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RESUMO

Este estudo de coorte prospectivo de base populacional teve como objetivo investigar
se a classificacdo da atividade de carie do paciente com base na avaliagdo da
atividade da lesédo de carie, pode prever a progressao de lesdes de carie coronaria e
radicular em adultos e idosos. Foram incluidos 413 individuos (idade média 54,1
10,6) do sul do Brasil, que foram examinados no inicio do estudo (2011-2012) e apos
um intervalo médio de 4,2 anos (£ 0,5). A coleta de dados incluiu um questionario e
exame clinico para registro de carie coronaria e radicular e recessao gengival. Os
principais resultados deste estudo foram o incremento do CPOS e a progressao da
carie (analise em nivel de superficie). A principal variavel preditora foi a atividade de
carie dos pacientes no inicio do estudo (“carie inativa” ou “carie ativa”). Modelos de
regressao binomial negativa (n&o ajustados e ajustados) foram usados para estimar o
risco de incremento de CPOS e progressao de carie ao longo do periodo de estudo.
Foram estimadas as razdes de risco de incidéncia (IRR) e seus respectivos intervalos
de confianga de 95% (IC). Embora o incremento geral de CPOS tenha sido
significativamente maior entre individuos carie ativos, nenhuma associagao entre a
atividade de carie dos pacientes e o incremento de CPOS foi observada na analise de
avaliagcéo de risco (carie coronaria, IRR = 1,16, IC 95% = 0,77-1,75; cérie radicular,
IIR=1,10, IC 95% = 0,73-1,60). No entanto, o risco de progresséo de carie coronaria
em superficies restauradas foi 90% maior entre pacientes com carie ativos (IRR=1,9;
IC 95%=1,4-2,6). Além disso, a atividade de carie do paciente foi capaz de prever
maior risco de progressdo de carie radicular em superficies radiculares recém-
expostas (IRR = 1,9, IC 95% = 1,0-3,6). A classificacdo da atividade de carie de um
paciente com base na atividade da lesdo foi capaz de prever a progressédo da lesao

nas superficies coronal e radicular mais suscetiveis a carie em adultos e idosos.

Palavras-chave: Carie Dentaria. Carie Radicular. Estudos de Coortes. Progresséo da
Doenca; Medigao de Risco.



ABSTRACT

This population-based prospective cohort study aimed to investigate whether the
classification of a patient’s caries activity based on lesion activity assessment can
predict the progression of coronal and root caries lesions among adults and the elderly.
It included 413 individuals ( 54.1% 10.6) from southern Brazil, who were examined at
baseline (2011-2012) and after a mean time interval of 4.2 years (+ 0.5). Data collection
included a questionnaire and clinical oral examination to record coronal and root caries
and gingival recession. The main outcomes of this study were DMFS increment and
caries progression (surface-level analysis). The main predictor variable was patients’
caries activity at baseline (“caries-inactive” or “caries-active”). Negative binomial
regression models (unadjusted and adjusted) were used to estimate the risk for DMFS
increment and caries progression over the study period. Incidence risk ratios (IRR) and
their respective 95% confidence intervals (Cl) were estimated. Although the overall
DMFS increment was significantly higher among caries-active individuals, no
association between patients' caries activity and DMFS increment was noticed in the
risk assessment analysis (coronal caries, IRR=1.16, 95%CI=0.77-1.75; root caries,
IRR=1.10, 95%CI=0.73-1.60). However, the risk for coronal caries progression on filled
surfaces was 90% higher among caries-active patients (IRR=1.9; 95%CI=1.4-2.6). In
addition, patient’'s caries activity was able to predict higher risk for root caries
progression in newly exposed root surfaces (IRR=1.9, 95%CI=1.0-3.6). The
classification of a patient’s caries activity based on lesion activity was able to foresee
lesion progression on the coronal and root surfaces more susceptible to caries among

adults and the elderly.

Keywords: Dental Caries. Root Caries. Cohort study. Disease Progression; Risk

assessment.
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1 INTRODUGAO

A cérie nao é um evento singular/inico, mas sim um processo, o resultado do
acumulo de uma série eventos em um determinado periodo (FEJERSKOV, 1997). Na
saude existe um equilibrio entre os minerais da superficie dentaria e o biofilme
dentario. As lesdes de carie formam-se a partir do resultado de sucessivos processos
metabdlicos do biofilme (FEATHERSTONE, 2008).

