries was assessed using the DMFT/S index system according to the criteria of the
World Health Organisation (WHO 1997) (clinical form Appendix 1). Caries registration was
conducted with the surface as the unit of measurement. Two trained and calibrated examiners
examined the children in the classroom or nurse's office of the schools by using a sterile
disposable instrument kit (mouth mirror and probe) and gloves under optimal artificial light.
The usual infection-control protocols were followed. Dental caries was diagnosed at caries
into dentine (D3) threshold, using a visual method without radiography or compressed air.
Surfaces were given a code according to status: decayed (D), missing (M) and filled (F), then
the DMFTY/S indexes were calculated. The data were registered on individual charts.

Inter-examiner reproducibility was tested and the kappa value found to be 0.85. Intra-
examiner reproducibility tests were not performed due to restrictions expressed by the
Regional Ethical Committee in Tromsg.

Oral hygiene was assessed using the Simplified Oral Hygiene Index (OHI-S) (Greene and
Vermillion 1964) for categorising children into three levels of oral hygiene (poor, moderate
and good). The six surfaces examined for the OHI-S are selected from four posterior and two
anterior teeth. The OHI-S comprised the Debris Index and the Calculus Index. Each of these
indices, in turn, is based on numerical determinations representing the amount of debris or
calculus found on the preselected tooth surfaces. The following criteria are used for
classifying calculus: 0 - no calculus present; 1 - supragingival calculus covering not more than
one third of the exposed tooth surface; 2 - supragingival calculus covering more than 1/3 but
not more than 2/3 of the exposed tooth surface or the presence of individual spots of
subgingival calculus around the cervical portion of the tooth or both, and 3 - supragingival
calculus covering more than 2/3 of the exposed tooth surface or a continuous heavy band of
subgingival calculus around the cervical portion of the tooth or both. The criteria for
classifying debris are: O - no debris or stain present; 1 - soft debris covering not more than one
third of the tooth surface, or presence of extrinsic stains without other debris regardless of

surface area covered; 2 - soft debris covering more than one third, but not more than two
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thirds, of the exposed tooth surface; and 3 - soft debris covering more than two thirds of the
exposed tooth surface. After the scores for debris and calculus are recorded, the index values
are calculated. The average individual debris and calculus scores are combined to obtain the
Simplified Oral Hygiene Index (clinical form Appendix 1).

Aesthetic appearance was assessed using the Index of Orthodontic Treatment Need
(IOTN) - a clinical ranking of malocclusion in terms of self-perceived aesthetic impairment
(Brook & Shaw 1989) which consist of a scale of ten colour photographs showing different
levels of dental attractiveness. Grade 1 represent the most and grade 10 the least attractive
arrangements of teeth. The score reflects the aesthetic impairment (clinical form Appendix 1

and 2).

3.2.2. Self-reports

Socio-demographic and behavioural variables related to oral health conditions were
collected both from parents and children using questionnaires developed for the purpose. The
questionnaires were constructed primarily based on similar forms used in the Oslo-
investigations (Skudutyte-Rysstad et al. 2009) (parents) and World Health Survey (children)
(Ramm, Wedde and Bavre 2003) and adapted to local conditions. The questionnaires were
tested in the pilot study (Paper I) and applied with slight adjustments in the main studies
(Papers II and III).

A questionnaire completed by the parents included information on socio-economic status,
parents’ oral health and health behaviours, evaluation of the child’s oral health and attitudes
to oral health (self-report form Appendix 3). For the purpose of statistical analysis, the
parents’ variables were dichotomised in the following way:

e Parents’ education was assessed by asking parents about the highest level of
education obtained with answers dichotomized on low (less than 12 years) and
high (12 years or more).

o Parents’ oral health and oral health behaviours were recorded by including
questions on oral health conditions dichotomized as good/very good and
moderate/bad/very bad; dental attendance was categorised as regular (once a year)
or irregular (less than once a year) visits; other parameters were oral health
problems in the last 2 years (yes or no), adequate help obtained during last visit to
the dentist (yes or no), number of own teeth present (fewer than 25 teeth or 25
teeth or more) and kind of treatment obtained at last visit to the dentist (filling or

no filling).
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Parents’ evaluation of child’s oral health was recorded by including information
on parents’ dichotomous ranking of their child’s oral health (good/very good or
poor) and parent’s satisfaction with oral care provided by the school dental service
(dissatisfied or satisfied).

Parents’ attitudes to oral health included questions on control over their child’s
eating habits (yes or no), control over their child’s tooth brushing (yes or no) and

the child’s sweets consumption (money spent on sweets).

The questionnaire completed by the children included information on socio-economic

status, child’s oral health, health behaviours and attitudes (self-report form Appendix 4). For

the purpose of the statistical analysis, the child’s variables were dichotomized in the following

way:

Child’s evaluation of family economy as indicator of socio-economic status
assessing family’s finances (below average or average/good) and family situation
(living with both parents/caregivers or with one parent/caregiver).

Child’s oral health and oral health behaviours, in addition to clinical assessment
recorded by self-reports and including information on the child’s general health
(moderate/bad or good/very good); dental health (bad or good), frequency of tooth
brushing (once a day or less or more than once a day), dental attendance (one year
and more than one year ago), fear associated with a dental visit (nervous/afraid or
relaxed) and whether a filling was obtained at the last visit to the dentist (yes or
no).

Child’s attitudes to oral health were recorded according to the child’s eating habits
(regular or irregular), money spent on sweets (four Euro or less per week or more
than four Euro per week), weight status (over/underweight or normal), leisure
activities such as sports (regular or irregular) and time spent on the computer and

watching television (less than two and two or more hours daily).

Oral health-related quality of life was assessed by the Child Oral Health Quality of Life
Questionnaire (COHQOL) (Jokovic et al. 2004), which consists of a Child Perceptions

Questionnaire (CPQ11-14) and Parental/Caregiver Perceptions Questionnaire. Both are

designed to measure OHRQoL among children aged between 11 and 14 years. The CPQ11-14

includes the four domain subscales of oral symptoms (6 items; e.g., pain), functional

limitations (9 items; e.g., difficulty eating), emotional well-being (8 items; e.g., avoiding
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smiling or laughing among other children), and social well-being (12 items; e.g., being asked
questions by other children about his/her mouth). Average scores on the questions listed under
each domain were used as composite scores for the different domains. The internal
consistency coefficients (Cronbach’s o) were 0.61 for oral symptoms, 0.67 for functional
limitations, 0.88 for emotional well-being and 0.83 for social well-being (self-report form
Appendix 5).

Information on oral health care delivery in the studied regions was collected by use of
self-reports distributed among the regional chief dentists (Paper IV). If it was not possible to
obtain a self-report, a telephone interview was conducted. The interview followed a structured
form, but the subjects could also add their comments freely during the interview; the
discussion was recorded on a form. Chief dentists were interviewed about performance of the
care provision systems, use of dental services in relation to dental treatment needs, role of
public and private sectors in delivery of oral health care, numbers of dentists, hygienists and
technicians in the region and the proportion of dentists (self-report form Appendix 6).

Translations of the self-report forms followed established guidelines including appropri-
ate use of independent back-translations (Sartorius and Kuyken 1994). The questionnaires
were translated from English into both Norwegian and Russian by two independent
interpreters. Finally, another independent interpreter made back translations, which were
further compared with the originals and inconsistencies were analysed and corrected. The
questionnaires were validated during the pre-study calibration session at a public dental clinic

in Tromsg (Koposova et al. 2010).
3.3. Statistical analyses
Data were analysed using the Statistical Package for Social Sciences (SPSS, version

19.0) and the statistical methods are summarised and presented in Table 5.

Table 5. Statistical methods used in Papers I-III.

Paper I Paper 11 Paper III
Students t-test + + +
Chi square statistics + + +
Intra-class correlation +
Cohen’s +
Kappa + +
Cronbach’s o +
Binary - multiple logistic regression + +
Multiple regression +
One-way ANOVA + +
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The “Materials and Methods” part is summarised and presented in Table 6.

Table 6. Short description of the focus and design in the Papers I-IV.

Paper | Focus Sample description
I Oral health and associated factors N =70 (Russia)
Parents’ (self-reported) and child’s (self-reported and [ N = 78 (Norway)
clinical) oral health status Attendance rate 70% and 46%
Determinants of dental caries and oral health related | respectively
quality of life Stratified cluster sampling
procedure
II Oral health and associated factors N =590 (Russia)
Parents’ (self-reported) and child’s (self-reported and | N = 264 (Norway)
clinical) oral health status Attendance rate 87% and 47%
Predictive power of models for dental caries by | respectively
children and parental oral health related determinants | Stratified cluster sampling
procedure (one-stage cluster
design)
I Oral health and associated factors N = 590 (Russia)
Predictive power of child’s and parents’ oral health | N =264 (Norway)
related determinants for oral health related quality of | Attendance rate 87% and 47%
life respectively
Stratified cluster sampling
procedure (one-stage cluster
design)
IV | Organisation of oral health care delivery Literature review of local and

Performance of the care provision systems

Use of dental services in relation to dental treatment
needs

Role of public and private sectors in delivery of oral
health care

national reports in Norway,
Sweden, Finland and Russia
Interviews/questionnaires with
chief dental officers

Cross-case analysis

3.4. Ethical aspects

The study was approved by the Ethical Committee of the Northern State Medical

University, Arkhangelsk, Russia and by the Regional Committee for Medical Research Ethics

of Northern Norway. Permissions were also given by the Regional Department of Education

in Arkhangelsk and the schools included in Russia and Norway. After a detailed description of

the study, all participants were informed about the voluntary and confidential nature of their

involvement with the study. Questions that arose during the study were answered in detail.

Written informed consent was obtained from each participant and the parents.
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4. RESULTS: PAPERS I-1V
4.1. PAPER L. Oral health and quality of life in Norwegian and Russian school children:
a pilot study

The mean DMFS-scores among the school children were found to be considerably higher
in the Russian than in the Norwegian sample, 5.9 (SD 5.1) versus 0.6 (SD 1.1) respectively.
Among the different components of the index system, the DS-part showed the largest
difference, 3.5 versus 0.1.

Background factors showing the strongest association with high DMFT values were
Russian origin, OR=15.2 (95% CI 5-45), irregular tooth brushing frequency, OR=2.6 (95% CI
0.9-7.0), deficient oral hygiene, OR=4.1 (95% CI 1.4-11.9), irregular use of fluoride mouth-
rinse, OR=0.2 (95% CI 0.1-0.5), and filling obtained during last dental visit OR=9.4 (95% CI
2.5-35). Parental factors showing the strongest association with their child’s DMFT score
were low level of education, OR=1.8 (95% CI 0.7-4.4), the parents’ own bad oral health,
OR=3.3 (95% CI 1.2-9.1), dissatisfaction with the dental service, OR=3.1 (95% CI 1.2-7.9)
and having had dental problems during the past two years, OR =4.0 (95% CI 1.2-13.3).

Regarding oral health-related quality of life, the Russian participants had worse results on
most items than their Norwegian counterparts. When comparing the perceived quality of life
among all participants, children with much dental caries showed significantly lower emotional
well-being.

Results of the multiple logistic regression analysis performed on the child’s variables
entered into the regression model showed that the strongest associations with child’s dental
caries level included country of origin (OR=7.5), fillings obtained during the last visit to a
dentist (OR=20.8) and irregular lunch eating (OR=0.1). The model passed the Pearson chi-
squared goodness of fit test (4 =40; p <0.001).

Country of origin (OR=4.2) and irregular breakfast eating (OR=7.6) were among the
strongest child variables associated with a child’s bad oral hygiene. The model passed the
Pearson chi-squared goodness of fit test (* =21; p <0.01).

Results of the multiple logistic regression analysis performed on parental variables
entered into the regression model showed that the strongest associations with the child’s
dental caries experience were related to low level of education (OR=4.1), parent’s description
of child’s oral health as bad (OR=8.5), dissatisfaction with the dental health services
(OR=6.95) and the parents’ last visit to a dentist more than one year ago (OR=0.1). The
model passed the Pearson chi-squared goodness of fit test (x* =53; p < 0.001).
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Parents’ bad oral health (OR=4.3) and no concern about child’s oral hygiene habits
(OR=0.3) were among the strongest parental variables associated with a child’s bad oral

hygiene. The model passed the Pearson chi-squared goodness of fit test ¢ =17; p <0.01).

4.2. PAPER II. Caries prevalence and determinants among 12-year-olds in North-West
Russia and Northern Norway

The mean DMFT/S scores among the children were higher for the Russian than the
Norwegian sample, DMFT 3.0 (SD 2.3) and DMFS 4.4 (SD 4.1) versus 1.2/1.5 (SD 1.7/2.1)
respectively. Considering the different components of the DMF index system, the DT and DS
parts showed the largest differences in absolute figures, DT 1.3 and DS 1.8 for the Russian-
versus 0.4 and 0.4 for the Norwegian participants (Table 7). Among the Norwegian
participants, 52% had no caries experience (DMFT = 0) while only 16% of the Russian

children were caries-free.

Table 7. Caries status at tooth- and surface level in 12-year olds from Tromsg, Norway

and Arkhangelsk, Russia.

