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Abstract

Objectives

The aim was to examine if the changes in different measures of perceived oral health (POH) were
similar and related to each other over 11 years in the Finnish adult population i a longitudinal
setting. Perceived oral health was measured by means of subjective oral health (SOH), self-assessed

treatment need (STN) and oral health related quality of life (OHRQoL.

Methods

The data were collected as part of the nationally representative Health 2000 and Health 2011 (BRIF
8901) surveys on Fmnish adults born in 1981 or earlier. SOH and STN were measured using single
items and OHRQoL using the 14-item Oral Health Impact Profile (OHIP-14). The changes in STN,
and OHRQoL were reported by age group and by gender. Age groups (born n 1971 or later, in
1956-1970,in 1946-1955, or in 1945 or earlier) were based on access to subsidized oral health care.

General linear mixed models for changes in perceived oral health variables were conducted.

Results

Subjective oral health and oral health related quality of life with impacts occurring occasionally,
fairly often or very often (OFoVo), showed similar results, and remamned good or improved in the
majority of the participants. Self-assessed treatment need in the population showed less consistent

results.

Subjective oral health was good in the adult population. About half of the participants, regardless of
age and gender, reported self-assessed treatment need in both years, showing a decrease among
women and an increase in the youngest group. Perceived oral health improved significantly in the
two oldest age groups regardless of the measure. The General lnear mixed model revealed that
changes in all three perceived oral health variables were related even when adjusted for age and

gender

Conclusion



Multiple perceived oral health measures might be useful for service planning, since the changes in
the three separate measures used in this longitudinal study were various and thus measured different
aspects of perceived oral health. Research including both self-perceived and clinical indicators is

needed to understand need for care as a whole.

Key words: adult, Health Surveys, Dental Health Survey, Oral Health, Quality of Life, self-

assessment



Introduction

Clinical diagnoses and indices yield information on oral health and treatment need as assessed by
professionals, but they do not reveal patient’s attitudes or perceptions or capture his/her experiences
and concerns of oral health. However, there is an association between perceived and clinically
determined oral health.! Perceived oral health is an individual conception of the health of the mouth
and teeth and of their effect on welbeing which are the major reasons for seeking care in
populations?. Therefore also perceived oral health might be used for screening purposes in oral
health care planning'. To better understand the various determinants and impacts of oral health, the
aspects of perceived oral health should also be studied thoroughly in populations. Especially in
countries where people have access to comprehensive oral health care, it is essential to study not
only the professionally determined clinical outcomes of care, but also the population’s perceptions

of these outcomes, such as perceived oral health.

Perceived oral health has been studied in nationally representative health surveys in the UK3,
Australia and the USA*, Germany’, Canada®, Norway’ and Finland®. In these studies, perceived oral
health has been measured with single-item subjective oral health and multi-item and multi-
dimensional scales of oral health related quality of lift. Also measures reflecting self-assessed
treatment need have been surveyed”®'?. In the Adult Dental Health Survey in 1998 and 2009 in the
UK3 oral health related quality of life (OHRQoL) was assessed with the Oral Health Impact Profile-
14 (OHIP-14). The prevalence of impacts occurring occasionally, fairly often or very often
(OFoVo) was significantly lower (41%) in 2009 than in 1998 (51%). In Australia the corresponding
OHIP-14 OFoVo-prevalence was 18% in 1999!! and 16% in 2002%. In these cross-sectional
population studies age differences were substantial while gender differences were not. Additionally,
repeated cross-sectional studies in Finland from 2001, 2004 and 2007 revealed only minor
fluctuations in perceived oral health measured by a single item of subjective oral health!?. As
outcomes and development of the results of the previous studies vary, these different measures may
capture different aspects of perceived oral health. To the best of our knowledge, no nationally

representative longitudinal studies on changes of perceived oral health have been published.

For planning and monitoring the existing comprehensive oral health care services, it is essential to
know not only the clinically measured oral health, but also the changes in perception of oral health

and self-assessed treatment need in the population. Thus, our aim was to examine the changes and



similarities in perceived oral health measures over a period of eleven years in a nationally
representative longitudinal setting. We measured perceived oral health by means of subjective oral

health (SOH), self-assessed treatment need (STN) and oral health related quality of life.