A formacao da lesdo ocorre pela dissolugcdo quimica localizada da superficie
dentaria, quando ha queda do pH abaixo de um certo nivel no biofiime e existe
predominédncia da perda mineral (FEJERSKOV, O.; KIDD, EAM.; NYVAD, B
BAELUM, V., 2008). O resultado desses processos ao longo do tempo é o
desenvolvimento ou progressdo de uma lesdo de carie (FEJERSKOV, 1997). Esta
perda cumulativa de minerais em magnitude, aumenta a porosidade do esmalte
causando uma diminuicdo da translucidez. As lesdes ativas em esmalte sio
visualizadas clinicamente como lesdes brancas opacas com formato que reflete a area
de estagnagao de biofilme (FEJERSKOV, O.; KIDD, EA.; NYVAD, B.; BAELUM, V.,
2008), quando localizadas em dentina apresentam consisténcia amolecida
(FEJERSKOV; KIDD; NYVAD, 2008). Quando o processo de redeposicdo mineral
prevalece, devido a remocgao do biofilme ou a elevacao do pH na interface entre o
biofilme e a superficie do dente, ocorre a paralizagao da progressao da leséo (NYVAD;
FEJERSKOV, 1997), processo popularmente conhecido como inativagdo. Nesta lesao
inativa observa-se um rearranjo dos cristais apds a exposicdo a saliva ou a
redeposi¢cao de minerais dissolvidos nas partes da lesao subsuperficial (FEJERSKOV;
KIDD; NYVAD, 2008). No processo de inativagdo observa-se um gradual aumento do
desgaste da superficie erodida (HOLMEN; THYLSTRUP; ARTUN, 1987a; b). Este
processo de remineralizagdo e de desgaste tem como consequéncia a modificagao
do aspecto clinico da lesdo para uma lesdo com superficie lisa, brilhante e
consisténcia endurecida (ARTUN; THYLSTRUP, 1986; 1989).

. Caracteristicas clinicas das lesdes tem sido utilizadas para a avaliacdo da
atividade das les6es (GUSTAFSSON; QUENSEL; LANKE; LUNDQVIST et al., 1954;
HOLMEN; THYLSTRUP; ARTUN, 1987a; b; HOLMEN; THYLSTRUP; OGAARD;
KRAGH, 1985a; b). Diversos métodos objetivos e visuais de diagnéstico da atividade
das superficies foram propostos (EKSTRAND; MARTIGNON; RICKETTS; QVIST,
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2007; NYVAD; MACHIULSKIENE; BAELUM, 1999). Em principio a lesao ativa (em
progressao), necessita de controle, e por vezes tratamento restaurador, para
interromper seu avango, enquanto a lesdo paralisada/inativada ndo necessita
intervencdo. Porém, o uso de diferentes critérios clinicos ainda € amplamente
discutido na literatura, para determinar em um unico exame, a atividade da lesao, de
forma confiavel. Unica maneira de se saber se uma ou mais superficies estdo
progredindo €, observando as progressdes das mesmas, em exames consecutivos
(EKSTRAND; ZERO; MARTIGNON; PITTS, 2009). Estudos clinicos, entretanto,
demonstram similaridade na progressao lesdes ativas e inativas (CABRAL; LEAL;
BERNARDINO; SOVIERO et al., 2022; FERREIRA ZANDONA; SANTIAGO;
ECKERT; KATZ et al., 2012; NYVAD; MACHIULSKIENE; BAELUM, 2003). Estes
estudos tém focado apenas no diagnodstico da atividade da lesdo e nao avaliam o
paciente como um todo. Um paciente pode apresentar lesdes antigas paralisadas, e
estar no momento do exame com doenca, tendo processo de perda mineral. Um
estudo em adolescentes demonstrou que lesdes inativas em um individuo com
atividade (doente) apresentam maior taxa de progressdo que lesdes inativas em
pacientes sem atividade de carie (MALTZ; LEAL; WAGNER; ZENKNER et al., 2020).

