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Abstract

Objective: The original English version of Child Oral
Health Impact Profile—Short Form 19 (COHIP-SF 19), used
to evaluate the oral health-related quality of life, has been
translated into Chinese, Arabic, and Portuguese. The aim of
this study was to assess the psychometric properties of a
Myanmar version of the COHIP-SF 19 (Myanmar COHIP-SF
19) and to identify the explanatory factors that impact the
COHIP-SF 19.

Methods: The Myanmar COHIP-SF 19 was developed by
a standard forward-backward translation. In total, 537 fifth-
grade school children, aged 10-11 years (251 boys and 286
girls), completed the final version of the instrument and un-
derwent oral examination. Psychometric properties such as
internal consistency, test-retest reliability, and concurrent
and discriminant validity were tested.

Results: The Cronbach’s alpha value for the total COHIP-
SF 19 showed good internal consistency: the Cronbach’s al-
pha value was 0.81 and intraclass correlation coefficient was
0.86. These results are consistent with those of the original
English COHIP-SF 19. The concurrent validity test demon-
strated higher total COHIP-SF 19 scores and higher scores on
each subscale for parents reporting their children’s general
health with higher categories (i.e., “excellent,” “very good,”
“good,” “fair,” and “poor”) (p < 0.001) and for children with
a higher self-perception of their oral health (p < 0.001). Dis-
criminant validity presented that the quality of life was bet-
ter for school children with a satisfactory oral health status
than for school children who had an oral health problem.
In multiple linear regression analysis, a significant associa-
tion was found between a lower oral health-related quality
of life and decayed permanent teeth, missing permanent
teeth, decayed deciduous teeth, gingivitis, and malocclu-
sion after adjusting for other confounding variables.

Conclusion: Myanmar COHIP-SF 19 questionnaires were
successfully developed and were appropriate for subjec-
tively evaluating the oral health condition of children in
Myanmar.
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Introduction

Oral Health-Related Quality Of Life (OHRQoL) is derived from
a multidimensional construct that reveals individuals” well-be-
ing when eating, sleeping, and engaging in social communica-
tion, their self-esteem, and their fulfillment with respect to oral
health [1]. The OHRQoL provides important facts when measur-
ing the treatment requirements of individuals and populations,
creating clinical decisions, and assessing interventions, preven-
tive programs and services for oral health care [2].

Dental diseases and concomitant pain can greatly affect the
daily life of a child by triggering a lack of sleep and by affecting
the child’s performance and quality of life [3,4]. To assess the
condition of oral health, measuring the OHRQoL and the use of
dental status indicators are necessary. In current years, various
tools have been established and standardized for measuring the
OHRQoL [5]. The short form of the Child Perception Question-
naires (CPQ11-14) [2] and the Child Oral Health Impact Profile
(COHIP) [6] are the most commonly used questionnaires for
evaluating OHRQoL in children [7].

Broder et al [6] developed COHIP to measure children’s
OHRQoL. It comprises 34 questions with five subscales: oral
health, functional well-being, socioemotional well-being, school
environment, and self-image. This instrument has good psycho-
metric properties. The COHIP has been translated into many
languages and its validity and reliability have been confirmed
in cross-cultural adaptations [8,9]. For the purposes of need as-
sessment and clinical research, the original COHIP was reduced
to COHIP-SF 19 [10]. This reduced form contains 19 questions
with three subscales: Oral Health (OH) subscale, Functional
Well-Being (FWB) subscale, and Socio Emotional Well-Being
(SEWB) subscale. This shortened form maintains its strong reli-
ability and validity properties.

The psychometric properties of the tools for assembling so-
cial data are influenced by the linguistic and cultural background
where they are applied to collect data [11]. Hence, it is crucial
to test the psychometric properties of the instruments, for as-
sessing many further social or attitudinal measures before this
instruments are used in a new circumstances [12]. The original
version of COHIP-SF 19 has been translated into Chinese [13],
Arabic [14], and Portuguese [15], and has good reliability and
validity.

Sociodemographic data and the oral health condition of
children substantively impact children’s OHRQoL [16]. Among
the OHRQoL instruments, Oral Impact on Daily Performance
(OIDP) [17] and Oral Health Impact Profile (OHIP-14) [18] in-
struments have been validated in Myanmar [19]. However, no
previous study has attempted to develop a Myanmar version of
the COHIP-SF 19. Therefore, the purpose of the present study
was to develop and measure the psychometric properties of the
Myanmar COHIP-SF 19 and to identify the explanatory factors
that impact the outcome of the OHRQoL among middle school
children in Myanmar.