M aterial and methods

This study was based on two nationally representative health surveys of the adult population in
Finland. The Health 2000 survey was conducted in 2000-2001 by the National Public Health
Institute (KTL). The Health 2011 survey was conducted by the National Institute for Health and
Welfare (THL). The Ethics Committee of the University Hospital Region of Helsinki, Finland, gave
permission for both surveys. Informed consent was obtained from each survey participant. The
survey population was over 18 years of age, without an upper age limit. A stratified two-stage
cluster sampling design was used. University hospital districts were used as strata and health centers
as clusters. First, the health centers in the fifteen most populous cities were chosen and then a
subsequent random selection of 65 health centers, so that the total number of health centers was 80.
Participants were chosen randomly from these in the year 2000!3. Those who were invited to
participate in the survey n 2000 were also mvited in 2011. To match the population sizes in
different clusters and to form a nationally representative data set of adult Finns, the participants
were weighted using inverse probability weighting, which is a statistical technique for calculating

statistics standardized to a population different from that in which the data was collected.

The participants included in the present study answered questions in interviews or via

questionnaires in 2000 and 2011 (Figure 1). Detailed description of the different phases of the study
have been presented earlier!3-14. The number of participants in the longitudinal setting varied
between the different main variables (Figure 1). The outcomes indicating perceived oral health in
this study were subjective oral health (SOH), self-assessed treatment need (STN) and oral health
related quality of lift (OHRQoL). OHRQoL was not assessed among 19-to 29-year-olds in the year
2000.

SOH was measured with a single item. The subjects were asked if they rated their oral health as
good, fairly good, average, fairly poor or poor. It was dichotomized into good (good or fairly good)
and poor (average, fairly poor or poor). The question of subjective oral health was only included in
the interviews. Respondents with a missing value in the year 2000 or 2011 for a question on

subjective oral health were excluded from the corresponding analysis.



STN was asked with a single item: Do you think you are in need of dental services? Yes/No, the
first indicating poor perceived oral health. Those not providing an answer to treatment need in the

year 2000 or 2011 were excluded from the corresponding analysis.

OHRQoL was measured using a Finnish translation of the 14-item Oral Health Impact Profile
(OHIP-14) as it was valid and reliable and had been used in a nationally representative survey to get
population estimates for prevalence, extent, and severity!>. The fourteen questions cover physical,
psychological, functional, and social problems related to oral health. Responses were coded as
follows: 0= never, 1 =hardly ever, 2 = occasionally, 3 = fairly often, and 4 = very often. For those
with one or two missing values for the OHIP-14 items (owing to non-response or answering ‘don’t
know”) the missing values were replaced with the sample mean of the other OHIP-14 items of the
survey year. Participants with more than two missing answers were not included i the analysis.
Three outcome variables were formed!!. Severity (range 0-56) is the sum of the responses, which
also takes into account impacts experienced occasionally or hardly ever, extent (range 0-14)is the
number of items reported occasionally, fairly often or very often (OFoVo), and prevalence is was
coded to be 1 for those reporting at least one impact OFoVo and 0 for others, describing the
percentage of people reporting one or more items OFoVo. Severity and extent were calculated for
comparability to other studies, and we chose OFoVo prevalence as the mam OHRQoL. Those

reporting one or more items OFoVo were considered having poor perceived oral health.

The background variables used in this study were age and gender. Age was categorized by year of
birth: 1971 or later, 1970-1956, 1955-1946, and 1945 or earlier. Categorization of the year of birth
was chosen on the basis of eligibility for subsidized care. The two younger groups have had access

to subsidized services, the two older groups gamned access to services during the study.

We recoded 4-class change variables for each dichotomized outcome: stable good (good at both
time pomts), mprovement (poor at baseline, good in the end), stable poor (poor at both time

points), and worsening (good at baseline, poor in the end).

Descriptive statistics were calculated, and statistical significances of changes between 2000 and
2011 in SOH, STN and OHRQoL were evaluated using McNemar test and Wilcoxon signed rank
test; separately for men and women and separately for different age groups. Also, odds ratios (OR)

for good SOH, STN and OFoVo in 2011 were calculated among those reporting good SOH, STN or



OFoVo in 2000 (reference poor SOH, STN or OFoVo prevalence). General linear mixed models for
changes in perceived oral health variables were conducted i a longitudinal setup, a separate model
for all three perceived oral health variables: SOH, STN and OFoVo prevalence. Independent
variables were 4-class change variables in the other two perceived oral health variables, gender and
age. Associations between SOH, STN and OFoVo prevalence were assessed using Odds Ratios
(OR). All analyses were conducted using weights. The statistical analyses of the study were
completed with SPSS 22 software; the reporting complies with the STROBE guidelines.