Teeth Surfaces

DMEFT/S Norway Russia p-value Norway Russia p-value

Mean Mean Mean Mean

(SD) (SD) (SD) (SD)
Decayed 0.4 (0.8) 1.3 (1.6) <.001 0.4 (0.9) 1.8 (2.4) <.001
Missing 0.00 (0) 0.02 (0.1) n.s. 0.00 (0) 0.09 (0.1) n.s.
Filled 0.8 (1.4 1.7(.7) <.001 1.1(1.7) 2.6 (3.0) <.001
TOTAL 1.2 1.7 3.0(2.3) <.001 1.5@2.1 4.4 4.1) <.001

The Russian participants demonstrated higher frequencies of unfavourable scores for
most of the socio-demographical and behavioural items but no differences between the sexes
were detected. The largest differences were found for self-evaluated oral health and dental
fear (children) and parents’ evaluation of their child’s oral health and parents’ own oral health
and having had oral health problems. About 1/3 of the adults did not visit a dentist on a
regular basis with only minor difference between the Russian and Norwegian participants.
The proportion of parents who were dissatisfied with the school dental service was higher in
Russia (65%) than in Norway, but even among Norwegians one third were dissatisfied (Table

8 and 9).
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Table 8. Proportions of 12-year olds from Tromsg, Norway and Arkhangelsk, Russia

responding unfavourably on the studied determinants.

Variable Norway Russia Cohen’s h
(%) (%) ()

n=124 n=514

Family economy (below average) 20.2 25.0 0.11 (n.s.)

Family status (not living with both mother 32.3 41.5 0.19 (n.s.)

and father)

General health, self-evaluated 4.1 25.2 0.64 (<.001)

(moderate/bad)

Oral health, self-evaluated (bad) 9.2 12.7 0.10 (n.s.)

Tooth brushing frequency (< than once pr. 244 45.3 0.44 (<.001)

day)

Last dental attendance (more than one year 8.2 28.4 0.54 (<.001)

ago)

Dental fear (nervous, afraid) 14.2 51.7 0.83 (<.001)

Breakfast habits (irregular) 13.9 17.5 0.10 (n.s.)

Lunch habits (irregular) 35.5 21.6 0.31 (<.01)

Dinner habits (irregular) 9.8 14.3 0.14 (n.s.)

Money spent on sweets (>4 euro pr. week) 447 26.5 0.38 (<.001)

Sports activities (irregular/never) 10.7 27.6 0.44 (<.001)

Time spent on PC/TV (> than 2 hours pr. 30.3 38.3 0.17 (n.s.)

day)

Filling obtained at last visit to dentist (yes) 24.8 49.2 0.51 (<.001)

Weight status (over- or underweight) 21.8 439 0.48 (<.001)

Oral hygiene (OHI-S > 0.6) 17.2 29.1 0.28 (<.01)

28



Natalia A. Koposova Doctoral thesis

Table 9. Proportions of parent’s participants from Tromsg, Norway and Arkhangelsk, Russia

responding unfavourably on the studied determinants.

Variable Norway Russia Cohen’s h
(%) (%) (p)

n=124 n=514

Education (< 12 years) 31.0 41.8 0.23 (<.05)

Oral health, self-evaluated (moderate/bad) 19.8 70.7 1.08 (<.001)

Evaluation of child’s oral health 8.6 65.8 1.30 (<.001)

(moderate/bad)

Last dental visit (more than one year ago) 40.9 30.7 0.21 (n.s.)

Oral problems during the last two years (yes) 36.8 73.3 0.75 (<.00D)

Adequate help obtained during last visit to 6.0 38.3 0.84 (<.001)

dentist (no)

Satisfaction with school dental service 31.3 64.7 0.68 (<.001)

(dissatisfied)

Child’s eating habits (no control) 7.8 13.8 0.20 (n.s.)

Reminding child about oral hygiene (no) 45.2 37.5 0.16 (n.s.)

Number of teeth (< 25 teeth) 9.0 12.8 0.13 (n.s.)

It was also found that about one half of the child and parental independent variables
showed statistically significant associations with dental caries (p<0.05). Among child
variables with the strongest association with dental caries were country of origin (Russia),
closely followed by filling obtained at last dental visit, self-evaluated general health as bad,
dental fear when visiting the dentist, irregular lunch habits, irregular tooth brushing, own
evaluation of oral health as bad and higher oral hygiene index. However, gender, family
status, family economy judged by the children, money spent on sweets and weight status did
not show a statistically significant association with the DMFT-scores. Having Russia as
country of origin, evaluating own- and child’s oral health as bad, having oral health problems
in the past, being not satisfied with oral health care organised at school, having inadequate
help obtained during last visit to dentist and not reminding the child about oral hygiene were
the parents’ variables showing the strongest and statistically significant associations with
child’s dental caries. No significant associations were found between child’s dental caries and

parental variables related to education level, dental attendance, control over child eating
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habits, money spent on sweets, responsibility of society about child’s oral health and number

of own teeth (Tables 10 and 11).

Table 10. Distribution of caries experience and no caries in 12-year olds according to socio-

economic and clinical characteristics and association with selected child’s variables.

Variable DMFT =0 DMET > 0 DMET >0

n n(%) n (%) ¥ p OR 95%CI p
Country of origin
Russia 514 113 (22%) 401 (78%) 440 <.001 37 24-55 <.001
Norway (ref) 124 64 (52%) 60 (48%)
Gender
Boy 311 83 (27%) 228 (713%) 0.1 >.05 1.1 07-15 >.05
Girl (ref) 322 94 (29%) 228 (71%)
Family economy
Below average 156 39 (25%) 117 (75%) 0.3 >.05 12 07-1.7 >.05
Average/good (ref) 472 131 (28%) 341 (72%)
Family status
Not living with both 248 63 (25%) 185(75%) 0.7 >.05 1.2 08-1.7 >.05
mother and father
Mother and father (ref) 375 107 (28%) 268 (72%)
General health (self-
evaluated)
Moderate/bad 128 23 (18%) 105 (82%) 74 <01 20 12-32 <.01
Good/very good (ref) 486 146 (30%) 340 (70%)
Oral health (self-
evaluated)
Bad 52 7 (14%) 45(86%) 4.7 <.01 20 10-45 <.05
Good (ref) 388 107 (28%) 281 (72%)
Tooth brushing
frequency
< once daily 249 54 (17%) 195 (83%) 72 <.01 1.7 1.1-24 <.01
> once daily (ref) 365 115(31%) 250 (69%)
Fluoride rinse
Irregular/never 339 104 (31%) 235 (69%) 0.1 >.05 09 06-17 >.05
Regular (ref) 62 19(31%) 43 (69%)
Last dental
attendance
> one year ago 459 127 (28%) 332 (72%) 0.01 >.05 09 06-15 >.05
< one year ago (ref) 146 41 (28%) 105 (72%)
Dental fear
Nervous, afraid 266 57 (21%) 209 (719%) 9.4  <.001 1.8 12-26 <.01
Relaxed (ref) 330 108 (33%) 222 (67%)
Breakfast habits
Irregular 99 25(25%) 4(75%) 03 >.05 12 07-19 >.05
Regular (ref) 516 144 (28%) 372 (72%)
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Lunch habits
Irregular

Regular (ref)
Dinner habits
Irregular

Regular (ref)
Money spent on
sweets

> 4 euro/week

<4 euro/week (ref)
Sport activities
Irregular/never
Regular (ref)

Time spent on PC/TV
> 2 hours daily

< 2 hours daily (ref)
Filling obtained at
last visit to dentist
Yes

No (ref)

Weight status
Over- or underweight
Normal (ref)

Oral hygiene
OHI-S > 0.6

OHI-S <0.6 (ref)

148
459

79
532

184
419

145
459

220
385

264
333

251
369

158
437

53 (36%)
113 (25%)

21 27%)
146 (27%)

50 (27%)
117 (28%)

35 (24%)
132 (29%)

112 (29%)
55 (25%)

40 (9%)
124 (37%)

70 (28%)
100 (27%)

28 (18%)
111 (25%)

95 (64%)
346 (75%)

58 (73%)
386 (73%)

134 (73%)
302 (72%)

110 (76%)
327 (71%)

273 (71%)
16 (75%)

224 (91%)
209 (63%)

181 (72%)
269 (73%)

130 (82%)
326 (75%)

0.1

1.2

1.2

36.0

0.1

3.8

<.01

>.05

>.05

<.05

>.05

<.001

>.05

<05

0.6

1.1

1.1

1.3

12

34

0.9

1.6

04-09

06-138

07-15

0.8-19

08-138

22-50

07-14

1.0-25

<.01

>.05

>.05

>.05

>.05

<.001

>.05

<.05

Table 11. Distribution of caries experience and no caries experience in 12-year olds

according to socioeconomic and clinical characteristics and association with selected parental

variables.
Variable DMFT =0 DMEFT >0 DMFT >0
n  n(%) n (%) a p OR 95%CI p

Country of origin
Russia 514 113 (22%) 401 (78%) 440 <001 37 24-55 <.001
Norway (ref) 124 64 (52%) 60 (48%)
Education
<12 years 252 7 (26%) 20 (714%) 2.6 >.05 14 09-19 >.05
>12 years (ref) 380 116 (31%) 264 (69%)

Oral health (self-

evaluated)
Moderate/bad 389 90 (23%) 299 (77%) 12.0 <.001 1.8 13-26 <.001
Good/very good (ref) 244 87 (36%) 157 (64%)
Evaluation of child’s

oral health
Poor 351 69 (20%) 292 (80%) 28.0 <.001 26 18-37 <.001
Good, very good (ref) 282 109 (39%) 173 (61%)
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Last dental
attendance

More than one year
ago

Less than one year
ago (ref)

Oral problems last 2
years

Yes

No (ref)

Adequate help
obtained during last
visit to dentist

No

Yes (ref)
Satisfaction with
school dental service
Dissatisfied

Satisfied (ref)
Child’s eating habits
No control

Control (ref)

Money regularly
spent on sweets

Yes

No (ref)

Reminding child
about oral hygiene
No

Yes (ref)

Society is
responsible for
child’s oral health
No

Yes (ref)

Number of teeth

< 25 teeth

> 25 teeth (ref)

242

380

403
204

203
421

366
258

79
546

261
362

243
383

26
571

69
506

67 (28%)

104 (27%)

86 (21%)
81 (40%)

40 (20%)
132 (31%)

84 (23%)
90 (35%)

24 (30%)
149 (27%)

68 (26%)
109 (30%)

79 (33%)
97 (25%)

9 (35%)
155 (27%)

21 (30%)
141 (28%)

175 (72%)

276 (73%)

317 (79%)
123 (60%)

163 (80%)
289 (69%)

282 (17%)
168 (65%)

55 (70%)
397 (73%)

193 (74%)
253 (70%)

164 (67%)
286 (75%)

17 (65%)
416 (73%)

48 (70%)
365 (72%)

0.1

23.0

9.0

10.7

0.3

1.2

38

0.7

0.2

>.05

<.001

<.001

<.001

>.05

>.05

<.05

>.05

>.05

0.9

24

1.9

1.8

0.9

1.2

0.7

0.7

0.8

07-14

1.7-35

12-2.8

1.3-2.6

05-15

09-17

05-1.0

03-16

04-15

>.05

<.001

<.01

<.001

>.05

>.05

<.05

>.05

>.05

Multiple logistic regression analysis with child’s variables entered into the regression

model showed that the following variables had the strongest association with child’s dental

caries status: Russia as country of origin (OR=3.8) and filling obtained during last visit to

dentist (OR=5.0). The model passed the Pearson chi-squared goodness of fit test (x2 = 87,

p<0.001) (Table 12).
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Table 12. The multiple logistic regression analysis implemented with the child’s variables as

independent variables and dental caries as dependent variable.

Variable DMFT >0

OR 95% CI1 p
Country of origin (Russia) 3.8 2.1-6.8 <0.001
General health, self-evaluated (moderate/bad) 0.9 04-1.9 n.s.
Oral health, self-evaluated (bad) 1.7 0.6-4.7 n.s.
Tooth brushing frequency (less than once daily) 1.5 0.8-2.6 n.s.
Dental fear (fear, tension before visit) 09 0.5-1.8 n.s.
Lunch habits (irregular) 0.6 0.3-1.0 n.s.
Filling obtained at last visit to dentist (yes) 5.0 2.7-9.8 <0.001
Oral hygiene (OHI-S > 0.6) 14 0.8-2.6 n.s.

Nagelkerke R> = 0.29, y* = 29; df = 8; p <0.001.

The multiple logistic regression analysis implemented with parent’s variables entered into
the regression model showed that the strongest parental predictors of a child’s dental caries
status were country of origin (OR=2.4) and parent’s oral health problems during the past two
years (OR=1.8). The model passed the Pearson chi-squared goodness of fit test (x* =60;
p<0.001) (Table 13).

Table 13. The multiple logistic regression analysis implemented with parental variables as

independent variables and dental caries as dependent variable.

Variable DMET >0
OR 95% CI p

Country of origin (Russia) 24 14-4.1 <0.001
Oral health, self-evaluated (moderate/bad) 0.8 0.5-1.3 n.s.
Evaluation of child’s oral health (moderate/bad) 1.5 0.9-24 n.s.
Satisfaction with school dental service (dissatisfied) 1.1 0.7-1.6 n.s.
Oral problems last two years (yes) 1.8 1.1-2.8 <0.05
Help obtained during last visit to dentist (no) 1.2 0.8-1.9 n.s.

Nagelkerke R* = 0.14, i = 14; df = 8; p <0.001.
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4.3. PAPER IIlL. Oral health-related quality of life among 12-year olds in Northern
Norway and North-West Russia

A majority of the Russian 12-year old children were found to be less satisfied regarding
self-perceived oral health compared with the Norwegians. One half of the Norwegian
participants reported their self-perceived oral health to be excellent/very good, while only
12% of the Russian participants reported the same (p<0.001). The difference between the
groups regarding impact of oral health on own life was small and not statistically significant

(p>0.05) (Figure 6).

Figure 6. Estimated impact of self-perceived oral health on oral health-related quality of life

among 12-year-old Norwegian and Russian children.

