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The aim of this study was analyzing the Brazilian oral health coverage and the population access to the
odontological public service between 2008 and 2012. It is an ecological and comparative-descriptive study, made
from indirect records. The means of the Oral Health Teams (OHTSs) in the Brazilian public services varied according
to the regions. In the evaluated period, the Northeast presented higher OHT means (64.0); followed by the South
(56.0); Midwest (53.0); North (44.0) and Southeast (43.0). The Northeast region has the highest number of
population means who never underwent odontological consultations, even though this is the region with the
highest offer of odontological services. The lowest means are concentrated in the South, which, after the Northeast,
has the highest offer of public odontological services. There was a difference between the proportion of people
who never underwent odontological consultations and those who have health insurances (p=0.009). The access
and use of public oral health services by the Brazilian population, in the different geo-economic regions, as well as
the amount of oral health teams is unequal. Those who have private health insurances, are female and live in urban
areas are the ones who seek oral health care the most.

Descriptors: Family Health Strategy; Oral health; Health services accessibility.

0 objetivo deste estudo foi analisar a cobertura de saude bucal brasileira e o acesso da populacdo ao servico
publico odontolégico entre os anos de 2008 e 2012. Trata-se de um estudo ecoldgico, comparativo-descritivo, por
documentacio indireta. As médias de Equipes de Satde Bucal (ESB) do servico publico brasileiro variam de acordo
com as regides. No periodo avaliado, o Nordeste apresentou maior média de ESBs (64,0); seguido das regides Sul
(56,0); Centro-Oeste (53,0); Norte (44,0) e Sudeste (43,0). A regido Nordeste concentra as maiores médias
populacionais que nunca realizaram consulta odontoldgica, mas essa é a regido que apresenta a maior oferta de
servigo odontolégico. As menores médias concentram-se no Sul, que apds o Nordeste é a regido com maior oferta
de servigo publico odontoldgico. Verificou-se diferenga entre a propor¢do da populacdo que nunca realizou
consulta odontoldgica e a propor¢do da populacdo com cobertura de plano de saude (p=0,009). O acesso e a
utiliza¢do dos servigos publicos de sauide bucal pela populagdo brasileira, nas diferentes regides geoecondémicas,
bem como a quantidade de equipes de satde bucal é desigual, havendo maior procura pela aten¢do em saide bucal
entre os usuarios que possuem plano de saude privado, que pertencem ao sexo feminino, e residem na area urbana.
Descritores: Estratégia de Saude da Familia; Satide bucal; Acesso aos servigos de saude.

El objetivo de este estudio fue analizar la cobertura de salud bucal brasilera y el acceso de la poblacidn al servicio
publico odontolégico entre los afios de 2008 y 2012. Se trata de un estudio ecolégico, comparativo-descriptivo,
por documentacién indirecta. En el periodo evaluado, el Noreste presenté mayor promedio de ESBs (64,0);
seguido de las regiones Sur (56,0); Centro-Oeste (53,0); Norte (44,0) y Sureste (43,0). La region Noreste concentra
los mayores promedios poblacionales que nunca realizaron consulta odontoldgica, pero esta es la regién que
presenta la mayor oferta de servicio publico odontolégico. Se verificé la diferencia entre la proporcién de la
poblacién que nunca realizé consulta odontoldgica y la proporcion de la poblacién con cobertura de plan de salud
(p=0,009). El acceso y la utilizacién de los servicios publicos de salud bucal por la poblacién brasilera, en las
diferentes regiones geoecondmicas, asf como la cantidad de equipos de salud bucal es desigual, habiendo mayor
busqueda por la atencién en salud bucal entre los usuarios que poseen plan de salud privado, que pertenecen al
sexo femenino y residen en el area urbana.

Descriptores: Estrategia de Salud Familiar; Salud bucal; Accesibilidad a los servicios de salud.
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INTRODUCTION
r I Y he implantation of the Family Health
Strategy (FHS), in 1994, was an attempt
at making a health model that was
universal, integral, participative and
decentralized. Since its creation, it has been
improving public health in Brazil. Initially, the
program was made up of an integrated team
of physicians, nurses technicians and
community health agents!.