O diagndstico e a tomada de decisao, devem sempre se um ato cauteloso. Nao
se deve negligenciar doengas que precisam de tratamento e, ao mesmo tempo, nao
se pode fazer um diagnostico de presencga de doenga quando nao se justifica (NYVAD,
2004). Quando pensamos no diagndstico da doenga carie, ndo € somente a mera
detecgdo da presenca da lesdo, implica decidir se a lesdo esta progredindo (com
perda mineral ativa) ou se apresenta sinais de paralizagéo (inativagédo), determinar a
profundidade desta lesdo, bem como avaliar a velocidade da progresséo (rapida ou
lenta) (EKSTRAND; RICKETTS; KIDD, 2001).

A chave principal no processo de diagnéstico € conseguir identificar os
pacientes em termo de presencga ou auséncia de doenca carie. Porém, atualmente,
nao ha um consenso. A avaliagao das caracteristicas clinicas da lesao parecem ser o
método mais apropriado para diagnosticar a presenga ou auséncia de progressao da
doencga. Pois, o diagnostico da presengca de uma lesdo ativa, apesar das suas
limitagcdes, € a manifestagao da doencga naquele momento especifico, podendo assim
indicar que o paciente esta doente. Um estudo de coorte recente em adolescentes
baseou o diagnostico da atividade de carie do paciente (presenga de doenga) na

presencga de lesdo ativa. O risco de progressao de carie de superficies higidas foi
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maior entre os carie ativos quando comparado aos demais grupos sem lesdes ativas
de carie (livres de carie: IIR = 2,78, IC 95% = 1,63—4,72; Carie inativa: IIR = 2,19, IC
95% = 1,65-2,90) (MALTZ; LEAL; WAGNER; ZENKNER et al., 2020). Este estudo
demonstrou a possibilidade de definir o perfil de atividade de carie com base nas
caracteristicas clinicas da leséo.

Contudo, ndo existem estudos observado esta forma de analise em populagao
adulta e idosa e nem em relag&o a carie radicular. Portanto, o objetivo deste estudo
foi investigar se a classificacdo da atividade de carie de um paciente com base na
avaliacao da atividade da les&do pode predizer a progressao de lesdes de carie coronal

e radicular em adultos e idosos.
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2 OBJETIVOS

2.1 OBJETIVO GERAL

Investigar se a classificagdo da atividade de carie de um paciente com base
na avaliagcdo da atividade da lesdo pode predizer a progresséo de lesdes de carie

coronaria e radicular em adultos e idosos.

2.2 OBJETIVOS ESPECIFIOCOS

o Determinar se classificacdo da atividade de carie do paciente com base
na avaliacdo da atividade da lesdo pode predizer incremento no indice
CPOS (coronario) e COS (radicular) e o risco de incremento;

e Avaliar se classificagao da atividade de carie do paciente com base na
avaliagao da atividade da lesdo é capaz de determinar a taxa de

progressao das lesdes e o risco de progressao das lesoes;
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surfaces were classified as unexposed at the baseline examination (62.7%, n = 16,416)
while 37.3% (n=9,757) were exposed.

Table 3 shows the median and interquartile range of baseline DMFS, T-DMFS,
and M-DMFS increments according to patients’ caries activity and age groups, for
coronal and root caries. Individuals classified as caries-inactive and as caries-active had
similar median DMFS at baseline, except for the youngest age group (35-47 years), in
which a significantly higher median DMFS was found among caries-active patients.
Concerning T-DMFS and M-DMFS increments, significantly higher medians were
observed among caries-active patients for the overall increment as well as for the
youngest and the oldest groups. In the risk assessment analysis, a borderline association
between patients’ caries activity and T-DMFS increment was observed (IRR=1.38,
95%CI=0.99-1.90); however, we were able to observe a significant association between
patients' caries activity and M-DMFS increment (IRR=1.26, 95%CI=1.01-1.58).
Regarding root caries, no differences of T-DFS or M-DFS increments between caries-
active and caries-inactive patients were found. Similarly, no association between patients’
caries activity and root T-DFS (IRR=1.14; 95%CI=0.80-1.64) or M-DFS (IRR=1.19,
95%CI=0.92-1.55) increments was found.