MW Tromso

@ Arkhangelsk

Not at all Very little Some Marked Very much

Ranking of self-evaluated aesthetic dental appearance showed only minor differences
between the Russian and Norwegian participants, and 79% of the participants indicated either
ideal alignment or only minor deviations (IOTN-scale 1-3) with no difference between the
two groups.

When investigating oral health-related quality of life in detail, based on the CPQi-14-
index, where the higher scores are for inferior OHRQoL, the Russian 12-year olds scored

significantly higher on all of the CPQ11-14 domains except for oral symptoms (Table 14).
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Table 14. Descriptive statistics for oral health-related quality of life (CPQi1-14 domains) and
DMFT/S scores among 12-year olds from Tromsg (Norway) (n=124) and Arkhangelsk
(Russia) (n=514).

Tromsg Arkhangelsk

Caries scores Mean Min. Max. | Mean Min. Max. | p-value

(sd) score score | (sd) score score
DMFT 1.2(1.7) 0 9 3.0(2.3) 0 14 < 0.001
DMES 1.5@2.1) 0 9 4.4 (4.1) 0 28 < 0.001
CPQii-14domains
Oral symptoms 4827 0 14 46129 0 18 n.s.
Functional limitations 1.6(2.1) 0 9 4637 O 20 < 0.001
Disturbed emotional well- 1.8 (3.1) 0 15 5.1(4.9) 0 23 < 0.001
being
Disturbed social well-being 2.1(2.5) 0 17 5.4 (6.1) 0 32 < 0.001
Overall CPQ score 9.9 (6.9) 0 34 195(14) 0O 85 < 0.001

Higher CPQ11-14 scores indicate inferior condition.

In addition, the Russian subjects had higher scores on most of the items included in
CPQu1-14 questionnaire, especially in the domains of functional limitation, disturbed emotional
well-being and social well-being, compared with the Norwegians.

Differences were also established on all of the oral health-related quality of life domains
except for oral symptoms, when comparing subjects with DMFT=0 and DMFT>0. The IOTN
score was found to be positively correlated with reduced emotional (p < 0.01) and social well-
being (p < 0.01) and with total CPQi11-14score (p < 0.01). These three OHRQoL domains were
also found to be positively correlated with the DMFT index at a statistically significant level
(p <0.05).

The multiple regression analysis with background factors entered at first step and
controlling for their relationship with the CPQii-14 scores, showed that country of origin,
aesthetic appearance, parent’s educational level and family economy yielded a statistically
significant correlation with self-perceived oral health-related quality of life (R? = 0.14, F =
13.31, p <0.001). After the DMFT index was entered into the model (second step), the B
coefficients for the control variables changed slightly, while the R? remained unchanged at

0.14.
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4.4. PAPER IV. Oral health care and dental treatment needs in the Barents region

A general finding was that oral health in Russia was found to be poorer, access to care
more difficult and use of services lower, mainly because of a lack of resources. National mean
values of caries-free 12-year olds and mean DMFT-indices showed considerably better oral
health in the Nordic countries than in Russia (Table 15). Children in the north of Norway had
more caries experience than the children in other parts of the country. In Russia, children had

clearly more caries in the Barents region than in the Federation on average.

Table 15. Dental health in 12-year olds in the Barents region in 2010.

12-year olds | 12-year olds Edentulous
DMFT-index | Caries-free adults
Country County or territory Mean %0 Year % Year
Norway Nordland county 1.5 45 2008 No data
Troms county 1.7 42 2008 No data
Finnmark county 2.1 34 2008 No data
All Norway 14 48 2008 2 2009
Sweden Visterbotten county 0.8 62 2008 11 2002
Norrbotten county 0.9 61 2009 No data
All Sweden 0.9 61 2008 3 2005
Finland Lapland 0.7-2.6 45 2006 22 2000
Oulu 0.8-2.1 38 2006 22 2000
All Finland 1.2 43 2003 15 2000
Russia Murmansk oblast 3.0 26 2007 No data
Republic of Karelia 2.6 25 2007 12 2007
Arkhangelsk oblast 3.0 16 2007 31 2007
Republic of Komi 4.0 11 2007 15 2007
Nenets autonomic area 3.2 24 2007 50 2007
All Russia 2.5 27 2007 15 2007

Source: Widstrom et al. 2010.
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In addition, all North-West Russia has more inhabitants per dentist than Northern Norway
or the other countries in the Barents region (1.387 in Russia vs. 1.298 in Norway) which
makes it difficult to provide oral health care to all people in need of dental care (Table 1).

A common characteristic for both Norway and Russia was that oral health care provision
systems for children in Norway and Russia operate mainly via the public sector. The
Norwegian public dental service (PDS) offers free treatment for children up to 19 years while
the Russian PDS does so up to the age of 16 years.

In Norway, most of the dentists work in the private sector. A majority of the Russian
dentists are employed by the state but it is usual to combine work at state clinics with some
minor part of the work in the private sector. Private dentistry is most common in big cities
like Arkhangelsk and Tromsg, but most adults went to state clinics.

There were fewer dental specialists available in the northern parts of Norway and Russia
than in the southern and central parts of these countries. In Northern Norway, the number of
vacant positions for public dentists is higher (20%) than in central (11%) and southern
Norway (5%) (Helse- og omsorgdepartementet 2007).

The GNP used on health care in Norway was 8.9% and in Russia 3.7%. Of this amount,
the GNP used on dental care in Norway was 0.5% and in Russia, this proportion was
estimated to be much smaller. Of the total costs of dental care, the greatest part in Norway

was spent in the private sector (77%) in Norway and in Russia in the public sector (70%).

5. GENERAL DISCUSSION

In most industrialized countries children’s and adolescents” oral health has greatly
improved during the past decades. This is especially true in Western European countries
decades (Whelton 2004; Pitts et al. 2005). In Eastern Europe and in Russia the situation is not
so good (CECDO; Kuzmina et al. 2009). In circumstances where reforms are needed,
information on the oral health of local populations and its determinants and impact on

perceived quality of life are important for planning and health political decision-making.

5.1. Limitations of the study

The strength of the work is in providing comparative data on dental caries prevalence and
experience and on oral health related quality of life and associated factors among children
from selected areas in the Barents region. A cross-sectional design yields associations and the

possibility of disclosing causal relationships is limited. Sampling from only two urban areas,
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excluding other parts of Northern Norway and North-West Russia, limited the opportunities
for generalisation to the whole Barents area.

In addition, the samples should probably have been larger to improve validity.
Unfortunately, large clinical studies are very costly and, especially in Norway, lay peoples’
interest in participating in such studies is low. Furthermore, obtaining approval from Ethical
Committees in Norway and all the conditions they required made a clinical study extremely
complicated to perform. A pilot study was conducted to test the clinical methods under field
conditions and to refine and validate the questionnaires to be used in the bigger clinical study.
This also helped to formulate hypotheses for the latter.

Besides the use of traditional clinical assessments, the study relied on self-reported
measures. Although the use of self-reporting is believed to represent a reliable and valid
method of assessing oral health-related factors in childhood (Kamphaus and Frick 1996), we
cannot exclude the possibility of some bias.

Another limitation is related to psychometric characteristics of the instruments, with the
acceptable but relatively low internal consistency for some of the CPQii-14 scales that
warrants a cautious interpretation of our results. Although re-testing of the CPQ11-14 was not
undertaken in our study, high levels of reliability of this questionnaire have been reported
previously by Locker and Gibson (2006). This indicates that the questionnaire is reliable and
stable over short time periods. It should be acknowledged that a criticism of subjective
measures of wellbeing or quality of life (such as OHRQoL) is that people may adapt to their
conditions over time. Thus, they may respond with lower impact scores when a questionnaire
is re- administered again later (Kok et al. 2004).

Finally, it was shown that, although it was relatively easy to provide a general description
of the oral health care provision systems in use in the Barents area but not easy to find out
how the systems worked in real life as regards access to and utilisation of oral health care,
especially in some of the Russian territories. Interpreting and validating some of the data we
found proved to be difficult. For example, counting the numbers of stomatologists and dental
doctors in Russia was difficult because there may be some double registration of those
working both in the public and private sectors. There are so far no good systems for gathering
standardised data for oral health care provision in Europe, due to cultural differences and
different traditions. Thus rather crude indicators, such as workforce numbers, decentralisation
of dental schools, information on use of services and financing had to be used. We also found
that there was little information on the dental health of the adult populations. This ignorance

indicates that oral health care is not a high priority in health politics, although it concerns all
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citizens and is costly. For the study, we endeavoured to find the best available data, which
would collectively be sufficiently robust to identify the main features in the care provision

systems and to allow crude comparisons.

5.2. Methodological discussion related to some selected findings

The impact of many of the statistically significant variables selected from the bivariate
analyses became insignificant when controlling for co-variance with country of origin as the
most dominating variable. This is probably because many of the selected determinants are
strongly inter-related, an observation also reported from other oral health studies (Skudutyte-
Rysstad et al. 2009, Wigen and Wang 2010). Due to the dominating impact of country of
origin, multiple regression analyses were performed both on pooled samples and on the
Russian and Norwegian samples independently, excluding country of origin as a variable.
Only minor changes in the outcome were found. This supports the observation of no
significant interactions between country of origin and other independent variables. The
observed co-variance among the independent variables leading to a substantial reduction from
the bivariate to the multivariate analyses may indicate randomness in the association between

many of the independent variables and DMFT-scores.

5.2.1. Dental caries experience, oral hygiene and aesthetic appearance

Findings from the main study confirmed the previously observed trends in the pilot study
and in earlier Russian (Kuzmina et al. 2009) and Norwegian (Den offentligetannhelsetjeneste
2009) epidemiological studies regarding caries prevalence and caries experience among
children from Russia and Norway. The main finding was a substantial difference in DMFT
and DMES scores between the Russian and Norwegian children (Papers I and II).

The results from the main study also demonstrated that the caries prevalence among
Russian 12-year-olds is higher than for their Norwegian counterparts. Caries statistics from
Arkhangelsk (Kuzmina et al. 2009) and Tromsg (Den offentligetannhelsetjeneste 2009)
showed that 16% and 52% of the 12-year-olds were without caries experience (DMFT=0) in
2009. This is identical to the prevalence found in the present investigation, indicating no
selection bias.

The Russian participants also presented with inferior oral hygiene compared with the
Norwegian children. Distribution of OHI-S scores as a result of clinical assessment among
children from two countries showed that 54% of Russian children had bad oral hygiene

compared with only 20% of Norwegian children (Paper II). The role of poor oral hygiene
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leading to inferior oral health was also demonstrated in the pilot study (Paper I). In addition,
children with bad oral hygiene also had higher scores on scales in the oral health related
quality of life questionnaire; they perceived their quality of life to be worse than the children
with good oral hygiene (Paper I). Findings from both the pilot and the main studies indicated
that insufficient oral hygiene may put an individual at risk of reduced quality of life.
Self-evaluation of aesthetics of the child’s front teeth showed only minor differences
between the participants from the two countries in our study. In addition, aesthetics-correlated
significantly only with the emotional and social domains of the oral health-related quality of
life questionnaire and with the overall score, supporting the findings of Berg (2001) that

malocclusion interferes mainly with the person’s emotional and social well-being.

5.2.2. Associations between oral health and socio-behavioural determinants

In Papers I and II the country of origin appears as the overall strongest factor associated
with children’s bad oral health. This 1is reflected by the distribution of
favourable/unfavourable scores for the different independent variables found in the main
study, where the Russian participants demonstrated higher frequencies of unfavourable scores
for most of the items. Differences were established at statistically significant levels and were
combined with the high magnitude of differences in proportions established as a result of the
effect size calculation (Cohen’s h). In particular, life conditions were shown to be less
favourable in North-West Russia than in Northern Norway.

Tooth brushing habits were found to be less regular and dental fear more pronounced
among Russian than Norwegian children. Parent’s dissatisfaction with their child’s dental
health service was more pronounced in Russia, indicating inferior quality of this service.
Considerably fewer resources in the Russian oral health care provision system (Paper IV) may
be an explanation for the established differences in child’s and parents’ experiences of dental
care.

Surprisingly in the main study, neither parental education nor family situation were found
to be associated with children’s dental caries experience (Paper II). This is in contrast to other
studies and points to the role of the socio-economic determinants for child’s dental caries
(Campus et al. 2007; Vadiakas et al. 2011). It also seems that other variables like self-reported
oral health, health attitudes, oral hygiene, dietary and dental care habits were found (Papers 1
and II) to identify better children with dental caries compared with variables related to socio-

economic status. These results differ from previous studies where the dominant role of the
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socioeconomic factors was reported (Kiwanuka, Astrgm and Trovik 2004; Jerkovic et al.
2009; Wigen and Wang 2010).

Parental factors were also found to discriminate significantly between the groups of
children with and without dental caries experience. Variables related to oral health were found
to identify better children with and without dental caries than did the socioeconomic factors
(Papers I and II). When predicting the child’s dental caries, except for country of origin and
the variable of having received a filling during the last visit to the dentist, the parental
variable of oral health problems in the past was also found significantly to be associated with
child’s dental caries level.

The results are consistent with the study by Wigen et al. (2009) where the association
between parental factors and the child’s dental caries level were shown. The assessed
associations between dental caries and the child and parental factors showed a statistically
significant association between nationality and dental caries as the most pronounced variable.
Dental fear and parent’s bad oral health and negative oral health attitudes are factors found to
be statistically highly significantly associated with high DMFT-scores among children in the
present investigation. This supports findings from other oral health studies (Pine et al. 2004;
Wogelius and Poulsen 2005; Wigen et al. 2009). Many of the other associations presented as
results of the study were expected, considering existing knowledge of caries aetiology
(Fejerskov and Kidd 2008). It was unexpected to find that among the child variables, money
spent on sweets and physical activity and weight status did not show a statistically significant
association with DMFT scores. In addition, results from the pilot and main studies
demonstrated different roles of parental education regarding the child’s dental caries. In the
pilot study (Paper I), low parental education was found to differentiate significantly between
children with and without dental caries. This was not confirmed in the main study (Paper II).
Results do not conform with the findings of Salina and Naing (2007) and Christensen et al.