Materials and methods

This study was conducted in Yangon, Myanmar, and was
targeted to 10- to 11-year-old middle school children. All eli-
gible school children, which consisted of grade V school chil-
dren (n =569) from four public schools, were requested to par-
ticipate. The inclusion criteria were school children who were
without systemic disease or neuromuscular dysfunction, who
obtained their parents’ permission for participation, and who

voluntarily participated in the study. Among these school chil-
dren, 537 (boys = 251 and girls=286) completed the question-
naires and clinical examinations. Ethics approval and consent to
participate: Written consent was obtained 1 week before the
study from the educational authorities, participants, and their
parents or guardians. Ethical permission was obtained from
the ethical committees of the Department of Medical Research
in Myanmar (no. Ethics/DMR/2017/064), University of Dental
Medicine, Yangon, and Tokyo Medical and Dental University
(no. D2017-018). The research was done in full accordance with
the Principle of Helsinki Declaration (World Medical Associa-
tion, Ferney-Voltaire, France).

Translation of the COHIP-SF 19

Original English versions of the COHIP-SF 19 [10] were trans-
lated into Burmese, the major language spoken in Myanmar,
and then back-translated. Expert panels confirmed the content
and consistency. In a pilot study, the translated Myanmar ver-
sions were tested on 90 students. Based on the feedback, mi-
nor corrections were made so that the questionnaire would be
suitable for school children. After 2 weeks, test-retest reliability
testing was conducted on 43 school children.

The COHIP-SF 19 questionnaires and scoring

The COHIP-SF 19 Myanmar questionnaires consisted of
19 items that represent three conceptual subscales: (1) “Oral
Health,” (OH) which consisted of five negatively worded ques-
tionnaires to evaluate specific oral health symptoms; (2) “Func-
tional Well-Being,” (FWB) which comprised four items of the
children’s capability to perform daily tasks; and (3) “Socioemo-
tional Well-Being,” (SEWB) which consisted of 10 items (eight
items for peer interaction modes status and two items for posi-
tive self-image feelings). Answers to the 2 positively worded
guestionnaires were noted on a five-point Likert scale: 0 =
Never, 1 = Almost never, 2 = Sometimes, 3 = Fairly often, and
4 = Almost all of the time. The total scores of the 17 negatively
worded questionnaires was reversed, and the overall COHIP-
SF scores ranged from 0 to 76. Higher scores reflected a better
OHRQoL.

Questionnaires

Burmese was used for the assessment of all questionnaires.
School children were requested to response questions about
condition of their oral health by using a single-item global oral
health rating, which had five possible responses (i.e., excel-
lent, very good, good, fair, and poor [20,21]; the frequency of
dental visits in the last 12 months and the reasons for a dental
visit [22]. These standardized questionnaires were translated
into Burmese (Myanmar language) and have previously been
validated [23]. The parents of the participants gave information
about their occupation [23]. Parents perception of their child’s
general health was measured with a single-item global health
rating with answers ranging from “1” to “5”; higher scores indi-
cated better general health [10].

Clinical examination

In the oral examination, one dentist assessed the school
children’s dental caries status (by using [DMFT] index), based
on the guidelines of the World Health Organization (Geneva,
Switzerland); oral hygiene status, based on the simplified oral
hygiene index [24]; and gingival condition of 12 anterior teeth,
based on the Papillary, Marginal, Attached gingiva (PMA) index
(i.e., papillary, marginal, attached gingiva) [25]. The malocclu-
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sion status was measured using the Dental Aesthetic Index (DAI)
[26]. A DAI score >25 indicated the presence of malocclusion.
Intraexaminer agreement value was defined as “excellent” for
dental caries (0.90) and as “good” for OHI-S (0.76), PMA (0.77)
and DAI (0.70).