According to the integrality axis of the
Unified Health System (SUS), and to the
demand, the increase in the number of
professionals and their previous actions in
some programs, the dental surgeons was
included as a member of the multiprofessional
FHS team from 2000 on, due to decree 1,444
and n. 267/2001 from the Ministry of Health.
The FHS teams also had their practice aided
by financial and structural aid for the
expansion and improvement of oral health in
the country?-4,

Later, according to the directives of the
National Policy of Oral Health (PNSB), and as
a way to consolidate secondary attention in
odontological, the program "Brasil
Sorridente" ("Brazil Smiles") was created in
2004, through the implantation of the
Odontological Specialty Centers (CEOs)>®.

Since then, oral health has been a
specialized primary care service, bringing
odontological practices closer to destitute and
needy parts of the population. At the same
time, some aspects of the odontological
practice have improved, such as the
diminution in the prevalence of cavities in
deciduous and permanent teeth and the
consequent reduction of early teeth losses.
The access to early diagnostic to oral disease
has also been increased”8.

On the other hand, the access to oral
health public services still has its week spots,
in addition to difficulties that are inherent to
the system, such as the lack of investment, and
that of services that are not offered by SUS yet.
However, there has been an increase in the
number of users under the coverage of private
health insurances, who, indirectly, seek
odontological  services  through  such
services?.%10.
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According to the National Research of
Sample by Residence (PNAD), these users are
not equally distributed among Brazilian
regions. Most of them are focused in the
Southeast and their residences are in urban
areas'l. However, not all population has
access to this type of service and many depend
on actions from SUS10,

Therefore, the aim of this study was
analyzing the Brazilian oral health coverage
and the population access to the odontological
public service between 2008 and 2012.

METHOD
This was an ecological study, with an
inductive approach and comparative-

descriptive procedure, made from indirect
recordsl?. Data referring to the oral health
coverage and its relationship to the access of
the Brazilian population to such public
odontological services was considered.

The age groups previously determined
by the information systems were used: from 0
to 9, from 10 to 19, from 20 to 39 from 40 to
59 and 60 years old or older, considering the
five Brazilian regions, sex, income and
location.

Data were obtained from the registers in
the Informatics Department of the Unified
Health System (DATASUS), from 2008 to
201213, Data referring to the Oral Health
Teams (OHT) was filtered, as well as data
regarding people who had never undergone
odontological consultations, those whose last
consultation took place less than a year ago,
and the rate of the population who is under
the coverage of private health insurances.

After collection, the Microsoft Office
Excel® software was used to tabulate the
data, which was later exported to the IBM
SPSS (Statistical Package for Social Sciences)
software, version 20.0.

Data was treated and analyzed
descriptively — results were disposed as
charts and tables with absolute and relative
frequencies — and inferentially, using the Chi-
square test, to evaluate the association
between the variables, with a significance
level of a=5%.

All values found in the databases are
presented as arithmetic means. Since this data
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is secondary, the dispersion measure that was
initially adopted was maintained, to avoid
changes and distortions in the results. The
absence of this information in other data
systems was one of factors that led to the
choice of this data in this data from this
platform.

RESULTS

The means of the OHTs in the Brazilian public
services varied according to the regions. From
2000 to 2012, the Northeast presented higher
OHT means (64.0); followed by the South
(56.0); Midwest (53.0); North (44.0) and
Southeast (43.0). With this unequal
distribution of the odontological service
offered to the population, one must take into

Collective Oral Health

account the organization and offer of
professionals, the availability of services and
the number of users per region.

Based on information from Table 1, one
can see that the highest number of population
means who never underwent odontological
consultations is in the Northeast region,
which, however, is the region with the highest
offer of odontological services.

The population analyzed is mostly
formed of females (19.6); who live in urban
areas (26.5); with an income of up to 0.74
minimum wages, and frequently are from any
age group. The lowest means are
concentrated in the South, which, after the
Northeast, has the highest offer of public
odontological services.