(2010) and have thus to be interpreted with caution.

5.2.3. The relationships between oral health and perceived oral health related quality of
life and the role of socio-behavioural determinants

The prevalence of dental caries was found to be different between the Russian and
Norwegian participants, as documented in both the pilot and the main studies (Papers I and
II). According to the results of the main study (Paper II), no difference was found regarding
the impact of oral health self-perceived quality of life indicating that this dimension is relative

and not directly related to the oral health conditions per se.
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When investigating this result in more detail, it appeared that the Russian participants
scored higher on most of the domains included in the CPQ scores and that high scores were
related to high prevalence of dental caries. The findings concerning the established highest
differences regarding CPQi1-14 domains of disturbed emotional and social well-being probably
reflects the situation of children at the age of 12 years as being more vulnerable
psychologically than physically for different health conditions, due to different factors and
dental fear may be one of them (Luoto et al. 2009).

Previous studies have repeatedly shown that inferior OHRQoL is related to different
socio-behavioural conditions (Smith et al. 1999; Locker 2009). In our study, the frequency
distribution of scores on CPQii-14 domains showed that Russian 12-year olds are more
frequently functionally limited and emotionally and socially disturbed than the Norwegian
ones. Our findings probably reflect an overall lower quality of life in North-West Russia
compared with Northern Norway (Cuckerham 2007; Koposova et al. 2010), which correlates
with the prevalence of dental caries.

Another interesting finding in our study was that when analysing the impact of dental
caries on oral health-related quality of life in a multiple regression model, the impact
disappeared. This indicates that the bivariate associations found are mainly due to different
factors related primarily to socio-economical confounders like country of origin (Russia),
poor family economy and low level of parental education as the most important ones but also
to the clinical variable of dental appearance. Previous research has documented that socio-
economic status, including family economy (Mullally 2002; Antunes 2006) and dental
appearance (Feu 2010), are important for self-perceived oral health-related quality of life,
supporting our findings. It is possible that people living in areas where the oral health
conditions of all population groups are worse and where access to oral health care is more
difficult than in other parts of the country (Widstrom et al. 2001; Widstrom et al. 2010), may
get used to the prevailing circumstances and do not complain; they do not find the impact of
oral health status on their quality of life so important. Instead of studying oral health-related
quality of life as an isolated phenomenon, it could be interesting to measure the extent of the

dental component in comparison with general diseases and other domains influencing quality
of life.
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5.2.4. The organization of delivery of oral care and description of differences in oral
care provision

The study revealed common characteristics for Norway and Russia regarding the Public
Dental Services that provide oral health care for children and adolescents free of charge in
both countries. Moreover, the public sector was the main dental care provider for the child
population in all countries in the Barents region. Private dentists played a minor role in care
of children and adolescents, except for orthodontic care in Norway. Most adult dental care in
Norway provided by private practitioners and in Russia by salaried dentists working at state
clinics. Although dental care in Russia is meant to be part of the general health care system,
regional restrictions in the supply of dental services have limited access to dental care. In
Northern Norway, because of a long-standing shortage of dentists in the public dental service
and a lack of private practitioners, access to care was found to be poorer than in other parts of
the country.

Overall, there was a difference in the population-to-dentist ratios between the Nordic
countries and Russia. In the Nordic countries, numbers of dentists have long been high in
comparison with other EU member states (Widstrom and Eaton 2004). Economic differences
between Russia and the Nordic countries and the generally bad health situation in Russia
require more medical staff and higher financial investment in health care, certainly the most
important explanations for deficient dental services (Mashkina and Leppénen 2006; Duhaime
and Caron 2009; Shishkin and Vlasov 2009).

According to the information obtained and the analyses conducted, the health care system
in Russia was undergoing a major reform and there were plans to guarantee a national
minimum level of oral health care for the population throughout the Federation. It is planned
that the minimum level of care will include regular examinations, preventive and restorative
care and some orthodontic treatment for children. Based on the information obtained from the
local sources, no improvements have been achieved so far in this direction at the time of
writing. In the Russian Barents region, the dental treatment needs for children were found to
be much higher than in Norway. In previous times, an important role in prevention and
treatment of caries was played by the school dental services. The collapse of the school dental
care and preventive programs in the 1990s diminished the level of public awareness of self-
care in Russia and has resulted in the deterioration in the quality of dental care and dental

health among children (Leontyev 2005).
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5.3. Clinical implications

The study has contributed to a detailed description of caries prevalence and experience
among 12-year olds in two areas of the Barents region. The study showed that the prevalence
of dental caries was high, especially among the Russian 12-year olds. When more recent
national DMFT values in 12-year olds are compared between all Barents countries, it is
obvious but somewhat surprising that the Norwegian disease levels are higher than those in
Sweden and Finland. It was also obvious from our studies that the parents’ oral health and
oral health habits were not very good either in Russia or in Norway. These findings indicate
that not even wealth is a guarantee for good oral health, even though it should facilitate the
organisation of good health services. The results further indicated that socio-demographic and
behavioural variables explained most of the differences in oral health and oral health related
quality of life among the children from the two countries. Based on our data, we can conclude
that dental caries had a small but significant impact on self-perceived oral health related
quality of life.

The results have implications for politicians and health workers involved in planning
improvements in oral health conditions among children. The study indicates a need for more
dental personnel (but not necessarily dentists), particularly in North-West Russia, in order to
cover the needs for oral health promotion and treatment in this region. In a situation in which
a large segment of the Russian child population has no or limited access to preventive dental
services and care, and cannot obtain adequate dental service, it is important to establish and

implement oral health care that is accessible within the existing health care infrastructure.

6. CONCLUSIONS

In this study, child’s oral health and health behaviour mirrored the national and local
circumstances, economical situations and social and cultural values and traditions in the
countries. The Barents region and especially the North-Western part of it is still considered to
be one of the big hinterlands in Europe, offering its populations a harsh climate and tough
living conditions. Thus finding more untreated and treated caries and dental problems in
Arkhangelsk and Severodvinsk region than in the Tromsg region could be expected.
Furthermore, Norway is today one of the wealthiest countries in the world and Russia lies low
in the ranking of the level of human development and a comparison is therefore not entirely
fair.

Apart of this, the study indicated that there in both countries was a family-related pattern

in oral health; when children had caries or much treatment, their parents also had had trouble
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with their teeth and dental care. This is often forgotten when services are organised for
separate groups in a society.

When looking at all the countries in the Barents area, it was obvious that the wealthiest
country neither presented the best population oral health nor the best performing oral health
care provision system. Here Sweden, with a long tradition of highlighting the importance of
equal access to oral health care for all, has been more successful. This shows that not only the
existence of huge (enough) financial resources but also the political will and eagerness among
local actors to lead through improvements and put preventive efforts to place is crucial for
success.

As regards the input dental caries was found to have on 12-year olds perceived quality of
life, the study gave somewhat contradictory results. Probably, because few children had very
bad teeth (no one was edentulous or had prosthetics), it is likely that at this age other things
surpass dental problems. Children have adapted to the situation, as their parents have had to
adapt to a situation where dental care always had fewer resources and access to dental care
has been more difficult than in the more central parts of the countries in question.

Oral health care and prevention of dental diseases could be an important sector for future
co-operation inside the Barents Euro-Arctic Region. Oral diseases are known to be easy to

prevent but very expensive to treat in the long run.
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8. APPENDIX

. Appendix 1 — clinical form for caries, oral hygiene and aesthetic component of
need for orthodontic treatment assessment.
. Appendix 2 — clinical form for assessment the aesthetic component of need for

orthodontic treatment.

3. Appendix 3 — parent’s self-report.

. Appendix 4 - child’s self-report.

5. Appendix 5 — Child Perceptions Questionnaire (CPQ11-14) for assessing the oral

health-related quality.
. Appendix 6 — self-report for assessing the oral health care delivery, performance
of the care provision systems and use of dental services in relation to dental

treatment needs.
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Appendix 1 - clinical form for caries, oral hygiene and aestethic component of need for

orthodontic need assessment (English)

ORAL HEALTH ASSESSMENT FORM
Name

Date of birth Age in years
Sex M=1,F=2)

OHI-S (SIMPLIFIED)

Plague DI-S Calculus CI-S

DENTITION STATUS

Permanent teeth

17 16 15 14 13 12 11 21 22 23 24 25 26 27

NI\ /] $ /1 AN NN
/O\/O/OO O 10 O/O

N >< NS N N, N
O O$O OO

47 46 45 44 43 42 41 31 32 33 34 35 36 37
Temporary teeth

57 56 55 54 53 52 51 61 62 63 \64A 65 \66 67
N\ / S TN PN~
ol o e SO
\ ] N\~~~
A O$O >< CVAVLP

87 8 85 84 83 82 81 71 72 73 74 75 76 77

The aesthetic component of IOTN for dental cast use

Grade
Grades 1,2,3 and 4 No/slight need for treatment
Grades 5, 6 and 7 Moderate/borderline need for treatment
Grades 8, 9 and 10 Need for orthodontic treatment
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Appendix 2 - clinical form for assessment the aesthetic component of need for
orthodontic treatment (English)

THE AESTHETIC COMPONENT OF IOTN FOR DENTAL CAST USE

Grades 1,2,3, and 4 - No/slight nced for treatment .
Grades 5,6, and 7 - Modcrate/borderline need for treaument
Grades 8,9, and 10 - Need for orthodontic weatment

"Here is a set of photographs showing a range of dental attractiveness. Number 1 is the
most attractive and 10 the lcast attractive arrangements. Where would you put vour
teeth on this scale?” .
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Appendix 3 - parent’s self-report (Norwegian, Russian)

Navnet ditt
Alderen din

Navnet til barnet ditt

1. Din utdannelse er:
Ikke fullfgrt grunnskole Grunnskole Videregaende Hggskole/Universitet
skole
2. Hva tenker du om tannhelsen til barnet ditt?
Meget god God Verken god Ganske dérlig Veldig darlig
eller darlig
3. Er du forngyd hvordan tenner til barnet ditt ser ut?
Ja, meget Ja, stort sett Verken Ganske Meget
forngyd forngyd forngyd eller misforngyd misforngyd
misforngyd
4. Er du forngyd med skoletannpleie-ordningen?
Ja, meget Ja, stort sett Verken Ganske Meget
forngyd forngyd forngyd eller misforngyd misforngyd
misforngyd
Forslag for forbedring
5. Hvordan vurderer du egen tannhelse?
Meget god God Verken god Ganske dérlig Veldig dérlig
eller darlig
6. Har du hatt problemer med dine egne tenner?
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Smerter Ubehag Funksjonelle problemer Sosiale problemer

(vanskeligheter med & bite eller (fglt deg usikkert pé deg

tygge mat som epler, med & selv, sjenert eller flau, vert
uttale ord eller lage spesielle bekymret for at du ser ut
lyder, o.1.) verre enn andre)

7. Nér var du sist hos tannlege?
Under 1 &r siden ett &r siden to ar siden mer enn to &r siden
8. Siste gang du var pa tannklinikken, fikk du den behandlingen du mener du trengte?
Ja Nei, det var Tannlegen Tannlegen  Jeg hadde Nei, av
umulig & mente atdet  hadde dérlig  ikke nok andre
bestille time  var . tid til penger til & grunner
hos tannlege.  ungdvendig. behandling  betale for
behandling
0. Hvor mye betalt du ved siste tannlegebesgk?
10. | Hvor mange egne tenner har du?
11.  Hardu:
Fyllinger Kroner Bro(er) Implant(er) Avtakbare proteser
12.  Kontrollerer du tannpleievaner hos barnet ditt?
Ja, det gjgr jeg Nei
13.  Ved du hvor mye penger ditt barn bruker pa sgtsaker f. eks. sjokolade, sukkertgy,
godteri, kjeks kaker, is, osv per uke
50 NOK og 51-100 101-200 201-500 Mer enn 501
mindre NOK NOK NOK NOK
14. Minner du barnet ditt pa & pusse tennene?
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Aldri Sjelden Noen ganger Ofte Alltid

15. Hva slags behandling fikk du i det siste besgket hos tannlegen?

Akutt-behandling  Ekstraksjon =~ Undersgkelse Fylling Tannrensing Andre

16. Kan samfunnet bidra til at barns tannhelse blir bedre?
ja nei

Hvis ja, hvordan?

17. Kan foreldre bidra til 8 forebedre barns tannhelse?
ja nei

Hyvis ja, hvordan?