Table 4 shows the progression rates of coronal and root caries and the risk for
caries progression according to the patients’ caries activity (surface-level analysis). For
coronal caries, patients classified as caries-active at baseline showed significantly higher
overall progression rates, being this difference also significant for inactive ICDAS 1-4
lesions and filled surfaces. The risk for coronal caries progression on filled surfaces was
90% higher among caries-active patients (IRR=1.9, 95%CI=1.4-2.6). For root caries, the
progression rate for newly exposed surfaces was significantly higher among caries-active
individuals than among caries-inactive ones. Caries activity was able to predict higher

risk for root caries progression on these root surfaces (IRR=1.9, 95%CI=1.0-3.6).

Discussion

This study evaluated the reliability of the lesion activity assessment as a tool to diagnose
a patient’s caries activity and ultimately predict coronal and root caries
increment/progression in adults and the elderly from southern Brazil. Although this
criterion was unable to predict the traditional DMFS increment, it was able to predict the

modified DMFS as well as lesion progression at the surface-level. To the best of our
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knowledge, this is the first study assessing this issue in this age group and including root
caries.

A previous study by our research group recently demonstrated the possibility of
defining a patient’s caries activity profile based on lesion features among adolescents
(Maltz et al., 2020). We showed that sound surfaces from caries-free and caries-inactive
adolescents were less likely to develop caries than those from caries-active individuals.
Performing a similar analytical approach, the present study showed that caries-active
adults and elders were more likely to have caries progression in filled coronal surfaces
and newly exposed root surfaces. In this population of adults and elderly, coronal surfaces
more prone to disease development have already been restored and we could observe that
they will progress. Our results are aligned with the results of a systematic review
(Demarco et al., 2012) and a clinical trial (Montagner et al., 2018) showing that patients
without disease activity control (“high caries risk’) have more restorative failures, being
secondary caries the most common reason for failure. In other words, the same sites
affected by primary caries lesions will be affected by secondary caries lesions. In the same
sense, no increased risk for caries progression was observed in sound surfaces of caries-
active adults and elderly, which suggests that such surfaces were less prone to caries
throughout life. This reduced susceptibly to caries may be attributed to several reasons,
such as not being predilection sites for plaque stagnation or having a favorable position
in the oral cavity, with greater salivary supply or regions of self-cleaning by the tongue
or oral mucosa.

Regarding newly exposed root surfaces, it is known that the portion of root dentin
recently exposed to the buccal medium has not undergone a mineral substrate maturation
process, due to the ionic process of de-remineralization of the root surface layer (dentin)
and incorporation of fluoride ions to dental hydroxyapatite in replacement of calcium
carbonate (Paris et al., 2020). Therefore, this tissue tends to be more susceptible to the
caries process than root surfaces already exposed to the oral environment for longer
periods. This post-eruptive maturation process is well documented for the enamel (Lynch,
2013) and the same goes for the root dentin.

Unlike the surface-level analysis, the classification of a patient's caries activity
profile failed to predict an increase in the T-DMFS increment over time (borderline
association). In this traditional way of calculation, only sound surfaces are liable to have
caries increment, as migrations among DMFS components are not computed. Therefore,

this lack of association may be attributed to the great burden of caries disease of this
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population (median baseline DMFS of 69), which lead us to infer that the surfaces more
prone to caries development have already been affected, with no room for new affected
surfaces. This finding is aligned with the surface-level analysis showing no association
between patients’ caries activity and progression in sound surfaces. On the other hand,
when analyzing the M-DMFS, which takes into account the migrations from filled to
decayed, filled to missing, and decayed to missing, it was possible to detect an increased
risk for caries increment among caries-active individuals. This finding is also aligned with
the surface-level analysis showing an increased risk of progression in the filled surfaces
of caries-active patients. The occurrence of secondary caries does not represent a
numerical increase in the number of affected surfaces in the T-DMFS, but it does in the
M-DMEFS. In this sense, to improve insight into caries progression rates in adult and
elderly populations and create useful data for policymakers, each surface/tooth must be
compared to itself in cohort studies, since the traditional DMFS increment may often
underestimate disease recurrence and the real need for treatment in the population under
investigation.