Table 1. Populational means in Brazilian regions, from 2008 to 2012, of people who never
underwent odontological consultations. According to sex, age group, zone of residence and

income.
Variables North Northeast Southeast South Midwest

Sex
Male 16.0 15.5 7.8 7.0 9.1
Female 18.3 19.6 9.2 8.2 10.4
Zone of residence
Urban 24.0 26.5 12.1 9.6 13.1
Rural 15.2 14.1 8.1 7.1 9.2
Age group (years)
0a9 59.3 62.2 46.7 41.0 44.4
10a19 13.6 17.5 5.5 4.2 6.1
20a39 3.8 5.0 1.6 1.4 2.2
40a59 3.3 4.2 1.3 1.5 2.0
fnooriears old or 5.7 6.5 2.6 2.6 3.6
Family Income (MW)*
0a0.74 23.4 22.5 15.5 15.0 15.9
0.75a1.99 9.0 7.5 6.3 5.3 6.9
2 or more 4.2 3.9 2.8 2.5 3.1
Did not answer 15.2 15.4 5.1 6.4 8.3

* Minimum Wage (MW): analysis based on a minimum wage of R$ 622.00, which corresponds to the value practiced at the

time of the study.

In Table 2, one can see the population
means of users who had odontological
consultations less than 1 year before.
Regarding the frequency of the service, the
female population from the South (50.5), who
live in urban settings (49.5), from any age
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group, are the ones who seek the service the
most. The male population in the North is the
one who is the most absent from the service,
mostly those who live in urban settings
(34.9%) and are 60 years of age or more.
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Table 2. Populational means in Brazilian regions, from 2008 to 2012, of people whose last
odontological consultation was less than one year ago, according to sex, age group and zone of

residence.
Variables North Northeast Southeast South Midwest

Sex
Male 30.2 31.5 39.4 45.4 39.6
Female 35.6 38.0 447 50.5 449
Zone of residence
Urban 34.9 38.4 42.6 49.5 43.5
Rural 25.8 25.4 36.6 41.1 34.5
Age group (years)
0a9 27.5 26.9 39.3 45.5 40.8
10a19 43.7 44.5 53.2 62.4 51.8
20a39 37.8 43.5 48.2 55.1 47.0
40a59 26.0 29.0 38.4 42.3 37.2
60 years old or 10.2 13.1 22.7 24.9 20.8
more

* Minimum Wage (MW): analysis based on a minimum wage of R$ 622.00, which corresponds to the value practiced at the time of the study.

By considering the rate of the population
who has health insurance (Table 3), there is a
small difference regarding sex, most users
being females, when compared to the number
of males; not to mention a higher
concentration of users in the age groups from

40 to 60 years of age, who live in urban
settings, for all regions of the country.

There was a significant difference
between the proportion of people who never
underwent odontological consultations and
those who have health insurances (p=0.009).

Table 3. Populational means in Brazilian regions, from 2008 to 2012, considering private
health insurance coverage. According to sex and age group.

Variables North Northeast Southeast South Midwest

Sex

Male 12.7 12.4 34.7 29.1 23.3
Female 13.8 13.9 36.5 30.9 25.9
Age group (years)

0a9 10.4 10.2 32.5 26.4 21.1
10a19 10.9 9.9 30.3 24.6 20.5
20a39 14.8 14.6 37.6 31.8 25.2
40a59 17.6 17.2 36.6 33.3 30.0
60 years old or 15.0 15.1 38.3 31.9 30.9

more

* Minimum Wage (MW): analysis based on a minimum wage of R$ 622.00, which corresponds to the value practiced at the time of the study.

DISCUSSION
In this research, the users from all five geo-
economic regions in Brazil were analyzed to
include the different populations, cultures and
beliefs of this miscegenated continental
country, that may influence in the access and
communication to the system1#.

All age groups are present, so that the
most common diseases in certain periods of
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life are not excluded. Also, the age groups
standardized by the WHO to measure some
indexes (5 and 12 years of age) are still being
analyzed?>.

The Brazilian population is divided
according to zone of residence, urban or rural,
so that location and difficulty of access to the
service must be taken into account in the
study of the access to the services offered by
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SUS. Additionally, the income may influence in
health, so that all these types of data must be
included for the objectives of a study like the
one presented here may be contemplated.