Results

Only 29% in 2000 and 24% in 2011 of the adult population reported “average/poor” subjective oral
health (SOH). The gender differences persisted as the proportion of those reporting “average/poor”
SOH decreased both among women and men between 2000 and 2011. The self-assessed treatment
need (STN) was substantial at both time pomts (47% mn 2000 and 46% i 2011). During the study
years, STN decreased statistically significantly among women, but not among men. Changes in oral
health related quality of life followed the change pattern of SOH, regardless of which OHRQoL
outcome variable was used. The OFoVo prevalence decreased from 32% to 26% between 2000 and
2011. The OFoVo extent and severity scores were low in 2000 and decreased in both genders over

the 11 years, the OHIP-14 extent score among men being an exception (Table 1).

The percentage changes by gender in a longitudinal setting revealed changes in both directions. The
proportion of those with average/poor SOH remained low and decreased. STN remained or
appeared among 46% of all the respondents. The situation improved (e.g. need decreased) in
women but not in men. Simultaneously, OFoVo prevalence remained at a low level or decreased,
indicating the same pattern as SOH among the majority of respondents. These changes in SOH and

OFoVo prevalence were similar in both genders. (Table 2).

When looking at different age groups, SOH improved significantly i all age groups except the
youngest age group, in which, STN increased significantly. OFoVo prevalence mproved
significantly i the two oldest age groups. (Table 3)

Age- and gender-specific results revealed that SOH changed for the better in the three oldest age
groups in both genders, the only exception being women in the age group born in 1946—1955. Only



among men in the youngest age group the situation worsened. Changes in STN were inconsistent.
STN increased among men in the youngest age group but decreased among men in the second
youngest group and women in the oldest age group. Change towards better OHRQoL was
statistically significant in both genders in the two oldest age groups (Table 4).

All measures of perceived oral health were mnterrelated, (p-values <0.001 for all associations), but
the strength of the associations varied. Associations between SOH and STN were the highest (OR
5.2 2000 and 4.2 n 2011) and the lowest between STN and OFoVo prevalence (OR 2.3 n 2000
and 2.5 in 2011. A change to poor subjective oral health was more probable among subjects with

other than stable good self-assessed treatment need or OHIP impacts. The same was seen also for

changes for self-assessed treatment need and OHIP impacts, respectively (Table 5).

Discussion

Changes in perceived oral health measured by three different instruments were not similar. The
global single-item subjective oral health measure revealed similar nformation and followed the
same pattern as did the multi-dimensional OHIP-14 by both genders and by all age groups. A
proportion of those reporting average/poor subjective oral health or impacts OFoVo remamned low
or improved in the majority of the Finnish adult population during the 11-year period. Self-assessed
treatment need remained substantial despite the decrease seen among women. In addition, the
youngest age group reported more self-assessed treatment need during the study years. However,
changes in separate perceived oral health measures were related to each other, the associations
varied between the measures. A change to poor in any of the perceived oral health measures was

most strongly associated with those having stable poor in the other two measures, respectively.

The response rate in the study was high. The loss to follow up in the study sample between 2000
and 2011 was moderate, which can be considered as a major strength in this study. The analyses
were conducted using weights to correct the effects of non-response. Thus, the results were
representative of the Fmnish adult population. The main variables subjective oral health and OHIP-
14 and the methods used in this study are well established and widely used in oral health research of
perceived oral health>4>. We also performed sensitivity analyses using both FoVo and OFoVo cut-
off points for OHIP-14 outcome variables. The outcome was similar at both cut-off points and thus

not dependent on the cut-off point. The participants in this study reported rather good perceived oral



health. Thus, the less stringent cut-offs for OHIP-14 and subjective oral health were used. The
OFoVo cut-off was also used as it was comparable with the UK studies®. A further strength of this
study was that self-assessed treatment need has seldom been used in population studies, especially
longitudinally. A limitation is that we were not able to compare our self-reported measures to
clinically determined oral health. In addition, our data did not include information on changes in the
oral health care system which were implemented between the study years.