Among the strengths of this study, we could emphasize its originality, with the
validation of a criterion that determines caries activity in a cohort study of adults and the
elderly. As well, the clinical examination protocol, encompassing tooth cleaning and
drying, and the high examiners’ reproducibility confer a high internal validity to the study.
In addition, its population-based sample and the sampling strategy improve the study
external validity. Limitations of our study include the low retention rate and discrepancies
between some demographic and socioeconomic characteristics between followed
individuals and those lost to follow-up. To account for a possible participation bias, a
non-response weight variable taking into consideration the probability of participation
was used to adjust the estimates.

In conclusion, the classification of a patient's caries activity based on lesion
activity assessment was able to foresee lesion progression on the coronal and root surfaces
more susceptible to caries in adults and the elderly. It was observed that caries-active
patients have a greater risk for caries progression in filled coronal surfaces and newly
exposed root surfaces. Thus, it is important to emphasize the importance of a complete
clinical examination, including the activity assessment, to be used as a criterion to define

the patient’s activity profile and, ultimately, to define a basis for the long-term evaluation.
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Figure 1. Flowchart of sampling strategy and response rate (PSU = primary sampling

unit).
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Table 1. Characteristics of the individuals included in the
study (n=413).

n Y%
Sex
Female 271 65.4
Male 143 34.6
Age group
35-47 117 19.3
48-63 220 52.2
>64 76 28.5
Socio-demographic status
Low 180 43.6
Middle 135 32.7
High 98 23.7
Educational level
Low 83 20.1
Middle 175 42.4
High 155 37.5
Access to dental services
None/irregular 312 75.5
Regular 101 24.5
Tooth brushing frequency
<1 time/day 45 10.9
2 time/day 137 33.2
>3 time/day 231 55.9

Mean (SE) Median (IQR)

Baseline caries experience

Coronal DMFS 70 (1.6) 69 (47, 97)
Root DFS 0.9 (1.6) 0(0,1)
Root caries index 8.8 (17.7) 0(0,11)

SE = standard error; IQR = interquartile range.



Table 2. Sample description at tooth and surface
levels.

Tooth-level

Coronal n %
Tooth type
Anterior 3,813 494
Posterior 3,900 50.6
Arch
Upper 3,466 44.9
Lower 4,247 55.1
Total 7,713 100.0
Root n %
Tooth type
Anterior 3,562 51.8
Posterior 3,317 48.2
Arch
Upper 3,079 44.8
Lower 3,800 55.2
Total 6,879 100.0
Surface-level
Coronal n %
Surface type
Free smooth 15,481 40.1
Occlusal 7,703 20.0
Proximal 15,385 39.9
Caries status
Sound 26,662 69.1
Inactive lesions (cpasi4) 5,053 13.1
Active lesion (1cpas 1-4) 126 0.3
Filled 6,728 17.4
Total 38,569 100.0
Root n %
Surface type
Buccal 5,337 20.4
Palatal 7,040 26.9
Proximal 13,796 52.7
Caries status
Unexposed 16,416 62.7
Exposed 9,757 37.3

Total 26,173 100.0




Table 3. Median and interquartile range of coronal and root caries (baseline and increment) according to the patients’ caries activity and age group.

CORONAL CARIES
Baseline DMFS T-DMEFS increment M-DMFS increment Risk for caries increment
Age group Age group Age group IRR (95%CI)*
3547y 48-63y 64y Total 55 47y 4863y 64y %@ 3547y 4863y seay  °% 1pwmEs M-DMFS
Inactive 3742 714D 99 Ac 68 A ] A2 ] Aab 3 Ab 2A 5 Aa g Ab 5 Aab 64 Ref Ref
o erew  (22-57)  (50-92)  (73-116)  (41-98)  (0-6) (0-7) (0-7) (0-6) (2-9) (2-15 (@2-11) (2-13) : '
Active 55 Ba g2 Ab 101 A¢ 7154 4 Ba D Aa g Bb 3B 11 Ba 7 Aa 16 Bb 108 1.38 1.26