The number of OHTs varies among
Brazilian regions. However, the number of
cities, of Family Health Strategy Units, and of
users available for each region, is different.

It is not sensible that the Northeast of
the country, which has the second highest
population and the third biggest territory and
GDP among the regions, presents
socioeconomic conditions, or even the need,
of having the same number of OHTs as the
South, for instance, where the territorial
coverage is much lower, and the GDP is much
higher!’. However, data does not specify the
distribution of these OHTs in states and
municipalities, and this is another factor that
may influence in the access and in the
frequency with which the users go to the
services18.

The distribution of these dental
surgeons is unequal in the Brazilian
territories. Most of them are gathered in great
urban centers and capitals, leaving
unattended people from rural areas. In spite
of that, the location factor does not seem to
generate great problems for the user of the
public service?;

Although studies showing the access of
the rural population to the odontological
services are still scarce!?. These users may be
assumed to use urban services to clarify their
doubts and needs when necessary, whether
these are public or private services.

The Northeast has a visible inequality
when it comes to the offer and the use of
public odontological services.

This can probably be explained by the
fact that the region has higher socioeconomic
difficulties than the others, and its population
from all age groups, with inferior financial
conditions, must use prioritize their
expenditures with necessities such as food
and housing. In these cases, oral health only
takes the forefront in moments of pain or
discomfort. As a result, these people search
for rehabilitating procedures, and the search
for prevention does not happen?0.
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The South has not only the highest OHT
means, but also contains a high number of
people covered by health insurances.
Therefore, this region stands out as the one
with the lowest number of users who never
went to the SUS odontological services.

However, the presence of private health
insurances may not explain the absence of
users from the public service, since many
health insurance companies do not provide
odontological services to their users. Thus,
many seek primary care public services
especially for easily solvable procedures19.

In the other regions, the results are
similar. Women, low income, from any age
group, who live in urban areas, and never used
odontological services from SUS.

Maybe the fact that nowadays women
accumulate many different functions, and the
lack of available time during the working
hours of the odontological services, in
addition to the prioritization of the children,
especially in the case of pregnant women, are
relevant issues that can justify the absence
and the frequency of the search for the
services of dental surgeons?1.

The use of the public service may be
guided by different profiles of attention, be
they based on preventive methods to be
carried out in primary care, in curative
methods, or even in the use of the service as a
gateway to specialized consultations, as those
offered in the Odontological Specialty Centers
(CEOs)®:22,

This type of service may directly
influence the return of the user for later
consultations and their frequency to
odontological services. Primary care must
attend to its role as organizer of care, raising
the awareness of the patient so that they will
follow up with their treatment and not
abandon it, allowing for the providing of
health care to continue and for the system to
work harmoniously.

Other preventive measures implanted
by administrative organs, such as the
fluoridation of tap water, the consolidation of
educational programs in schools, domiciliary
visits from the ESBs, and epidemiological
surveys, make it so the rates of disease that
affect the users decrease and, with it, the
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search and the frequency of visits to the
services?3.

Despite all changes and of the raising of
awareness conducted by part of the
professionals and managers, the main reason
to search for the dental surgeon is still pain.
Although there is public access to endodontic
and restoration treatments, dental extractions
are still common, and extensive dental losses
take place among users?.

The findings of this study show that the
search for odontological searches is higher
among the users who have health insurances.
This might be due to the fact that these
individuals seek health attention as a whole,
understand the importance of oral health, and
realize that they need odontological
treatment, a treatment which is often times
not covered by insurances. These users seek
public services to deal with their demand for
oral health care.

The number of users who never visited
the dental surgeon is heterogeneous among
the different regions of the country. The time
frames around which ESF attention is
scheduled frequently does not match those of
the patient, who in most cases cannot leave
work to go to a consultation. The availability
of services in the night shift and weekends,
and the ease of scheduling a consultation,
including whether or not it is possible to
schedule it in less than 24 hours or in time for
a treatment, whether the scheduling can be
done via telephone, the waiting time for the
consultation, whether there is adequate
equipment to diagnose the problem and even
medication for a successful treatment, all
these factors can influence, positively or not,
the access of the Brazilian population to oral
heath care825.