Comparison with other nationally representative surveys revealed a similar pattern of improvement
in perceived oral health. Our results concerning changes in subjective oral health mainly followed
the patterns reported in repeated cross-sectional studies elsewhere. In a prospective cohort study in
Sweden, participants between the ages of 50 to 65 years reported stable satisfaction (60-66% were
satisfied with their teeth) over 15 years'®. Among the same age group in 2000 in our study,
subjective oral health in the group remained good for 50% over the 11-year time period. No gender
differences were reported in Sweden, whereas in our study gender differences persisted.
Improvement among men and women was similar; women reported better subjective oral health at
both points m Finland. However, it should be noted that satisfaction with teeth and subjective oral
health are not necessarily similar concepts. Change for the better in oral health-related quality of life
was statistically significant in both genders. In nationally representative population studies in the
UK, OFoVo impacts decreased by 10% in 11 years. In our study the decrease was 6% over the same
time period. The mpact prevalences in our study were comparable to other national surveys at both

cut-offs*11:17. However, none of these national studies were longitudinal.

Self-assessed treatment need changed statistically significantly in the two youngest age groups
among men. There was a deterioration in the change experienced in the youngest group. This may
relate to the oral health care reform implemented in Finland in 2002. As a consequence of the
reform, access to public health care may have become more difficult in the youngest age groups.
Self-assessed treatment need and poor subjective oral health have been strong predictors of unmet

dental treatment need in Canada'$.

For planning and monitoring oral health services it is important to know not only the clinical
measures of oral health but also the perceived oral health in the population. According to our
results, multiple perceived oral health measures might be useful for screening purposes, since the

three used m this study provided different results and thus measured different aspects of perceived



oral health. The factors behind the changes in perceived oral health and self-assessed treatment need
in age-groups and the pathways to oral health service use also need to be explained. Research

including both perceived and clinical indicators is needed to understand need for care as a whole.

ACKNOWLEDGEMENTS

The Health 2000 (http//www.terveys2000.1f1) and Health 2011 (http//www.terveys2011.info/)

surveys were organized by the National Institute for Health and Welfare (THL), formerly the
National Public Health Institute (KTL), of Finland, and partly supported by the Finnish Dental
Society Apollonia and the Finnish Dental Association. Eeva Torppa-Saarinen acknowledges a
personal grant from the Finnish Dental Society Apollonia. The authors declare no potential conflicts
of interest with respect to the authorship and/or publication of this article.


http://www.terveys2000.fi/
http://www.terveys2011.info/

References

1. Tseveenjav B, Suominen AL, Varsio S, Knuuttila M, Vehkalahti M. Do self-assessed oral health
and treatment need associate with clinical findings? Results from the Finnish Nationwide Health
2000 Survey Acta Odontol Scand 2014;72:926-935

2. Sheiham A, Tsakos G. Oral health needs assessment. In: C. Pine, R. Harris, editors. Community
oral health, London; Quintessence Publishing, 2007

3. White DA, Tsakos G, Pitts NB, Fuller E, Douglas GVA, Murray JJ, Steele JG. Adult dental
health survey 2009: Common oral health conditions and their impact on the population. Br Dent J
2012;213:567-72.

4. Sanders AE, Slade GD, Lim S, Reisine ST. Impact of oral disease on quality of life in the US and
Australian populations. Community Dent Oral Epidemiol 2009;37:171-81.

5. John MT, LeResche L, Koepsell TD, Hujoel P, Miglioretti DL, Micheelis W. Oral health-related
quality of life in Germany. EurJ Oral Sci2003;111:483-91.

6. Locker D, Quifionez C. Functional and psychosocial impacts of oral disorders in Canadian
adults: A national population survey. J Can Dent Assoc 2009;75:521-521¢

7. Dahl KE, Wang NJ, Ohrn K. Does oral health matter in people's daily life? Oral health-related
quality of life in adults 35-47 years of age in Norway. IntJ of Dent Hyg 2012;10:15-21.

8. Suominen-Taipale L, Nordblad A, Vehkalahti M, Aromaa A. 2008. Oral Health in the Finnish
Adult Population: Health 2000 Survey. http//urn.fi/URN:ISBN:978-951-740-852-3 (Jan 21, 2018)

9. Slade GD. Derivation and validation of a short-form oral health impact profile. Community Dent
Oral Epidemiol 1997;25:284-90.

10. Kaprio H, Suominen AL, Lahti S. Association between subjective oral health and regularity of
service use. EurJ Oral Sci 2012;120:212-7.

11. Slade GD, Nuttall N, Sanders AE, Steele JG, Allen PF, Lahti S. Impacts of oral disorders in the
United Kingdom and Australia. Br Dent J 2005;198:489-93.