3424% (30-69) (58-98) (77-128) (48-97) (0-10) (0-9) (5-18) (0-11) (2-17) (5-15) (11-21) (4-17) (0.99-1.90)  (1.01-1.58)

Total 402 73 b 99 © 69 28 28 4" 0 6% g2 758 7
a3ao0%w  (26-63)  (53-96)  (74-122)  (42-97)  (0-7) (0-8) 0-9) (2-8) (2-13) (3-15) (3.5-15) (3-15)

ROOT CARIES

Baseline DFS T-DFS increment M-DFS increment Risk for caries increment
Age group Age group Age group IRR (95%CI)*

3547y 48-63y 64y Total 55 47y 4863y 64y  °% 3547y 4863y seay  °%  rppg M-DFS
Inactive 0 Aa 0 Ab 0 Ab 0 A 0 Aa 1 Ab 5 Ab 0 A 0 Aa 0 Ab 0 Ab 0 A Ref Ref
274 683%)  (0-0) (0-2) (0-2) (0-2) (0-1) (0-3) (04) (0-2) (0-1) (1-3) (1-4) (1-3) ' '
Active 0 Ba 0 AP 0 AP 04 0 Aa 1 A 3 Ab 14 04 04 04 04 1.14 1.19
12717%) _ (0=2) (0-2) (0-3) (0-2) (0-1) (0-2) 0-7) (03 (12 (2-3) (1.5-5) (1-3)  (0.80-1.64) (0.92-1.55)
Total 0? 0? 0? 0 0? 1° 1° 0 0? 0° 0°
401 100%)  (0-1) (0-2) (0-2) (0-2) (0-1) (0-3) (04) (0-2) (0-2) (1-3) (1-4)

Different lowercase superscripts indicate statistically significant difference in rows; different uppercase superscripts indicate statistically significant difference in columns (Wald test and Dunn test, p < 0.05, respectively).
* Negative binomial regression model adjusted for sex.
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Table 4. Progression rates for coronal and root caries lesions and the risk for caries progression

according to patient’s caries activity.

Progression rates Risk for caries progression

Inactive Active IRR (95% CI)* p

Coronal Caries

Sound 9.4% A 9.9% A4 0.9 (0.7-1.3) 0.7
(1,748/18,612)  (799/8,050)

Inactive ICDAS 1-4  15.4%B® 19.9%B 1.2 (0.9-1.5) 0.1
(482/3,128) (384/1,925)
Active ICDAS 1-4 - 29.4%C -
(37/126)
Filled 9.5%A8 19.4%B 1.9 (1.4-2.6) <0.001
(512/5,391) (259/1,337)
Total  10.1% ® 12.9%° 1.2 (0.9-1.6) 0.8

(2,742/27,131)  (1,479/11,438)

Root Caries

Unexposed 0.5%"2 0.9%"° 1.9 (1.0-3.6) 0.05
(54/11,305) (46/5,111)

Exposed  5.1%5 5.49% B 1.0 (0.8-1.5) 0.7
(353/6,928) (152/2.829)

Total 2.2%?* 2.5%? 1.1(0.8-1.6) 04

(407/18,233) (198/7,940)

Different lowercase superscripts indicate statistically significant difference in rows; Different uppercase superscripts indicate
statistically significant difference in columns (Fisher's exact test, p < 0.05).

*Negative binomial regression model adjusted for tooth type, arch, and surface type.



4 CONSIDERAGOES FINAIS

Este estudo avaliou o uso das caracteristicas clinicas de atividade da lesao de
carie para o diagnodstico da atividade de doenga carie em adultos e idosos. Embora
esse critério ndo tenha sido capaz de prever o incremento de CPOS (DMFS), ele foi
capaz de prever a progressao da lesao no nivel da superficie. Até onde sabemos, este
€ o primeiro estudo que avalia a atividade de doenca carie, com base nas
caracteristicas clinicas da lesdo, nessa faixa etaria e incluindo carie radicular.