Nms POOUTEINA / OTBETCTBEHHOTO B3pOCJIOro

B03paCT POOUTEIA / OTBETCTBEHHOT'O B3pPOCJIOTO

Wms Bamero pebenka

L. Barme o6pa3opanue:
He3akoHueHHBIE O kiaccoB Cpennee Komnemx/
9 xnaccoB ofpa3oBanue YHuBepcUTET
2. Kax 651 Br1 oniennnu croMmaronorudeckoe 310poBse Baiero pebenka?
Ouenn Xopotee YMepeHHoe [Inoxoe OueHp
xopoliee IJI0XO0€
3. Hackonbko Bel ynoBieTBopeHs! cocTossHHeM 3y6oB y Baiero pebenxa?
Ouenn YMepeHHO B wem-to Hemmuoro CoBceM HeT
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4. Hackonpko Bel yIOBIETBOPEHBI CYIIECTRBYIOMIEH CHCTEMOMN OKa3aHHUs

CTOMAaTOJIOTHYEeCKOH ITOMOIIY [T AETEH IKOJIBHOIO BO3pacTa
Ouens YMepeHHo B yem-TO Hemmnoro CoBcem HeT

[NpennoxeHus Mo ynydmeHHIo

5. Kax 651 Be onenunu Batite coGCTBEHHOE CTOMATOIOTHYECKOE 30pOBhE?
Ouenb Xopoiuee YMepeHHOE [Inoxoe Ouenp
xopoliee IJ10X0€
6. ¥ Bac ecrts ceifuac unu y Bac 65u1i npo61eMebl, cBA3aHHBIE €O

CTOMATOJOIrH4€CKHM 3X0POBbLEM 34 IIOCIIEIHHUE 2 ropa?

bonb @OYHKUHOHAJILHBIE CoumanbHeie npobiemMbl Ipobnem He ObLIO.
uw/unn npo0bnembl (1yBCTBOBANIH CMYILLEHHE,
auckombopT (TpyaHoCTH C 3aCTEH4HBOCTb, OecrnokoiicTBo,
ynotpebieHneM YTO BBITJISAENH HE TaK XOPOLUO,
TBEPAOH MHLLH, Kak JpyrHe)

Hanpumep, 10JI0KH;
TPYAHOCTH C
MPOU3HOLIEHHEM

OTAENbHBIX CJIOB)

7. Koraa Bl nocemany Bpada-cToMaToiora B nocieaHuit pas?
Mesnee 1 rona 1 ron 2 roma 3 unu bonee et
Hazal Hazan Hazaz Hazajl
8. Bo BpeMs MOCIIETHETO TIOCEIEH s CTOMATONIOTHYeCKOH KITMHUKH, HOIYYHTH 14 Bel

BCe TO JieueHue, koTopoe Bam TpeboBanoch?

Ha Her, 65110 Bpau ¥ Bpaua Y MeHs He Her, no
HEBO3MOXHO OCYHUTAI He Ob110 6b1110 Ipyroi
IIOMAacTh K JedeHNe HE ~ BPEMEHH Ha  JOCTaTOYHO MIpUYHHE
Bpauy HYXHBIM JIeYCHHE IieHeT, YTOOk!
OILIATHTE
NeyeHue
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0. Cxoneko Bam IIPUIIIIOCH 3aIlJTaTUTE 3a JICYECHUE Y Bpa4ya-CTOMATOJIora BO BpEMA

Bamero nocneaHero nedenusn?

10. | Cxoneko y Bac cBoux cobcTBeHHBIX 3yO0OB?

11. VY Bacectn?

ITnoMOE! HcckycTBeHHEIE MocroBunHbIe MMnnanTaHTE Cnemurle

KOPOHKH IIPOTE3LI MMPOTE3RI

12.  Bel KoHTpONHpyeTe TO, 4TO ecT Bamn pebenok?

Ha, oueHs xopouo Her

13.  3naere nu Brl, ckonbko aeHer TpaTtuT Bain peGeHOK Ha MOKYIIKY ciaagocTeil, B

Henemo?

Menpmie yem 50  51-100 pybneit  101-200 pybneit  201-500 py6aeit Bonee 500
pyouneit py6neit

14. Bri HanoMuHaete Bamemy peGeHKY 0 TOM, 4TO HEOOXOAUMO YHCTHTE 3yOBbI?

Huxorna Penxo HWuorna Yacto Bcerna

15. Kakoro poda JIEUECHHUE Bu IIOJIYYHJIX BO BPEMsL Barero nocnegsero nocemeHus

Bpa‘-Ia-CTOMaTOJIOI‘a?

Jleuenue mno Ynanenne  O6cnenoBanue IlocTaHoBka CHsTthe Hpyroe
ocTpoit 6o1u 3yba TI0MOBI 3yOHBIX
OTJIOXEHUH
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16.  JlomxHO JH 0OIIECTBO YTO-TO A€NaTh JJIS TOTO, YTOOB! yIy4IIHTE
CTOMATOJIOTHYECKOE 30POBbE JCTEH?

Ha Her

Ecnu ga, To uto?

17.  JIOMXHBI JIH POJUTENH YTO-TO JeNaTh A TOro, YTOOH! yIydIIHTh

CTOMATOJIOTHUECKOE 3J0POBBE JIeTeil?
Ha Her

Ecnu ga, To yto?
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Appendix 4 - child’s self-report (Norwegian, Russian)

INSTRUKSJONER
Utfyllingen av skjemaet skal foretas ved at du setter et kryss X i den ’boksen” som
star for det svaret som passer, eller ved & skrive svar pa de angitte streker

T.0. GENERELL INFORMASJON

Skolens navn
Klassens navn (f. eks. 7A eller 7b)

Er du gutt eller jente (bruk kryss) L] Gutt [ ] Jente
Hvor gammel er du? ar

T.1. FAMILIE, LIVS VILKAR

1.1. | Mitt morsmal er:
(her kan du velge ett eller flere av tallene nedenfor)

Norsk Samisk Svensk Finsk Russisk Annet

L1 L2 L3 14 s e

1.2. Hvem som bor du sammen med na?
(Ta ikke med sgsken og halvsgsken)

Morog Bare Bare Omtrent like mye  Morel. far ogny Fosterforedre =~ Andre
far mor far hos mor og far ektefelle

(11 (12 3 [ 4 Ls L6 (17

1.3.. Hvor mange sgsken eller halvsgsken bor du sammen med? (sett bare ett kryss)

Jeg er eneste Jeg har bare et Jeghar to som  Jeg har tre som Flere enn3
barn i familie som bor bor sammen bor sammen
sammen med oss med 0ss
L L2 (13 (4 s

1.4. Mener du at familien din, sett i forhold til andre, har:
(sett bare ett kryss)
Darlig rad Middels rad God rad Svert god rad

[h 2 (3 (4

1.5. Er far og/eller mor i arbeid na?
(her kan du velge ett eller flere av tallene nedenfor)

Har arbeid utenfor Hjemme- Studerer
hjemme varende
Mor: mp mp mE
Far: (h mp 3

63




Natalia A. Koposova

Doctoral thesis

Hyvis foreldrene er i arbeid, hvilket yrke har de?
Far

(skriv kort hva han gjgr pa jobben)

Mor

(skriv kort hva hun gjgr p& jobben)

T.2. MAT, DRIKKE OG SPISEVANER

2.1. Hbvor ofte spiser du disse maltidene en vanlig uke?
Sett kryss (x) pa hver linje.

Sjelden/ 1-2 g 3-4g. 5-6g. Hver
aldri pr. uke pr. uke pr. uke dag
Frokost [ (2 3 4 s
Formiddags [ (12 3 (4 (s
mat
Middag (1 [l2 (3 p s
2.2. Hbva av fglgende du spiste og drakk i gar?
(putt et X i ruten som passer best for deg)
Frokost Formiddagsmat/ Middag
luns;j
Kaffe, te, kakao med sukker R (2 (3
Grgt og frokostblandinger 1 s e
Sgtsaker for eksempel 1 (s (3
sjokolade, sukkertgy, godteri,
kjekskaker, is osv.
Brus, juice, saft, coca-cola, (1 (2 (3
etc:
Andre med sukker: (1 mp) (3
2.3. Hbvor ofte du spiste og drag av fglgende i gar?
(putt et X i ruten som passer best for deg)
1 gang 2 ganger 3 ganger
Kaffe, te, kakao med sukker [ (2 3
Sgtsaker for eksempel 1 mp BE
sjokolade, sukkertgy, godteri,
kjekskaker, is osv.
1 L2 L3
Brus, juice, saft, coca-cola,
etc:
L1 [12 13
Andre med sukker:

64




Natalia A. Koposova Doctoral thesis

2.4. Vil dusi at det du spiste i gdr er typisk for ditt daglige kosthold?
(sett bare ett kryss)

Passer godt Passer middels Passer ikke noe Passer dérlig
serlig
[]1 []2 [13 [Ja

2.5. Hva synes du om vekta di?
(sett bare ett kryss)

Vektaer  Veier litt for mye  Veier alt for mye  Veier litt for Veier alt for lite
OK lite
L1 [12 13 14 s

2.6. Hvor mye penger bruker du i uka pa snop, snacks, cola/brus og gatekjskkenmat?
(sett bare ett kryss)

0-25 kr 26-50 kr 51-100 kr 101-150 kr 151-200 kr Over 200 kr
[11 [12 (I3 ! s L6
T.3. HELSE, TANNHELSE
3.1. Hvordan er generelt helsen din na?
(sett bare ett kryss)
Darlig Ikke helt god God Svert god
[ [12 3 g
3.2. Mener du at du har bedre eller darligere tenner enn andre ungdommer pa din
alder?
(sett bare ett kryss)
Bedre Som de fleste Darligere Vet ikke
Hp 12 (3 (a4
3.3. Hbvor ofte pusser du tennene dine?
(sett bare ett kryss)
Mer enn en gang En gang Annenhver dag Sjelden eller aldri
per dag per dag
(11 [12 13 e

3.4. Bruker du noen av fglgende hjelpemidler, og i tilfelle hvor ofte?
Sett kryss (x) pa hver linje.

Mer enn en En gang perdag  Noen ganger i Sjelden eller

gang pr dag uka aldri
Fluortannkrem 1 P (3 [a
Tanntrad h (2 (3 !
Fluor tabletter (1 2 [13 (4
Fluorskyllevaske [ mp) Wk []a
Tyggegummi [h (]2 3 4

uten sukker
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3.5. Nar var du sist hos tannlege/ i tannklinikk?
(sett bare ett kryss)

Under 1 ar siden 1-2 &r siden 2-5 ar siden Mer enn 5 ar siden
L1 (2 L3 L4
3.6. Ble det lagt fylling i det siste besgket hos tannlegen
(sett bare ett kryss)
Ja Nei
L1 L2

3.7. Hyva slags forebyggende behandling/informasjon fikk du pa tannklinikken?
(her kan du velge ett eller flere av tallene nedenfor)

Penslet Fissurforsegling Om Om Ble innkalt pa nytt til
med (Lakkering tennene) munnhygiene  kosthold tannlege for behandle
fluor tennene

01 02 03 4 a5

Andre (beskriv):

3.8. Dersom du skulle til tannlegen i morgen, hva ville du da fgle?
(sett bare ett kryss)

Avslappe Litt Anspent, Redd, Sé redd at jeg av og til begynner a svette
urolig nervgs engstelig eller nesten fgler meg syk
11 ]2 13 (14 BE

T.4. MOSJON OG FYSISK AKTIVITET

4.1. Utenom skoletid: Driver du vanligvis noen form for mosjon eller trening, for
eksempel jogger, gar lengre turer/skiturer, driver gymnastikk, danser, sykler,
svemmer, spiller fotball, tennis og lignende? (sett bare ett kryss)

Ja Nei
L1 L2
4.2. Utenom skoletid: Hvor ofte mosjonerer eller trener du vanligvis?
(sett bare ett kryss)
Sjelden enn en gang 1-2 3-4 5-7
per uke ganger per uke ganger per uke ganger per uke
[11 [12 13 a4

4.3. Utenom skoletid: Hvor mange timer pr. skoledag (mandag til fredag) sitter du i
gjennomsnitt foran TV, video og/eller spiller PS (spill og internett)?

Inntil 1-2 3-5 Mer enn 5
1 time timer timer timer
L1 L2 (13 [la
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I/IHCTp}’KI_II/II/I ITO 3aIl0JIHEHHIO: OTBE€YAasl Ha BOIIPOCH], CTABb KPECTHK B IIYCTOM KBaJpaTte,
KOTOpBIf;I CTOUT pAAOM C HanboJjiee MOIXOISAIINM J1J11 TeOS OTBETOM.

T.0. ObLLUAA UHDPOPMALIUA
Howmep kol
Knacc (Harpumep, 7a unu 76)

[] JeBouka

|| Manpuuk
JIET

TBoit mon (Mcnone3yit X
TBoit Bo3pacTt?

T.1. CEMbA, MPOUCXOXAEHUE, YCNOBUA XKU3HU

1.1. Moii poaHoii A3bIK
Hopsexckuii Caamckuii [ITBenckuit Ounckuit Pyccxkuit Hpyroe
B! [12 Bk (14 [s e
1.2. Bwmecre ¢ keM ThI cefiuac xxuBemib? (He cuuTasi 6paTbeB U cecTEP)
Mawma u Tonpko Tonreko [Ipumepno C mamoiiu IIpuemHrie Hpyroe
nana MaMma namna OJHAKOBOE €€ HOBBIM  POJUTENIH
BpeEMsi C MYKEM
MaMOMH 1 (unu ¢
namnom nanow u
€ro HOBOH
JKEHOIt)
L1 L2 L3 14 L5 L6 L7
1.3. Ckonbko y Tebst 6paTheB U cecTep?
A Y MeHs TOIBKO Y mens asoe VY Mmens tpoe boneme tpex
€OUHCTBEHHBIH  OOuH Opar wiu OpaTheB HUIH OpaTbeB UK
pebeHoK B cecTpa, cecrep, cecrep,
ceMbe XUBYIIIHE C WUBYIIUX C WUBYIIUX C
HaMH Hamu HaMHu
B [12 13 [la s

1.4. Kaxk, Tbl cunTaemb, o6ecrnevdeHa TBOSI CeMbsl B CPABHEHUH € JPYrUMH BOKpYr?

Henocrarouno Cpenne Xopouo Ouens xopo1mo
[ []2 13 (14
1.5. Yem 3aHumMalTcs TBOM MaMa H/WJIM mana ceiiuac?
Paboraer He paboraer VYuurcs
Mawma: (1 (2 3
Iana: 01 2 3
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Ecau TBOM poautesm padoTaloT, Kakasi 3To npodeccua?
[Tana
(KpaTKO OIMIIH, YTO OH JieNIaeT Ha paboTe)

Mama
(KpaTKo OIMIIM, YTO OHa AejiaeT Ha pabore)

T.2. EIA, HAIIUTKH, ITUINEBBIE ITPUBBIYKA U ITPEAITOYTEHHAA

2.1. OO0bIuHO, B TEYEHHH HEENH, KAK YacTO Thl HMeellb BO3MOKHOCTD M03aBTPAKATh,
noodeaaTh U NOYKUHATH?

Penxo/ 1-2 paza B 3-4 pazaB 5-6 pazaB  Kaxnwiii neHn
HHUKOTJA HEJIeNo HEJeNo HEZeNmo

3aBTpax mp (2 3 4 BE
Oben mp (2 (13 (4 s
Yiiun Ch np (3 (4 s
2.2. UYro u3 HIKenepe4ncJIeHHOro ThI eJ1 H NI 64epa BO BpeMs OCHOBHBIX NPHEMOB

numu?