12. Raittio E, Kiiskinen U, Helminen S, Aromaa A, Suominen AL. Dental attendance among adult
Finns after a major oral health care reform. Community Dent Oral Epidemiol. 2014;42:591-602

13. Laiho J, Djerf K, Lehtonen R. in Heistaro (editor) 2008. Methodology report: Health 2000
survey. http//urn. fYURN NBN:fi-fe201204193320 (Jan 15, 2018)

14. Lundqvist A, Miki-Opas T (editors) The Health 2011 Survey- Methods
http//urn. fyURN :ISBN :978-952-302-669-8 (Sep 16, 2017)

15. Lahti S, Suominen-Taipale L, Hausen H. Oral health impacts among adults in Finland:
Competing effects of age, number of teeth, and removable dentures. EurJ Oral Sci 2008;116:260-6.


http://urn.fi/URN:ISBN:978-951-740-852-3
http://urn.fi/URN:ISBN:978-952-302-669-8

16. Ekbick G. Satisfaction with teeth and life-course predictors: A prospective study of a Swedish
1942 birth cohort. Eur J Oral Sci 2012;118:66.

17. Locker D, Quifionez C. To what extent do oral disorders compromise the quality of life?
Community Dent Oral Epidemiol 2011;39:3-11.

18. Ramraj C, Quifionez C. 2013. Self-reported cost-prohibitive dental care needs among
Canadians. IntJ Dent Hyg 2013;11:115-20.



Table 1. Descriptive statistics of subjective oral health (SOH, women n=2483, men n=1975), self-
assessed treatment need (STN, women n=3025, men n=2420) and oral health-related quality of life

(OHIP-14 OFoVo! prevalence, extent and severity, women n=1894, men n=1477).

Women Men
2000 2011 p? 2000 2011 p?
Average/Poor SOH (%) 27 21 <0.001 31 28 0.012
STN (%) 48 44 0.003 47 48 0.471
OHIP-14 OFoVo prevalence (%) 32 26 <0.001 32 25 0.001
OHIP-14 OFoVo extent (mean) 091 0.82 0.004 0.87 0.82 0.208
OHIP-14 severity (mean) 330 2.78 <0.001 3.45 296 <0.001

1

2 based on McNemar test (percentages) or Wilcoxon signed rank test (means)

oral impacts occurring occasionally, fairly often or very often



Table 2. Distributions of 4-class change variables for subjective oral health (SOH), self-assessed

treatment need (STN), and oral impacts occurring occasionally, fairly often or very often (OFoVo

prevalence) m 2000-2011.

n Worsening ~ Stable  Stable  Improvement p' OR?
poor good
All SOH 4458 11 13 60 16 <0.001 4.54
STN 5445 21 25 32 22 0.094 1.79
OFoVo 3371 11 15 58 16 <0.001 4.51
prevalence
Men SOH 1975 13 16 55 16 0.012 435
STN 2420 22 26 31 21 0471 1.78
OFoVo 1477 11 15 58 16 0.001 5.06
prevalence
Women SOH 2483 10 11 63 16 <0.001 4.65
STN 3025 19 24 34 23 0.003 1.82
OFoVo 1894 12 14 57 17 <0.001 4.14
prevalence

I'based on McNemar test

2OR for risk of being good (or poor) in 2011 when reported good (or poor) in 2000



Table 3. Age-specific distributions of 4-class change variables for subjective oral health (SOH),

self~assessed treatment need (STN), and oral impacts occurring occasionally, fairly often or very
often (OFoVo prevalence) in 2000-2011.

Born n Worsening ~ Stable  Stable  Improvement p' OR?
poor good

1971 SOH 610 12 6 71 11 0.485  3.56
STN 931 24 23 34 19 0.042 1.66

1956- SOH 1451 9 13 64 14 <0.001 6.27

70
STN 1746 20 29 28 23 0.123 1.82
OFoVo 1301 12 12 61 15 0.108  3.99
prevalence

1946- SOH 1127 12 14 58 16 0.011 4.42

55
STN 1306 19 25 32 23 0.054 1.79
OFoVo 1026 10 14 58 18 <0.001 4.56
prevalence

-1945  SOH 1270 12 17 50 21 <0.001 3.39
STN 1462 19 21 38 22 0.125 1.78
OFoVo 1044 12 18 54 16 0.010  5.10
prevalence

'based on McNemar test
2OR for risk of being good (or poor) in 2011 when reported good (or poor) in 2000



Table 4. Age- and gender-specific distributions of 4-class change variables for subjective oral health
(SOH), self-assessed treatment need (STN), and oral impacts occurring occasionally, fairly often or
very often (OFoVo prevalence) m 2000-2011.