All data used in this work is made
available by the Ministry of Health and was
obtained  quickly = through  DATASUS
consultations, but one of the limitations of the
study is related to the fact that some
information is based on secondary data, which
cannot guarantee that the results are
trustworthy or precise, since there have been
reports of misnotifications or miscalculations
that cannot be dismissed.
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Despite such limitations, ecological
studies, that use information from data
systems, must not be dismissed. They are
relevant for the planning and organization of
health services, allowing for the creation of
intervention strategies aimed at extending
and improving the availability of oral health
care and positively impacting epidemiological
rates.

CONCLUSION

The results of his study show that the access
and use of public oral health services by the
Brazilian population, in the different geo-
economic regions, as well as the amount of
oral health teams is unequal. Those who have
private health insurances, are female and live
in urban areas are the ones who seek oral
health care the most.

REFERENCES

1. Fonseca LE, Figueiredo MCB, Porto CSBM.
Management of Primary Care: a challenge for
international cooperation in health. Cién
Saude Coletiva 2017; 22(7):2287-94.

2. Neves M, Giordani JM, Ferla AA, Hugo FN.
Odontologia de cuidados primarios no Brasil:
da Prevencdao ao cuidado integral. ] Ambul
Care Manage. 2017; 40(Supl 2):35-48.

3. Ministério da Saude (Br). Portaria n? 1.444
de 28 de dezembro de 2000. Estabelece
incentivo financeiro para a reorganiza¢do da
atencdo a saude bucal prestada nos
municipios por meio do Programa de Saude
da Familia. D.0.U., Brasilia, DF, 29 dez 2000.
Secdo 1, p. 85.

4. Ministério da Saude (Br). Portaria n2 267
de 06 de marg¢o de 2001. Aprova as normas e
diretrizes de inclusdo da saude bucal na
Estratégia do Programa Saude da Familia
(PSF). Brasilia, DF, n. 119, 7 mar 2001. Seccao
1, p. 67.

5. Lino PA, Werneck MAF, Lucas SD, Abreu
MHNG. Andlise da aten¢ao secunddria em
saude bucal no estado de Minas Gerais, Brasil.
Cién Saude Coletiva. 2014; 19(9):3879-88.

6. Silva HECD, Gottems LBD. The interface
between primary and secondary care in
dentistry in the Unified Health System (SUS):
an integrative systematic review. Cién Saude
Coletiva. 2017; 22(8):2645-57.

REFACS (online) 2018; 6(2):212-219



Costa RC, Ribeiro ILA, Rodrigues LV, Valenca AMG

7. Roncalli AG, Cortes MIS, Peres KG. Perfis
epidemiolégicos de saide bucal no Brasil e os
modelos de vigilancia. Cad Saude Publica.
2012; 28(Supl1):58-68.

8. Limao NP, Protasio APL, Machado LS,
Gomes LB, Valenca AMG. Oferta da assisténcia
odontolégica especializada na ateng¢do basica

do Brasil, Nordeste e Paraiba. REFACS
(online). 2017 |[cited in 12 jan 2017];
5(Supl.1):131-40. Available from:

http://seer.uftm.edu.br/revistaeletronica/in
dex.php/refacs/article/view/1987/2029.
9.Ribeiro JM, Moreira MR, Ouverney AM, Silva
CMFPD. Politicas de saude e lacunas
federativas no Brasil: uma andlise da
capacidade regional de prestacdo de servicos.
Cién Saude Coletiva. 2017; 22(4):1031-44.
10. Malta DC, Stopa SR, Pereira CA,
Szwarcwald CL, Oliveira M, Reis AC. Private
health care coverage in the brazilian
population, according to the 2013 Brazilian
National Health Survey. Cién Saude Coletiva.
2017; 22(1):179-90.