Statistical analysis

The internal consistency of the total COHIP-SF 19 score and
three subscales score were quantified by means of the Cron-
bach’s alpha value. The Intra class Correlation Coefficient (ICC)
was used to calculate test-retest reliability. The Kolmogorov—
Smirnov test was used for the distribution of the scores of the
total COHIP-SF 19 and its subscales. Descriptive statistics of the
study variables were calculated, based on sex. For the analysis,
guestionnaires regarding dental visits were categorized into two
groups (i.e., “yes” group and “no” group). Categorical variables
were defined and calculated by using the chi-square test. Mean
differences among the continuous variables were analyzed with
the Mann—-Whitney U test and the Kruskal-Wallis test. Con-
current validity was assessed by analyzing the total COHIP-SF
and its subscales with the parents’ observation of their child’s
general health and self-perception of oral health. Discriminant
validity was further explored by using partial Spearman correla-
tion to examine the relationship between the clinical index and
the total COHIP-SF 19 scores, after adjusting for sex. Multiple
linear regression tests were used to estimate the relationship
between the dependent variable total COHIP-SF 19 scores with
the independent variables such as: sex; decayed Permanent
Teeth (DT) (“0” or “21”); missing permanent teeth (MT) (“0” or
“>1"); FT (“0” or “21”); dt (“0” or “21”); OHI-S score (Low score
of <1.50 or High score of 21.50); and PMA score (Low score of
<17.0 or high score of >17.0); DAI (normal occlusion [£25 = “0”]
or malocclusion [>25 = “1”]). Statistical Program of Social Sci-
ence, version 21 (IBM, Tokyo, Japan) was used for data analysis.

Table 1: Dental visit experience and oral health status

The p value for significant level of all results was set at 0.05.
Results
Reliability

Cronbach’s alpha value for the total COHIP-SF 19 score was
0.81 and for the three subscales was 0.61 for OH, 0.60 for FWB,
and 0.71 for SEWB. With regard to the test-retest reliability, the
ICCs were 0.86, 0.63, 0.67, and 0.83 for the total COHIP-SF 19
scores, OH subscale, FWB, and SEWB, respectively.

Table 1 presents the data on dental visit experience and oral
health status of the children, based on sex. Boys and girls were
not significantly different with regard to dental visit experience,
reasons for a dental visit, and oral health status, but they did
differ with regard to gingivitis (based on the PMA index find-
ings) and oral hygiene status (based on the OHI-S findings). The
mean number of gingival inflammation sites was significantly
lower in girls than in boys (15.5 +5.6 sites vs. 17.1 +5.1 sites; p <
0.001). The OHI-S scores were significantly higher for boys (1.59
+0.62) than for girls (1.31 £0.54) (p < 0.001).

The association between the scores of COHIP-SF 19 and the
sociodemographic variables and dental visit experience is pre-
sented in Table 2. The scores of COHIP-SF 19 were not signifi-
cantly related with the father’s occupation, mother’s occupa-
tion, or dental visit behavior. Scores for the total COHIP-SF 19,
oral health, and functional well-being of the girls were signifi-
cantly higher than in boys (p = 0.003, p < 0.001, and p = 0.024,
respectively).

Validity

The results of the concurrent validity of the COHIP-SF 19
with the parents’ report of their children’s general health status
and the school children’s self-perception of their oral health are

Variable Total (n =537) Boys (n =251) Girls (n =286) p value

Dental visit experience in the previous 12 months

Yes 237 (44.1) 110 (43.8) 127 (44.4) 0.892

No 300 (55.9) 141 (56.2) 159 (55.6) '
Reason for a dental visit (n=237) (n=110) (n=127)

Pain or trouble with teeth, gums, or mouth 196 (82.7) 92 (83.6) 104 (81.9) 0.375

Treatment/follow-up treatment 23 (9.7) 9(8.2) 14 (11.0) ’

Routine check-up of teeth/treatment 13 (5.5) 5(4.5) 8(6.3)

I don’t know/don’t remember 5(2.1) 4 (3.6) 1(0.8)

DT 0.63 (1.00) 0.66 (1.04) 0.60 (0.98) 0.494

MT 0.01(0.11) 0.01 (0.09) 0.01(0.13) 0.798

FT 0.01(0.12) 0.01(0.14) 0.01 (0.10) 0.890

DMFT 0.65 (1.02) 0.68 (1.05) 0.62 (1.00) 0.510

dt 1.44 (1.93) 1.50 (1.94) 1.40(1.93) 0.539
Untreated caries (DT+dt) 2.07 (2.15) 2.16 (2.13) 1.99(2.18) 0.384
OHI-S (DI-S+CI-S) 1.44(0.59) 1.59 (0.62) 1.31(0.54) <0.001
PMA index 16.2 (5.4) 17.1(5.1) 15.5(5.6) <0.001
Malocclusion 86 (16.0) 42 (48.8) 44 (51.2) 0.671

Note: The data are presented as the n (%) or as the mean (SD)
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shown in Table 3. Discriminant validity was evaluated between
clinical indexes and the total COHIP-SF 19 scores and its sub-
scales, after controlling for sex (Table 4).