Born n  Worsening Stable Stable Improvement p' OR’
poor  good

SOH 1971- Men 263 16 8 66 10 0.060 3.27
Women 347 8 5 76 11 0.358 4.07

1956- Men 648 9 16 61 14 0.030 7.83

70 Women 803 9 9 68 14 0.006 4.81

1946- Men 520 14 17 51 18 0.011 3.43

> Women 607 10 12 64 14 0.072  5.71

-1945 Men 544 14 19 47 20 <0.001 3.10

Women 726 11 16 53 20 <0.001 3.63

STN 1971-  Men 427 27 24 33 16 <0.001 1.82
Women 504 21 23 33 23 0.427 1.60

1956- Men 783 20 32 25 23 0.034 1.82

70 Women 963 20 27 30 23 0.232  1.80

1946- Men 602 20 24 33 23 0.054 1.74

> Women 704 19 26 31 24 0.090 1.82

-1945 Men 608 22 21 36 21 0.089 1.65

Women 854 18 20 39 23 0.034 1.89

OFoVo 1956- Men 566 14 12 61 13 0.924 4.18
prevalence 70 Women 735 12 12 60 16 0.088 3.91
1946- Men 460 8 14 59 19 <0.001 5.70

> Women 566 11 14 57 18 0.017 3.86

-1945 Men 451 11 15 58 16 0.010 6.02

Women 593 12 17 54 17 0.037 4.5l

I'based on McNemar test
2OR for risk of being good (or poor) in 2011 when reported good (or poor) in 2000



Table 5. Association of changes in average/poor subjective oral health (SOH), self-assessed

treatment need (STN) and oral impacts occurring occasionally, fairly often or very often (OFoVo
prevalence) from 2000 to 2011 by gender, birth year, SOH, STN and OFoVo prevalence analyzed
by General linear mixed model

Reference  OR for Average/poor OFoVo
group SOH STN prevalence
OR p OR p OR p
Gender Women Men 1.48 <0.001 0.98 0.767 0.88 0.009
Born —1945 1956-70 0.60 <0.001 1.70  <0.001 0.68 <0.001
1946-55 0.75 <0.001 1.31 <0.001 0.76  <0.001
SOH Stable Stable poor 4.14 <0.001 3.79 <0.001
good Worsening 2.01  <0.001 242  <0.001
Improvement 245 <0.001 2.06 <0.001
STN Stable Stable poor 5.60 <0.001 1.95 <0.001
good Worsening 2.13  <0.001 1.26 0.007
Improvement 2.79 <0.001 1.33 0.003
OFoVo Stable Stable poor 3.51 <0.001 1.81 <0.001
prevalence  good Worsening 2.29  <0.001 1.47 <0.001
Improvement 2.01 <0.001 1.21 0.010




Legends of the tables and figure

Table 1. Descriptive statistics of subjective oral health (SOH, women n=2483, men n=1975), self-
assessed treatment need (STN, women n=3025, men n=2420) and oral health-related quality of life
(OHIP-14 OFoVo! prevalence, extent and severity, women n=1894, men n=1477).

Table 2. Distributions of 4-class change variables for subjective oral health (SOH), self-assessed
treatment need (STN), and oral impacts occurring occasionally, fairly often or very often (OFoVo
prevalence) n 2000-2011.

Table 3. Age-specific distributions of 4-class change variables for subjective oral health (SOH),

self~assessed treatment need (STN), and oral impacts occurring occasionally, fairly often or very

often (OFoVo prevalence) n 2000-2011.

Table 4. Age- and gender-specific distributions of 4-class change variables for subjective oral health
(SOH), self-assessed treatment need (STN), and oral impacts occurring occasionally, fairly often or
very often (OFoVo prevalence) m 2000-2011.

Table 5. Association of changes in average/poor subjective oral health (SOH), self-assessed
treatment need (STN) and oral impacts occurring occasionally, fairly often or very often (OFoVo
prevalence) from 2000 to 2011 by gender, birth year, SOH, STN and OFoVo prevalence analyzed

by General linear mixed model.

Figure 1. Participants at the different phases of the study.