(ua 3aBTpaK, o6ea u y:KHH) Ha 3aBTpax Ha oben Ha yxwun
Kode, uaii, kakao ¢ caxapom e (2 mE
Kaiy, Mrocinu uim XJIonbs (1 [ BE
Crnanocty, Takue Kak IOKOoJa, B! (9 (3
OHMCKBHUT, MOPOXXEHHOE U T.[I.

Cok, IUMOHAaJ, clafKue rasupoBaHHbIE E! (o (3
HanMTKH, KOKa-Kona U T.A.
Hpyroe (c comepxaHueM caxapa): (1 [ BE

2.3. Kak 4acTo Thl ’nepexycbIBaJ’’ U MHJ §4€pa U3 HUKeNepeuncIeHHOT0 B nepepbiBe
MeZK1y OCHOBHBIMH NpHéMaMHu Numu?

B nepepriBe Mexkay 0CHOBHBIMH 1 pa3 2 paza 3 pa3a
npuéMamMu NUIH

Kode, yaii, kakao ¢ caxapom (1 By 3
CrnapmocTh, Takue Kax IIOKONaz, 1 (s (3
OHCKBUT, MOPOXXEHHOE U T.J.

Cox, TUMOHAaJ, CllafiKie rasipoBaHHbIE Ik (9 (3
HanuTKHU, KOKa-KoJja U T.J.

Hpyroe (c colep)xaHneM caxapa): 1 (9 (3

2.4. Moxemsb JH Thl CKA3aTh,4TO 64€pa Thl MUTAJICA KaK 00b14HO (ea Obl1a THIHYHAS
JJISI TBOEro e’KeJHEBHOI0 PAIlHOHA)
Ha, abcomoTHO Jla, B OCHOBHOM Her, He coBcem CoBceM HeT

(11 L2 13 mp
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2.5. UYro ThI fyMaemb 0 cOOCTBEHHOM Bece?

Moii Bec B Ecte HemHoro S Belny ciiukoM Moii Bec Moii Bec oueHb
MopsiIKe JIMIIHEro Beca MHOTO HEeIOCTaTOYHBIH MaJIeHbKU ]
(1 [12 L3 [14 s

2.5. CkoJbKO aeHer ¢ Hedejlio Thl TPATHIIL Ha MOKYIKY CJIAJ0CTeH, YHIICOB, KOKa-
KOJIbI/CIAAKHX ra3MpPOBAHHbIX HAIIMTKOB, NPOAYKTOB ObICTPOro NUTAHUSA
(MUpoXKKH, XOT-10TH)?

0-100 101-200 201-400 401-600 601-800 Bonee 800
py6bneit pybuneit pyonei py6unei py6neii py6neit
11 (12 3 L4 s 6

T.3. OBIIEE 3I0POBBE, CTOMATOJIOT'HYECKOE 3/I0POBBE

3.1. Kak 651 Thl 0XapaKTepH30BaJI CBOE 3/10POBbe B 001memM?

[Tnoxoe He coscem Xoporee OueHsb xopoiee
xopoliee
[ (2 13 [l

3.2. TIlo TBOEMY MHEHHIO, COCTOSIHHE TBOUX 3y00B Yy TeOs Jydille MIH XyiKe, YeM Y
ApYTHX AeTeii TBoero Bo3pacra?

Jlydine Takoe xe Xyxe He 3naro

L1 (12 L3 L4

3.3. Kak 4acTo Thl YHCTHIUB 3y0ObI?

Yame ogxoro paza  OnuH pa3 B IeHb Yepes neHb Penxo wmm HUKOTHA
B ICHb
[ [ 13 [a

3.4. Hcnoab3yelb JIH ThI YT0-1100 U3 HIKenepeuucaeHHoro? Kak yacro?
IlocTaBs (X) HAIPOTUB KaXXAOH U3 CTPOK

Yame ogHoro  OpuH pa3 B Heckonpko Penko unmu
pa3sa B JIeHb JIEHb pa3 B HEZIETO HUKOTHa

3ybHas nacrta co hTopoM (11 (2 (3 [a
3ybHas HUTH oy (12 (3 [Ja
Tabnerku co propom mE (2 (3 (4
XKuakocTs s OJIOCKaHUSA [y [ BE (4
3y06oB, co ¢Topom

JKeBaTenbpHas pe3uHKa, He i mp (3 (g

codepacawyas caxap

69




Natalia A. Koposova Doctoral thesis

3.5. Koraa B nociaeaHuii pa3 Thl ObL1 Yy cTOMAaT0J10ra / B CTOMATOJIOrHYECKOi

NOMMKJINHUKeE?
Menee 1 rona Ha3zan 1-2 rona Ha3ax 2-5 net Ha3zajg Bonee 5 net Hazan
L L2 13 [ la
3.6. Bo Bpems mocJjeqHero nocelieHNs CTOMAaTo.J10ra, Tede Ob11a NocTaBaeHa momoba?
Ha Her
L1 L2
3.7. Yo M3 nepeurcIeHHOro NpogpuIaKTHYECKOro Je4eHHA U KaKyIo
uHpopMauuw/ Ha3HAYEHHSA ThI NOJY4YHJI B CTOMATOJI0THYeCKOM KabnHeTe.
[TokpeiTHE epmetuzaums duccyp Hudopmaumto  HMudopmauuto  beino HazHayeHo
¢dTopnakom ("3aneuarviBaHue” 3yba 0 HaBbIKax O NpaBUIILHOM TIOBTOPHOE
CreLMalbHBIM MaTepHAaIoM TUTHEHBI NUTaHKK noceuieHue
IJ1s 3aLIMTBI OT Kapueca) NoJIOCTH pTa
[T1 [J2 3 []a s
Hpyroe
(omu1mm)
3.8. Ecnn 661 TeOe Hy:KHO ObLI0 HATH 3aBTPa HA IIPHEM K Bpavy-CTOMAaToJIOry, Kak
6b1 THI ceOst YyBCTBOBAJ?
Oxupan 651 C Huuero Hemnoro 51 661 60sicss 51 OB HCTIBITRIBAT
HETepIeHHeM - OCOOEHHOro- 3T0  OeCnOKOWJICA.  MOTOMY YTO  CHIIBHBIM CTpax IIpH
s o610 OOBIUHEIA BU3UT 3TO OBIBAET  OJHOMN MBICIIH O TOM
XOJUTH K K Bpauy. HENpPUATHO U YTO CTOMAToJIOr
CTOMATOJIOTY. 60MnEHO. BO3MOXHO Oyzer
JieNaTh.
L1 [12 [13 [y E

T.4. IBUKEHHUE 1 ®PU3NYECKAS AKTUBHOCTbD

4.1. 3anuMaembcs JH ThI MOCI€E HIKOJbl KAKMM-TH00 BUAOM ciopTa: Oer, KaATaHHe Ha
KOHBLKAX, THMHACTHKA, TAHIIbL, BeJJocunes, 6acceiin, ¢yrdoJ, TeHuc 1 T.4.7

L la L] Her

4.2. TIlocae MWKOJbI: KAK 9aCTO Thl 00b1YHO 3aHHMAaellbCA KAKHM-TH00 H3
nepeyYMc/ieHHbIX Bblllie BUAOB criopTa?

Pexe 1 pasaB 1-2 3-4 5-7
HeJleNto pasa B HeJIeIO pasa B HEAETIO pasa B HEAETIO
L1 []2 13 L4

4.3. Tlocae MWKOJBI: KAK X0Jro B GyaHHe JHH (C MOHeJebLHHKA N0 NATHUIY) Thl
INPOCHKHBAELIDL Nepe] SKPAHOM TeJIeBH30pa HIH KOMINbIOTepa (Mrpaemb,
cMOTpHIIL GHUABMBI)?

Mensle yaca 1-2 yaca 3-5 yacoB bonbmme 5 yacoB

[l L2 L3 []a
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Appendix 5 — Child Perceptions Questionnaire (CPQ11-14) for assessing the oral health-

related quality (Norwegian, Russian)

Barns orale helse skjema

11-14 ar

Hallo,
Takk for at du vil hjelpe oss med denne undersgkelsen!

Denne undersgkelsen gjgres for at vi skal kunne forstd mer om problemer barn kan ha pé
grunn av tennene, munn, lepper og kjever.

Ved a svare pa disse spgrsmaélene, vil du hjelpe oss med a lere mer om ungdommers/unge
menneskers erfaringer.

Vennligst husk:

o Ikke skriv navnet ditt pa spgrreskjemaet.

e Dette er ikke en test, og det er ingen riktige eller gale svar.

e Svar sa erlig du kan. Ikke snakk med noen om spgrsmalene mens du svarer dem.
Dine svar er private; ingen vil fa se dem.

e Les hvert spgrsmél ngye og tenk pa dine erfaringer de 3 siste manedene nér du
svarer.

e Fgr du svarer spgr deg selv: "Hender dette meg pa grunn av problemer med mine
tenner, lepper, munn eller kjever?”

e Putt et X i ruten som passer best for deg

&
‘ (A

Dagens dato / / _
Dag  Maéned Ar
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Fgrst, et par spgrsmal om deg!

1. Er du jente eller gutt?
O Gutt

O Jente

2. Nar ble du fgdt? / I
Dag  Maned Ar

3. Vil du si at helsen i tennene, leppene, kjevene og munnen din er:
0 Utmerket?

] Veldig bra
0O Bra

0 Sann passe?
O Dérlig

4. Hvor mye pavirker tilstanden til tennene, leppene, kjevene eller munnen din livet ditt
som helhet?

0 Ikke i det hele tatt
0O Veldig lite

0 Noe

0O Mye

[0 Veldig mye

Spgrsmal om orale problemer

Har du hatt disse problemene pad grunn av dine tenner, lepper, kjever eller munn?
Hvis du har folt slik pd grunn av andre drsaker svar “aldri”.

| Hvor ofte har du i lgpet av de siste 3 minedene hatt: |

5. Smerter i tennene, leppene, kjevene eller munnen din?
0O Aldri

0O En eller to ganger

O Noen ganger

O Ofte

[0 Hver dag eller nesten hver dag
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6. Blgdning i tannkjgttet?
O Aldri

O En eller to ganger

0 Noen ganger

0 Ofte

O Hver dag eller nesten hver dag

7. Sar i munnen?

O Aldri

O En eller to ganger
[0 Noen ganger

O Ofte

O Hver dag eller nesten hver dag

8. Darlig ande pa grunn av tennene, leppene, munnen eller kjevene dine?
O Aldri

O En eller to ganger (.
[0 Noen ganger
O Ofte
/"’/-— ]
O Hver dag eller nesten hver dag _ <

9. Plager med at mat setter seg fast i mellom tennene?
O Aldri

O En eller to ganger
O Noen ganger
0O Ofte

0O Hver dag eller nesten hver dag

10. Plager med at mat setter seg fast i ganen?
O Aldri

O En eller to ganger
0 Noen ganger
0O Ofte

O Hver dag eller nesten hver dag
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For de neste spprsmalene...
Har dette hendt pa grunn ay tennene, leppene, kjevene eller munnen din?

I lgpet av de siste 3 manedene har det ofte veert:

11. Pustet gjennom munnen, pa grunn av tennene, leppene, munnen eller kjevene dine?
0O Aldri

Ol En eller to ganger

O Noen ganger

O Ofte

[J Hver dag eller nesten hver dag

12. Brukt lengre tid enn andre 4 spise et maltid, pa grunn av tennene, leppene, munnen
eller kjevene dine?

O Aldri

O En eller to ganger

O Noen ganger

O Ofte

O Hver dag eller nesten hver dag

13. Hatt problemer med 4 sove om natten, pa grunn av tennene, leppene, munnen eller
kjevene dine?

O Aldri

O En eller to ganger
[0 Noen ganger

O Ofte

(] Hver dag eller nesten hver dag

14. Vanskelig 4 bite eller tygge mat som epler, maiskolber eller kjgtt/stek, pa grunn av
tennene, leppene, munnen eller kjevene dine?

O Aldri
Ol En eller to ganger
0 Noen ganger

- :»é
O Ofte <
O Hver dag eller nesten hver dag Y
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15. Vanskelig 4 Apne munnen pa vidt gap?
O Aldri

O En eller to ganger

O Noen ganger

O Ofte

0J Hver dag eller nesten hver dag

16. Vanskeligheter med a si enkelte ord pa grunn av tennene, leppene, munnen eller
kjevene dine?

O Aldri

OJ En eller to ganger

O Noen ganger

O Ofte

[J Hver dag eller nesten hver dag

17. Vanskelig a spise mat som du gnsker a spise pa grunn av tennene, leppene, munnen
eller kjevene dine?

O Aldri

OJ En eller to ganger

[J Noen ganger

O Ofte

0J Hver dag eller nesten hver dag
18. Vanskelig a drikke med sugergr pa grunn av tennene, leppene, munnen eller kjevene
dine?