The number of active carious lesions (i.e., DT+dt) was nega-
tively associated with the total COHIP-SF 19 and its three sub-
scales (p < 0.001). Higher OHI-S scores among the school chil-
dren had a significant impact on total COHIP-SF 19 (p < 0.001),
OH (p<0.001), FWB (p =0.005), and SEWB (p=0.001). Moreover,
the total COHIP-SF scores and three subscales were significantly
lower for children with a greater level of gingival inflammation

(based on the PMA index) (p < 0.001). However, their relation-
ship was weak.

Table 5 presents the results of multiple linear regression be-
tween the total COHIP-SF 19 scores and potential explanatory
variables. Significant predictors for lower COHIP-SF 19 scores
were DT, MT, dt, gingivitis (based on the PMA index score), and
malocclusion.

Table 2: Relationship between the COHIP-SF 19 scores and the sociodemographic variables and dental visit behavior

Variable N OH FWB SEWB Total COHIP-SF 19
Sex
Total 537 13.73 (3.14) 12.99 (2.46) 31.79 (5.18) 58.45 (8.82)
Boys 251 13.16 (3.09) 12.73 (2.36) 31.35(5.31) 57.23 (8.63)
Girls 286 14.23 (3.12) 13.21(2.53) 32.17 (5.04) 59.53 (8.86)
p value <0.001 0.024 0.069 0.003
Father’s occupation
Government worker 44 14.30 (2.94) 13.11 (2.17) 32.68 (5.62) 60.07 (8.81)
Professional 34 14.76 (2.63) 13.68 (2.27) 32.38(5.47) 60.82 (7.91)
Unskilled worker 399 13.53 (3.20) 12.92 (2.47) 31.46 (5.10) 57.84 (8.84)
Merchant/seller 40 14.28 (2.75) 13.20 (2.34) 33.75 (4.66) 61.23 (8.04)
Farmer 12 12.83(3.86) 12.00 (3.49) 32.08 (5.50) 56.92 (9.81)
Dependent/unemployed 8 15.00 (2.93) 13.13(3.23) 30.63 (6.05) 58.75 (10.69)
p value 0.087 0.482 0.054 0.072
Mother’s occupation
Government worker 27 14.37 (2.02) 13.26 (1.85) 32.70 (4.22) 60.33 (5.73)
Professional 5 15.60 (1.52) 13.40 (1.34) 32.00 (4.85) 58.80 (8.90)
Unskilled worker 178 13.37(3.14) 12.65(2.53) 31.60 (5.05) 57.59 (8.84)
Merchant/seller 2 13.00 (4.24) 11.00 (4.24) 35.00 (2.83) 59.00 (11.31)
Farmer 5 15.60 (1.52) 13.00 (3.08) 30.20 (5.63) 58.80 (8.81)
Dependent/unemployed 320 13.86 (3.22) 13.16 (2.46) 31.82 (5.34) 58.76 (9.02)
p value 0.230 0.275 0.825 0.731
Dental visit
Yes 237 13.75(3.13) 12.90 (2.49) 31.97 (4.99) 58.59 (8.58)
No 300 13.72 (3.16) 13.05 (2.44) 31.64 (5.33) 58.34 (9.02)
p value 0.230 0.443 0.685 0.983

Note: The data are presented as the mean (SD). SD: Standard Deviation; OH: Oral Health; FWB: Functional well-being; SEWB:

Socioemotional well-being.
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Table 3: Concurrent validity of the COHIP-SF 19 scores versus general health and various oral health factors