Ao contrario da analise de nivel de superficie, a classificacdo do perfil de
atividade de céarie de um paciente ndo conseguiu prever um aumento no DMFS ao
longo do tempo. Isso pode ser atribuido a grande carga de doenga céarie dessa
populagdo. A ocorréncia de carie secundaria nao representa um aumento numérico
no numero de superficies afetadas, uma vez que a transicdo da superficie preenchida
para cariada e da superficie preenchida para a perdida nido € computada no
incremento geral do DMFS. Para melhorar a percepg¢ao das taxas de progressao da
carie nas populacdes cada superficie/dente foi comparado a si mesmo no presente
estudos de coorte. O presente estudo demonstrou que adultos e idosos carie ativos
sdo0 mais propensos a ter progressao de carie em superficies coronarias restauradas
e radiculares recém-expostas do que os pacientes carie inativos.

As superficies coronarias com lesbes de carie primaria, portanto as mais
susceptiveis a processo de desmineralizagdo, foram as que desenvolveram novas
lesbes de carie (carie secundaria). Seguindo a mesma ldégica, nenhum risco
aumentado para progressao de carie foi observado em superficies higidas de adultos
e idosos ativos a carie, o que sugere que tais superficies foram menos propensas a
carie ao longo da vida.

As superficies radiculares com exposi¢ao nos periodos de observacgao foram
mais suscetiveis ao processo de carie do que as superficies radiculares ja expostas
ao meio bucal por periodos mais longos. A dentina radicular recentemente exposta ao
meio bucal ndo sofreu um processo de maturagcdo do substrato mineral a partir do
processo des-re que ocorre naturalmente nas superficies apoés contato com meio
bucal.

A classificacdo da atividade de carie de um paciente com base na avaliagao da

atividade da lesdo foi capaz de prever a progressao da lesdo nas superficies



coronarias e radicular mais suscetiveis a progressao/incremento de carie em adultos

e idosos.
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ANEXO 1 - STROBE Statement—Checklist of items that should be included in reports of

cohort studies

Item Page
No Recommendation No
Title and abstract 1 (a) Indicate the study’s design with a commonly used term in the title or
the abstract
(b) Provide in the abstract an informative and balanced summary of | 17/19
what was done and what was found
Introduction
Background/rationale 2 Explain the scientific background and rationale for the investigation | 20
being reported
Objectives 3 State specific objectives, including any prespecified hypotheses 20/21
Methods
Study design 4 Present key elements of study design early in the paper 21
Setting Describe the setting, locations, and relevant dates, including periods of | 21
recruitment, exposure, follow-up, and data collection
Participants 6 (a) Give the eligibility criteria, and the sources and methods of selection 21
of participants. Describe methods of follow-up
(b) For matched studies, give matching criteria and number of exposed
and unexposed
Variables 7 Clearly define all outcomes, exposures, predictors, potential | 21/22
confounders, and effect modifiers. Give diagnostic criteria, if applicable
Data sources/ 8* For each variable of interest, give sources of data and details of | 21/22
measurement methods of assessment (measurement). Describe comparability of
assessment methods if there is more than one group
Bias 9 Describe any efforts to address potential sources of bias 24
Study size 10 Explain how the study size was arrived at 21
Quantitative variables 11 Explain how quantitative variables were handled in the analyses. If | 23
applicable, describe which groupings were chosen and why
Statistical methods 12 (a) Describe all statistical methods, including those used to control for | 23

confounding

(b) Describe any methods used to examine subgroups and interactions
(c) Explain how missing data were addressed

(d

(e

) If applicable, explain how loss to follow-up was addressed
)

Describe any sensitivity analyses




Results

Participants

13*

(a) Report numbers of individuals at each stage of study—eg numbers
potentially eligible, examined for eligibility, confirmed eligible, included
in the study, completing follow-up, and analysed

(b) Give reasons for non-participation at each stage

(c) Consider use of a flow diagram

24

Descriptive data

14*

(a) Give characteristics of study participants (eg demographic, clinical,
social) and information on exposures and potential confounders

(b) Indicate number of participants with missing data for each variable
of interest

(c) Summarise follow-up time (eg, average and total amount)

25

Outcome data

15*

Report numbers of outcome events or summary measures over time

25