O Aldri

O En eller to ganger
[J Noen ganger

O Ofte

O Hver dag eller nesten hver dag
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19. Vanskelig 4 drikke eller spise varm eller kald mat pa grunn av tennene, leppene,
munnen eller kjevene dine?

O Aldri
O En eller to ganger
00 Noen ganger
O Ofte

S
O Hver dag eller nesten hver dag C

Spgrsmal om fglelser

Har du hatt denne fplelsen pa grunn av dine tenner, lepper, kjever eller munn?
Hvis du har folt slik pa grunn av andre arsaker svar “aldri”.

| Ilgpet av de 3 siste manedene, hvor ofte har du: |

20. Fglt deg irritabel eller frustrert pa grunn av tennene, leppene, munnen eller kjevene
dine?

O Aldri

O En eller to ganger

0 Noen ganger

O Ofte

O Hver dag eller nesten hver dag
21. Folt deg usikker pa deg selv pa grunn av tennene, leppene, munnen eller kjevene
dine?

O Aldri

O En eller to ganger
0O Noen ganger

O Ofte

00 Hver dag eller nesten hver dag

22. Fglt deg sjenert eller flau pa grunn av tennene, leppene, munnen eller kjevene dine?
O Aldri

0J En eller to ganger
0O Noen ganger
O Ofte

[0 Hver dag eller nesten hver dag
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23. Vart bekymret for hva andre mennesker synes om dine tenner, lepper, kjever eller
munn?

0O Aldri

O En eller to ganger

O Noen ganger

O Ofte

O Hver dag eller nesten hver dag

24. Vart bekymret for at du ikke er si pen som andre pa grunn av tennene, leppene,
munnen eller kjevene dine?

O Aldri

O En eller to ganger
0 Noen ganger
O Ofte

O Hver dag eller nesten hver dag

25. Vert oppskaket pa grunn av tennene, leppene, munnen eller kjevene dine?
O Aldri

O En eller to ganger

[0 Noen ganger

O Ofte

[0 Hver dag eller nesten hver dag
26. Kjent deg nervgs eller redd pa grunn av tennene, leppene, munnen eller kjevene
dine?

O Aldri

O En eller to ganger

0O Noen ganger

O Ofte

O Hver dag eller nesten hver dag

27. Vert bekymret for at du ikke er sa frisk som andre pa grunn av tennene, leppene,
munnen eller kjevene dine?

O Aldri
O En eller to ganger
[0 Noen ganger
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O Ofte
O Hver dag eller nesten hver dag

28. Vert bekymret for at du annerledes enn andre pa grunn av tennene, leppene,
munnen eller kjevene dine?

O Aldri

O En eller to ganger
0 Noen ganger

O Ofte

0J Hver dag eller nesten hver dag

Spgrsmal om skolen

Har du hatt disse erfaringene pd grunn av tennene, leppene kjevene eller munnen din?
Dersom det var en annen grunn, svar “aldri”.

| I 1gpet av de 3 siste manedene, hvor ofte har du: |

29. Vart bort fra skolen pa grunn av tannpine, tannlegetimer eller kirurgi/operasjon i
dine tenner, lepper, kjever eller munn?

O Aldri

O En eller to ganger

[0 Noen ganger

O Ofte

O Hver dag eller nesten hver dag

30. Hatt vanskeligheter med a fglge med i timene pa skolen pa grunn av tennene,
leppene, munnen eller kjevene dine?

O Aldri

O En eller to ganger
0O Noen ganger

O Ofte

O Hver dag eller nesten hver dag
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31. Hatt vanskeligheter med a gjgre leksene dine pa grunn av tennene, leppene, munnen
eller kjevene dine?

O Aldri N
74 T}:Q§;’_—'=’:‘.a

O En eller to ganger

v [ f A
0 Noen ganger l/%{\ >
NS
O Ofte :&J\ e |
2D¥
O Hver dag eller nesten hver dag e\,\\,\.\\@

32. Ikke gnsket a snakke eller lese hgyt i klassen pa grunn av tennene, leppene, munnen
eller kjevene dine?

O Aldri

O En eller to ganger
[0 Noen ganger

O Ofte

O Hver dag eller nesten hver dag

Sporsmal om fritids-aktiviteter og om &
vaere sammen med andre mennesker.

Har du hatt disse erfaringene pd grunn ay tennene, leppene, kjevene eller munnen din?
Dersom det er en annen grunn, svar “aldri”.

| I1gpet av de 3 siste manedene, hvor ofte har du: |

33. Unngatt & ta del i aktiviteter som idrett, klubber, drama, musikk eller skoleturer pa
grunn av tennene, leppene, munnen eller kjevene dine?

O Aldri

OJ En eller to ganger
O Noen ganger

O Ofte

O Hver dag eller nesten hver dag

34. Tkke gnsket a snakke med andre barn pa grunn av tennene, leppene, munnen eller
kjevene dine?

O Aldri

0J En eller to ganger
0O Noen ganger

O Ofte

O Hver dag eller nesten hver dag
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35. Unngatt & smile eller le blant andre barn pa grunn av tennene, leppene, munnen
eller kjevene dine?

O Aldri

O En eller to ganger
J Noen ganger

O Ofte

O Hver dag eller nesten hver dag

36. Hatt problemer med a spille et musikkinstrument som blokkflgyte, flgyte, klarinett
eller trompe pa grunn av tennene, leppene, munnen eller kjevene dine?

O Aldri
O En eller to ganger

[0 Noen ganger
O Ofte

O Hver dag eller nesten hver dag

ﬁ

37. Ikke gnsket a tilbringe tid med andre barn pa grunn av tennene, leppene, munnen
eller kjevene dine?

O Aldri

pa

O En eller to ganger

00 Noen ganger

O Ofte

[J Hver dag eller nesten hver dag

38. Kranglet med andre barn eller familien din pa grunn av tennene, leppene, munnen
eller kjevene dine?

0O Aldri

[0 En eller to ganger
O Noen ganger

O Ofte

O Hver dag eller nesten hver dag
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39. Blitt ertet av andre barn pa grunn av tennene, leppene, munnen eller kjevene dine?

O Aldri —E

/I = oo ~ v

O En eller to ganger ~ A )

3 ‘ij':"m :

00 Noen ganger 3 1
O Ofte "\@/
O Hver dag eller nesten hver dag i

40. Fglt at du er blitt utestengt av andre barn pa grunn av tennene, leppene, munnen
eller kjevene dine?

O Aldri

~

O En eller to ganger
[J Noen ganger
0O Ofte

O Hver dag eller nesten hver dag

41. Fatt spgrsmal fra andre barn om av tennene, leppene, munnen eller kjevene dine?
O Aldri

O En eller to ganger
O Noen ganger
O Ofte

O Hver dag eller nesten hver dag
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OINPOCHHUK AETCKOI'O
CTOMATOJIOTHYECKOI'O 310POBbA

11-14 ger

IIpuser!

Croacub0 9TO corjacuiicsi IIOMOYL HaM B IIPOBEACHUHA HAYYHOTrO HCCJIEIOBAHHS. HaHHOC
HCCJIENOBAHHUE Onu10 Ha4ato, YyTOOBI MOHSATH npo6neM51 JETeH, CBA3aHHBIX C COCTOSHUEM HUX
3}’60B. OrBeuas Ha HallH BOIIPOCHI, THl ITIOMOXEIbL HaM Y3HaTb Oonplle O XHU3HH JieTel U
INOJAPOCTKOB.

IMOXKAJYHUCTA IIOMHU:

e He yka3rpIBait cBOET0 IMEHH Ha aHKETE

e OTO He 3K3aMeH U 31eCh HET MPaBUIBHBIX U HENIPaBUJIBHBIX OTBETOB

e Otseuaii yecTHO. He 00cyxmait BONPOCH! ¢ IPYTMMH, KOra Thl OTBEYAEIlb Ha HUX.
TBOM OTBETHI ABJAIOTCS JTMYHBIM; HUKTO U3 TBOMX 3HAKOMBIX HE Y3HAET TBOMX
OTBETOB.

e Ynrail KaxOplii BOIPOC BHUMATEJbHO U OTBEYall Ha KaXX/bIA BOIIPOC, OCHOBBIBASICH
Ha TOM, YTO IPOUCXOHUIIO ¢ TOOO#H 3a mocneaHue 3 Mecsa.

e Ilepen Tem Kak OTBETHTH, cripocu cam/cama cebs: ~Cirydunocs M 3T0 CO MHO# H3-3a
COCTOSIHUSI MOUX 3y00B”?

e C(CraBb KpECTHUK B IIYCTOM KBaJIpate, KOTOpBIﬁ HauJIy4dlIum o6pa30M MNoAXOaUuT Tebe B
KadeCTBE OTBCTA.

Q

Kadenpa TepaneBTnyeckoif CTOMaTOJIOTHH
CeBepHbIii rocyapCTBEHHBIH MEIHLIMHCKUN YHUBEPCUTET
ApxaHrenbck

Jlata 3amojHeHus: _na/ M/ r/
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JJISA HAYAJIA HECKOJIBKO BOITPOCOB O TEBE!

1. Tbl MAJILYHK WU JeBOUYKA?

O manpuux

O geBouka

2. Koraa b1 poanicsa? n/ M/ r/

3. Mor 0bl Thl cKa3aTh YT0_30POBLE TBOUX 3Y00B, I'y0, ueatocreii M pra:
O uaeanbpHoe

O OYEeHBb XOopollee

O Xopoiee

O ciaboe

O IJI0XO0€

4. HackobK0 cOCTOSTHHE TBOUX 3y00B, Iy0, Uerocreii u pra BJNAeT Ha TBOIO JKH3Hb B
nejaom?

O COBCEM HET

0O OYeHb HEMHOT'O

0 HECKOJIBKO

0 MHOTO

0O OYeHb MHOIO

BOITPOCBHI O CTOMATOJIOI'MYECKHUX
IIPOBJIEMAX

3a mocnennue 3 Mecsna Kak 4acTo y Tebs 6bu10
CJIEIYIOIIee U3 HUXKellepedrcIeHHOro:

5. BoJs B 3ydax, ry6ax, 4ejrocTax, Bo pry?
o Huxorna

o OnuH uny ABa pasza

o MHwuorma

o Yacto

o Kaxaplit 1eHb Wi NoYTH KaKIBIA JEHDb

6. KpoBoTeueHnne u3 gecen?
o Huxornma

0 OnuH Uy JBa pasa

o HMuorma

o Yacto

o Kaxgelii 1eHb UM II0YTH KaXKIblidl JeHb
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7. Pansl Bo pTy?
o Huxorma

o Onul w4 ABa pasza

o Huorma

o Yacro

0 Kaxnaplil JeHb Hin MOUTH KaXKAbld IeHb

8. Ilnoxoii 3anax u3zo pra?
o Huxorna

0o OauH Uy AgBa pasa

o Huorpa

o Yacto

o Kaxaerii 1eHp Wiy Mo4TH KaXAbld JEHb

9. 3acrpeBaHne NUIIHU B 3y6ax HIH Mexkay 3y6oB?
o Huxoraa

o Opnun unu aBa pasa

o Huorma

o Yacto

o Kaxnaeiii 1eHs Wiy NOYTH KaXAbIH AEHB

10. 3acTpeBaHue NUIIHA HA TBEPAOM Hebe?
o Huxkornaa

o OauH WM AgBa pasa

o MHuorpma

o Yacro

o Kaxngsiii eHp UM TI0YTH KaXK bl JEHB

na cnedywoujux eonpocoe...
Cnedyrowee u3 HudIcenepeLUcieHHo20 CIy4anoch no npuiHe npobiem ¢ meoumu 3ybamu,
2ybamu, yenocmamu Uiu pmom

| 3a nocJieiune 3 MecaNa KAK 4acTO Thi:

11. Abiman yepes por?
o Huxorzma

o OpuH unm IBa pasa

o HMuorma

o Yacto

0 Kaxnaeiit geHp WK MOYTH KaXKOBIH JEHb

12. Ha npueM nuuu yxoauJio 60Jibie BpeMeHH, 4eM y Apyrux?
o Hukorna

OpnuH unu Ba pasza

Wnoraa

Yacto

a
0
a
0 Kaxngplii JeHb Wy MouTH Kax bl JeHb
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13. Becnoxkoiino crian?
o Huxornma

0 OpauH UM IBa paza

o HWHornma

o Yacro

o Kaxasnit JeHs HIH TTOYTH KaXKIbIi JeHb

3a nocaeanue 3 mecsina, n3z-3a npodaemM ¢ TBOMMH 3y0amMu, ry6amu,
YeJIIOCTSIMU WJIM PTOM, KaK 4acTo Yy TeOs ObLI0 cieqymoniee:

14. TpyaHo oTKycbIBaTh U NepexeBbIBATH NUIY, HANPUMeP, A0JI0KH, KYKYypy3a, Msico?

o Huxorma f

o Opux unm IBa pasa - A
o HMuorma \\/\j
o Yacro .

o Kaxaslil eHs WK NOYTH KaXx bl AeHb I"'é

15. TpyaHo OTKpLIBAaTH POT MHPOKO?
o Huxorma

o OpuH Uy 1Ba pasa

o HMuorna

o Yacro

o Kaxpaplii JeHb UK TTOYTH KaXKOBIH JeHb

16. TpyaHo BbIroBapHBAaTh KaKHe-HUOYADL cjioBa?
o Hwukorpa

0 OpnuH unm 1Ba pasza

o Muorna

o Yacro

o Kaxapiil feHb Uiy MOYTH KaxIbli JeHD

17. TpyaHo ecTh mumy, KOTOPYIO ThI X0TeJ1 ObI ChecTh?
o Hukorna

o OpuH Uy JBa pasza

o HWuorma

o Yacto

0 Kaxnerit 1eHb MK TOYTH KaXKOBIH JeHb

18. TpyaHo nuTh yepe3 COJIOMHHKY?
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Huxorzna TN~
OnuH WM IBa pasa a4 9 ")\i
Huorna !