Variable N OH FWB SEWB Total COHIP-SF 19
Excellent 66 15.77 (2.20) 14.08 (1.74) 36.61 (3.66) 66.30 (5.57)
Very good 120 15.33 (2.64) 14.12 (1.82) 34.43 (4.03) 63.88 (6.53)
Parents perception
of a child’s general Good 185 13.74 (2.70) 13.01 (2.27) 31.91 (3.54) 58.63 (6.13)
health
Fair 156 11.89 (3.05) 11.78 (2.63) 28.01 (5.01) 51.58(8.12)
Poor 10 9.70 (3.20) 10.70 (3.65) 24.90 (6.31) 45.30 (9.64)
p value <0.001 <0.001 <0.001 <0.001
Excellent 41 15.98 (2.75) 14.66 (1.15) 37.68 (3.16) 68.32 (5.26)
Very good 91 16.41 (1.87) 14.71 (1.54) 36.79 (3.14) 67.80 (4.45)
Self-perception of
Good 153 14.53 (2.30) 13.69 (1.75) 32.42 (3.33) 60.62 (4.75)
oral health
Fair 179 12.72 (2.70) 12.32 (2.01) 30.07 (3.71) 55.02 (5.12)
Poor 73 9.96 (2.34) 10.07 (2.97) 25.12 (4.45) 45.14 (6.44)
p value <0.001 <0.001 <0.001 <0.001
Malocclusion Normal 451 13.76 (3.11) 13.08 (2.36) 32.12 (4.96) 58.91 (8.52)
malocclusion 86 13.56 (3.31) 12.48 (2.91) 30.07 (5.94) 56.05 (9.92)
p value 0.576 0.037 0.001 0.006

Note: The data are presented as the mean (SD). COHIP-SF 19, Child Oral Health Impact Profile-Short Form 19; SD: standard
deviation; OH: Oral Health; FWB: Functional well-being; SEWB: Socioemotional well-being.

Table 4: Discriminant validity: correlation between oral health status and the COHIP-SF 19 and three subscales

Variable Active caries (DT+dt) OHI-S (DI+CI) Gingivitis (PMA)
mean (SD) r, p value r, p value r p value
Oral health -0.349 <0.001 -0.207 <0.001 -0.170 <0.001
Functional well-being -0.242 <0.001 -0.137 0.005 -0.167 <0.001
Socioemotional well-being -0.247 <0.001 -0.200 0.001 -0.220 <0.001
Total COHIP-SF 19 -0.336 <0.001 0.227 <0.001 -0.236 <0.001

Note: Partial Spearman correlation analysis was conducted, after adjusting for sex.

Table 5: Multiple linear regression analysis between the clinical index and the total COHIP-SF 19 score

COHIP-SF 19
Independent variable
B Standard error p value
Sex 1.304 0.713 0.068
DT -5.663 0.734 <0.001 ) )
Note: The scores for the independent variables are as follows:
MT -13.860 4.138 0.001 For sex, boy: 0 and girl: 1; for DT, caries-free permanent teeth: 0 and
FT -2.375 3.682 0.519 21 caries in permanent teeth: 1; for MT, no missing permanent teeth: 0
and >1 missing permanent teeth: 1; for FT, no filled permanent teeth:
dt -2.615 0.693 <0.001 X . .
0 and 21 filled permanent teeth: 1; for dt, caries-free primary teeth: 0
OHI-S (DI+Cl) -1.212 0.784 0.149 and 21 caries in the primary teeth: 1; for OHI-S, Low score of <1.50 =
. S . < .
PMA index 1609 0.778 0.032 0 and High score of 21.50; for PII’VIA,,’ Low sc<3re c3,f <17.0 and Hllgh score
of >17.0; and for malocclusion, “no”: 0 and “yes”: 1. B: regression coef-
Malocclusion -3.257 0.940 0.001 ficient
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Discussion

The objectives of the current study was to evaluate the psy-
chometric properties of a Myanmar COHIP-SF 19 and to iden-
tify the explanatory factors that impact the COHIP-SF 19. The
outcomes of this study showed that the Myanmar COHIP-SF 19
was successfully developed and cross-culturally adapted, and
it had acceptable psychometric properties for Myanmar mid-
dle school children. The scores of the Myanmar COHIP-SF 19
demonstrated good validity and acceptable reliability, which
support its use for 10- to 11-year-old children. For that reason,
the Myanmar version of the COHIP-SF 19 can be used in cross-
cultural comparisons between the Myanmar version and other
language versions.

The Cronbach’s alpha value for total COHIP-SF 19 scores
showed good reliability, which was consistent with that of the
original English COHIP-SF 19 version [10], and the Chinese [13],
Arabic [14], and Brazilian [15], versions.