11. Instituto Brasileiro de Geografia e
Estatistica. Pesquisa Nacional de Amostra por
Domicilio [Internet]. Rio de Janeiro: IBGE;
[201-] [cited in 20 fev 2017]. Available from:
http://www.sidra.ibge.gov.br/bda/tabela/lis
tabl.asp?z=pnad&o=10&i=P&c=2494

12. Lakatos EM, Marconi MA. Fundamentos da
metodologia cientifica. 8 ed. Sdo Paulo: Atlas;
2017.

13. Ministério da Saude (Br). DATASUS.
[Internet]. Brasilia, DF: Ministério da Saude;
[201-] [acesso em 12 abr 2017]. Available
from:
http://www2.datasus.gov.br/DATASUS/inde
x.php?area=02

14. Peres KG, Peres MA, Boing AF, Bertoldi AD,
Bastos JL, Barros, AJD. Reducdo das
desigualdades sociais na utilizacdo de
servicos odontolégicos no Brasil entre 1998 e
2008. Rev Saude Publica. 2012; 46(2):250-8.
15. Frencken JE, Sharma P, Stenhouse L, Green
D, Laverty D, Dietrich T. Epidemiologia da
carie dentaria e periodontite severa - uma
revisdo abrangente. | Clin Periodontol. 2017;
44 (Supl 18): S94-S105.

16. Perazzo MF, Gomes MC, Neves ET, Martins
CC, Paiva SM, Granville-Garcia AF. Qualidade
de vida relacionada a saude bucal e senso de

218 ISSN 2318-8413

http://seer.uftm.edu.br/revistaeletronica/index.php/refacs

Collective Oral Health

coeréncia quanto ao uso de servicos
odontolégicos por pré-escolares. Int ] Paediatr
Dent. 2017; 27(5):334-43.

17. Instituto Brasileiro de Geografia e
Estatistica. Brasil em sintese [Internet]. Rio de
Janeiro: IBGE; [201-] [acesso em 20 jan 2017].
Available from:
http://brasilemsintese.ibge.gov.br/territorio
18. Silva CSO, Fonseca ADG, Souza LPS,
Siqueira LG, Belasco AGS, Barbosa DA.
Integralidade e Atencdo Primaria a Saude:
avalia¢do sob a 6tica dos usudrios. Cién Saude
Coletiva. 2014; 19(11):4407-15.

19. Cavalcanti RP, Gaspar GS, Goes PSA.
Utilizacdo e acesso aos servigos de saude bucal
do SUS: uma comparacao entre populagoes
rurais e urbanas. Pesqui Bras Odontopediatria
Clin Integr. 2012; 12(1):121-6.

20. Bastos ML, Menzies D, Hone T, Dehghani K,
Trajman A. O impacto do sadde familiar
brasileira em condigdes selecionadas
sensiveis ao cuidado primario: uma revisao
sistematica. PLoS ONE. 2017; 12(8):
e0182336.

21.Silva VM, Pereira IV, Rocha MJ, Caldeira AP.
Morbidade em usuarios das equipes de saide
da familia no nordeste de Minas Gerais com
base na Classificagdo International de
Cuidados Primarios. Rev Bras Epidemiol.
2014; 17(4):954-67.

22. Pereira IF, Santiago BM, Oliveira CR,
Figueiredo CC, Cunha DA, Sales GLD, et al.
Evolucao da cobertura em saude bucal na
Estratégia Saude da Familia em municipios
paraibanos. Rev APS. 2014; 17(1):44-9.

23. Saliba NA, Moimaz SA, Fadel CB, Bino LS.
Saude bucal no Brasil: uma nova politica de
enfrentamento para a realidade nacional.
ROBRAC. 2010; 19(48):66-9.

24. Martins EP, Oliveira OR, Bezerra SRS,
Dourado AT. Estudo epidemiologico de
urgéncias odontoldgicas da FOP/UPE. RFO
UPF. 2014; 19(3):316-22.

25. Protasio APL, Machado LS, Gomes LB,
Valenca AMG. User satisfaction with primary
health care by region in Brazil: 1st cycle of
external evaluation from PMAQ-AB Cién
Saude Coletiva. 2017; 22(6):1829-44.

REFACS (online) 2018; 6(2):212-219



Costa RC, Ribeiro ILA, Rodrigues LV, Valenca AMG Collective Oral Health

219 ISSN 2318-8413 http://seer.uftm.edu.br/revistaeletronica/index.php/refacs REFACS (online) 2018; 6(2):212-219