Yacto
Kaxxaelii neHs WM MOYTH KKIBIH IeHb

Ooo0o0ooaga

o Huxornpa
0 Onun unm nBa pasa

o HWaorpa

o Yacto

o Kaxnaplil JeHb UK TOYTH KaXIBIi JEHb

BOITIPOCBHI O YYBCTBAX

IIpuxoausoch i Tefe 4YyBCTBOBATH YTO-TH00 U3 HHIKENIEPEUHCICHHOI0 H3-32 CBOHX
3y00B, I'y0, uearocTeii Hiau pra?
Eciu Tb1 4yBCTOBAJ 3TO, HO MO NMPUYHHE, He CBA3aHHOII ¢ 3ybamu, To 00BeaH
«HHKOI'Jaa».

3a nocjeanne 3 Mecsilia KaK 4acTo ThI:

20. YyscTBOBAJ pa3oyapoBaHue WJIN pa3apakeHue?
o Huxorna

o Opnun uny ABa pasa

o HMuorma

o Yacro

0 Kaxnaelil 1eHp WIH MOYTH KaXKIbIi JEHb

21. YyBcTBOBAJ HEyBEPEHHOCTH B cebe?
o Huxorna

0 OnuH wm [Ba paza

o HMuorna

o Yacto

0 Kaxnarlil JeHb UM TIOYTH KaXXIbIH JeHb

22, YyrcTBOBaN Celsl CTECHUTEIbHBIM HJIM CMYyUIeHHbIM?
o Hukorma

o OxauH unyu ABa pasa

o MHHorma

o UYacro

0 Kaxaplil AeHb WK OYTH KXKIBIH I1E€Hb
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3a nocaeanne 3 mecsna, n3-3a npo6aem ¢ TBOUMH 3y6amMu, ry6amu,
YeJI0CTSIMH WJIM PTOM, KaK 4acTo y TeOsi Ob1110 ciieayloliee:

23. bb1a 03ab604eH TeM, YTO Apyrue JIOAN AyMaKT 0 COCTOSSHUH TBOHUX 3y00B, ry0,
yeJilocTel nin pra?

o Hukxorma

o OpnuH unu ABa pasa

o HWuorpa

o Yacto

o Kaxpaeiit geHb WM TOYTH KaXKObIH JeHb

24. BecrnokoUJIcH, YTO Thl BbIIJIAAE] He TAK X0POIlo, Kak Apyrue?
o Hwuxorma

OpuH unmu 1Ba pasa

HNuorna

Yacto

Kaxaplit feHb MM MOYTH KaXKIBIA NeHb

a
a
a
a

25. bbua paccTpoen?
o Huxkorpa

o OpnuH Uy aBa pasa

o MHuorma

o Yacto

0 Kaxnaelii meHb UK MOYTH KaXKOBI JeHb

26. Hepsuu4aj niu dosiics 4ero-an6o?
o Hwukornma

0 Opux uny ABa pasa

o HMuorma

o Yacro

0 Kaxaplil neHp WY MOYTH KaXKIBIH JEHD

27. BecniokounJics, 4TO Thl He TAKOIi 310POBBIii, Kak aApyrue?
o Hukorma

0 OpuH Uy ABa pa3a

o MHuorma

o Yacto

0 Kaxaplii [eHb WK TTOYTH KaXKIbIi JeHb

28. becnokon/ics YTO Thl OTJIHYAEMLCH OT APYruX Jiroaeii?
o Hwukornma

0 OzauH unu ABa pasa

o Huorpa

o Yacto

0 Kaxnaeliil 1eHs MM TTOYTH KaXKIBIH JEeHb
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BOITPOCHI O HIKOJIE

HNmen au Thbl KOFIla-Hl/lﬁy}lb cjleayiiee U3 HHKEINMePeUncJIeHHOro u3-3a COCTOTHHSA

TBOHX 3Y00B, I'y0, yesocTeii uau pra?

Ecau Tl JYBCTOBAJ 3TO, HO IO NPUYHHE, HE CBSI3AHHOM ¢ 3y6amn, TO 00BeaN

«HHKOTAa».

3a nocjeaHue 3 mecsia KakK 4acTo Thl:

29. Ilponyckay mKoay U3-3a 3yOHoH 601H HJIM HA3HAYEHHOT'0 [IPHEMA MM OTIEPALHH Y

Bpada-cromartoJiora?

o Huxornma
o Opnun nnu ABa pasa
O HMuorma

o Yacto

m]

Kaxnwlit jeHs UM ITOYTH KaXKAbIH JeHb

30. He mor cocpegoTounThes B IKoJe?

o Huxkorna
o Opux unu ABa pasa
o HMuorna

o Yacro
m]

Kammﬁ JeHb WM IIOYTH KaXKIBId 1€Hb

31. ImMen TPyAHOCTH € MOArOTOBKOH JOMAIIHero 3agaHus?

o Hukorna
o OpnuH unyu ABa pasa
o Huorma

o Yacto

O

Kaxxap1it jeHp HIIH ITOYTH KaXIbIH IeHb

32. He xoTes1 roBOPUTH WJIN YHTATDH BCIYX B Kjacce?

o Hwukorma
o Opus unu ABa pasa
o HWuornma

o Yacto

]

Kax el [eHp WK OYTH KaXKARIH JeHb

-
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BOIIPOCHI O TBOEM JOCYI'E A
BPEMSAIIPOBOXXAEHMMH C IPYTUMMHU JIIOABMH

Hmen nu T Korga-Hubyab cieayioniee U3 HUKeNepeyHcIeHHOro H3-32 COCTOSIHHSA
TBOHUX 3Y00B, Iy0, yenrocTeii nam pra?
Ecau TbI 4yBCcTOBAJ 3T0, HO MO NPHYHHE, HE CBA3AHHOI ¢ 3ybamu, To 00BeaU
«HHKOTAAa».

3a nocJjeanue 3 Mecsala KaK 4acTo Thl:

33. U30eraj npMHUMATL Y4aCTHS B MEPONPHATHAX, HaNpUMep, CIOPTUBHbIE 3AHATHSA,
KJyObl, ApaMaTHYecKHe, My3bIKaJbHble KPY2KKH, IIKOJbHbIE MOX0AbI?

o Hwukxorza

o OpnvH unu ABa pasa

o MHuorna

o Yacro

o Kaxawiil neHs UK IMOYTH KaXAbIH JeHb

34. He xoTen pa3ropapuBaTh ¢ APYrUMH AeTbMHU?
o Hwuxorma

o Opux Uy ABa pasa

o HMuorma

o Yacro

0 Kaxaplil 1eHs MM IOYTH KaXKOBIH JEHb

35. M36eran yabi6aTbesl WM CMeSIThCS B KPYry APYTHX aetreii?
o Hukorna

o OpnuH Uy ABa pasa

o HMuorma

o Yacto

o Kaxnuiil qeHp MM IOYTH KAl NeHb

36. Umes TPYAHOCTH ¢ UTPOil HA My3bIKAJbHBIX HHCTPYMEHTAX, TAKMX KakK, aeiiTa,
KJapHeT, Tpy6a?
o Hwukornma

o OpnuH wiy ABa pasa

o Muornma

o Yacro

o Kaxnwlii JeHs WK NOYTH KaXKIbIi JeHb

37. He xoTes1 NpoBOAUTH BpPeMsl ¢ APYrHMH A€TbMHU?
o Huxorma

o OpnuH unmm nBa pasa

o HWsorma

o Yacro

o Kaxnapiit AeHb UK OYTH KaXKIbIH JeHb
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38. Cnopun ¢ ApyrumMu 1eTbMH WJIH YIeHAMH CeMbH?
o Huxorpa

o OpuH Uy 1Ba pasa

o HWHorpa

o Yacto

0 Kaxapiil 1eHp UM IOYTH KaXX/IbIH AeHb

3a nocaeauue 3 Mecsiia, H3-3a Npod.1eM ¢ TBOUMH 3y0amu, ry6amu,
YyeJIOCTAMH HJIH PTOM, KAK YacTo y Teds ObLJ10 cieayloiee:

39. JIpyrue geTH Apa3HUIM Teds WM 003b1BaIN o daMuanu?

o Hukorma 2’7
0 OnuH UM aBa pasza X

o HWuorma - § /
o Yacro )

o Kaxnaslil IeHp UM IIOYTH KaXKIbli JeHb

40. Ipyrue JeTH JeJIajIM TAK, YTO Thl 0CTABAJICA MOKHHYTbIM?
o Huxorna

0 OpuH uny aBa pa3a

o Huornma

o Yacro

o Kaxaslil JeHb WM IOYTH KaXKblii JeHb

41. JIpyrue qeTH cnpamuBagu Teds o TBOMX 3ybax, rydax, yearocTax u pre?
o Huxorna

OpnvH unu apa pasa

Hnorpa

Yacto

O
O
O
o Kaxnmerii feHp UM IOYTH KaXKIbli OEHB
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Appendix 6 — self-report for assessing the oral health care delivery, performance of the
care provision systems and use of dental services in relation to dental treatment needs

(English, Russian)

Description of dental care in your region

1. In your opinion, what percentage of the total amount provided dental services in
your area of public free treatment? For children? For adults?

Description of dental care system

2. In your opinion, what percentage of the total amount of dental services in your
area provided by public free treatment? For children? For adults?

3. In your opinion, what percentage of the total amount of dental services in your
area provided by private free treatment? For children? For adults?

4. Can the cost of treatment in private clinics, to be included in the tax return, and
thus, some costs of the treatment to be paid back to a patient?

5. Number of dentists working in public clinics in your area?

6. Number of dentists working in private clinics in your area?

7. Number of dentists combining work in the public and private dental clinics in your
area?
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8. Do you have dental hygienists in your area? If so, how many?

9. In case toy have dental hygienists in your area, in which institutions are they
mainly employed?

10. What is the number of dentists of general education in your area?

11. Number of child's dentists in your area?

12. Number of dental technicians in your area?

13. Number of people per dentis (private? public? in general?)

14. Percentage of 12-years old children in your area having no caries?

15. Level of child’s DMFT in your region?

16. Level of adult’s DMFT in your region?

92



Natalia A. Koposova Doctoral thesis

Omnucanue CHCTEMEI OKa3aHHs CTOMATOJIOTHYECKOM IIoMoIy B Bamem PETHOHE

1. Tlo Bamemy MHEHUIO, KaKOH IPOIEHT OT 00111ero 06BeMa OKa3bIBAEMBIX
CTOMATOJIOTHYECKHX YCIYyT B BallleM perrioHe COCTaBIIsieT rOCyAapCTBEHHOE
6ecrutatHoe neuenue? s pereit? ns B3pocnsix?

2. Tlo Bamemy MHeHHIO, KaKOH IIPOIEHT OT 00111ero 06semMa 0Ka3bIBaeMbIX
CTOMATOJIOTHYECKHX YCIYT B BalieM peruoHe cocTapisier IedeHHE B YACTHBIX
KJIMHUKaX?

3. MoryT i pacxoibl, CBSI3aHHBIE C JIEUEHHEM B YaCTHBIX KIIMHUKAX, OBITh
BKJIIOYEHBI B HAJIOTOBYIO JIEKJIApallMIO, B TaKUM 00pa3oM, 4acTh pacxoJioB
BO3BpalIeHAa HallUeHTY?

4. KomuuyecTBO CTOMATOJIOrOB, paboTalolyX B rOCYAapCTBEHHBIX CTOM.CTPYKTypax B
Bammewm peruone?

5. KonuyecTBo cToMaToJIOroB, paboTaroMX B YaCTHBIX CTOM.CTPYKTypax B Bamem
peruoHe?

6. KomnuecTBo CTOMATOJIOrOB, COBMEMIAIOMKX paboTy B rocyJapCTBEHHEIX H B
YaCTHBIX CTOM. CTpYKTypax B Bamem peruone?

7. B Bamem peruoHe ecTb CTOMaToJOruueckue rurueHucTel? Ecnu ga, To cKonbko?

8. Ecnu B Bamewm PETHOHE €CTh CTOMATOJIOTHYECKHUE THTUEHUCTEI, TO B KaKUX
YUpEXKOAECHUAX OHH B OCHOBHOM Tp}’IIOYCTpoeHLI?
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9. KomuuecTBo Bpaueii-ctoMaToyioros oduiero mnpoguns B Bamem peruone?

10. KonuuecTBo JETCKUX CTOMATOJI0roB B Bamem peruone?

11. KonuyecTBO CTOMATOJIOTMYECKUX TEXHUKOB B Bamem peruone?

12. KonuuecTBo HaceNneHus1, MPUXOASLIErocs Ha OAHOro paboTaroIIero cToMaTonora
(npuBatHOro? rocyapcTBeHHOro? B esom?)

13. IpoueHT gereit 12-neTHero Bo3pacTa, He UMEIOILIKX Kapueca B BaieM peruone?

14. ITokazatens DMFT B BameMm peruone s nereit 12-netnero Bozpacta?

15. TTokasarens DMFT B BameM peruone st B3pociioro HaceneHus?
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