The socioemotional subscale exhibited an acceptable level.
Cronbach’s alpha values for the OH and the FWB were lower
than those of the SEWB. These results corroborated previous
findings in the Chinese version [13] and the Arabic version [14].
Oral health and functional well-being have few items, which
may have an effect on Cronbach’s alpha value [27,28]. The ICC
value of the total COHIP-SF 19 score indicated excellent reliabil-
ity and that of each subscale showed moderate reliability.

Government workers and professionals in Myanmar have a
higher socioeconomic status than do individuals who work in
other occupations [23]. However, in the current study, a par-
ent’s occupation did not have an effect on the OHRQol of their
children. The findings of two studies contrast with those of our
study: one team in Brazil reported that the children of unem-
ployed fathers were at a greater risk of having a poor OHRQoL
than were children who had employed fathers [16], and another
team in Brazil reported that maternal employment was a signifi-
cant predictor of their children’s OHRQoL—employed mothers
reported a poorer OHRQoL for their children than mothers who
were not working [29]. In the current study, dental visit experi-
ence was not a significant factor for OHRQoL. In Norway, regular
dental attendees reported a better OHRQoL than did irregular
attendees [30]. An explanation for the findings of our study
could be that, among children who previously had a dental
visit, 82.7% had done so because of problems with their teeth
or gums and only 5.5% had regular dental checkups. Therefore,
regular dental visits are important for improving the OHRQoL.

The concurrent validity test revealed higher total COHIP-SF
19 scores and higher scores for each subscale among parents
reporting higher categories (i.e., excellent, very good etc) for
their children’s general health (p < 0.001) and among children
with a higher self-perception of their oral health (p < 0.001).
The findings of this testing corroborate those of other reports
[10,13,14].

The school children who had malocclusion (based on DAl in-
dex) had a lower OHRQoL, except for the oral health subscale.
Previous studies that were conducted in the United States [10],
China [13], and Zambia [31] confirm these findings. The result
differs from that of other studies conducted in Brazil [32] and
Japan [33].

The mean scores of the Myanmar COHIP-SF 19 were low,
compared to those reported in studies conducted in China [13]
and Libya [14]. School children in the current study had expe-

rienced dental caries in their permanent and deciduous teeth,
poor oral hygiene, exfoliation of primary teeth, and space be-
cause of unerupted permanent teeth caused by mixed denti-
tion, all of which may have affected their OHRQoL. In addition,
discriminant validity testing showed a significant relationship
between active carious lesions, oral hygiene status, and gingivi-
tis with lower OHRQoL. However, their association was weak.

The outcome of the discriminant validity testing demon-
strated that COHIP-SF 19 could be used to categorize between
children with and without oral health problems. The quality of
life was better for students with a satisfactory oral health status
than for students with oral health problems [8,19,34].

In this study, the mean scores of the total COHIP-SF 19, OH,
and FWB were significantly higher in girls than in boys. This find-
ing agrees with that of a previous study [13]. The reason for sex
differences in OHRQoL, except for socioemotional well-being,
may be because the oral hygiene status and gingivitis condi-
tion of the girls were significantly lower than in boys. However,
the socioemotional well-being subscale score was higher, but
not significantly so, among boys than among girls. This finding
may be because, compared to girls, boys are probably less self-
conscious than girls regarding facial appearance and emotion.
The present study found a significant association between DT,
MT, decayed deciduous teeth, gingivitis, malocclusion, and low-
er OHRQol, after adjusting by using multiple linear regression
analysis. However, the correlation of sex with OHRQoL was not
significantly different. This result is reliable with the findings of
the aforementioned study conducted in Portugal [35].

One of the limitations of the present study was that the par-
ticipants were obtained from only one region in Myanmar. For
that reason, the findings of the current study may have restrict-
ed generalizability to other areas in the nation. Age-related vari-
ation was not explored because of the target population was
only 10-11 years old. Further intervention studies with various
age groups are needed to evaluate the outcome measure and
applicability of the Myanmar COHIP-SF 19.

Conclusions

Poor oral health and malocclusion are significantly associated
with a lower OHRQoL. The findings of the current study support
that the Myanmar version of COHIP-SF 19 questionnaires has
good psychometric properties. Therefore, this instrument was
successfully developed and is appropriate for the subjective
evaluation of the oral health condition of children in Myanmar.
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