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PRADO, R.L. Condicdo Periodontal, perda dentaria e diferencas
socioecondmicas em adultos e idosos brasileiros. 2015. 133 f. Tese (Doutorado).

Faculdade de Odontologia, Universidade Estadual Paulista, Aracatuba, 2015.

RESUMO GERAL

O objetivo deste estudo foi verificar as correlacbes da doenca periodontal, perda
dentaria e edentulismo com fatores socioeconémicos e demogréficos, necessidades
e uso dos servigcos de saude bem como o impacto dessas correlacdes na saude bucal
de adultos e idosos brasileiros e comparar a estimativa padrao de necessidades com
a abordagem sodcio-odontolégica. Os dados utilizados foram obtidos da pesquisa
epidemiologica conduzida em 2010 pelo ministério da saude chamada “SBBrasil
2010”. A amostra foi composta de 9779 pessoas entre 35-44 anos e 7619 idosos entre
65-74 anos. Os desfechos em saude bucal foram: sangramento pés sondagem e/ou
célculo dentario, perda de insercédo periodontal, perda dentaria e edentulismo. Nivel
de escolaridade e renda foram utilizados como indicadores socioeconémicos. Género,
etnia, regido de residéncia, uso de servigcos odontoldgicos, impacto dos dentes nas
atividades diarias e outras variaveis foram adicionadas aos modelos para ajustar a
analise. Regressdo de Poisson foi realizada para verificar as disparidades
socioecon6micas e demograficas em saude bucal com relacdo aos determinantes
proximais e distais disponiveis no banco de dados. O teste de McNemar foi utilizado
para comparar as estimativas padrdo de necessidade e 0 respectivo impacto
relacionado. Os resultados mostraram associacdo (p<0.05) entre aspectos
socioeconémicos e demograficos e as variaveis de saude bucal. Pessoas que
declararam até 8 anos de educacéao formal demonstraram maior prevaléncia em todas
as doencas bucais estudadas. Da mesma forma, adultos que declaram renda de até
500 reais, tiveram maior prevaléncia em trés das quatro doencas estudadas. Etnia
esteve associada a sangramento pos sondagem e/ou calculo dentario (PR=1.19) e
perda dentaria (PR=1.45) entre adultos que declararam-se pardos. Ter realizado
consulta odontolégica no servico publico agiu como fator de protecdo para
edentulismo (PR=0.68) no grupo de 35-44 anos. Todas as variaveis desfecho
mostraram associacao estatisticamente significante com as variaveis relacionadas ao

impacto na vida diaria dos adultos. A perda de ao menos um dente foi observada em



48.90% dos idosos e 47.03% eram completamente edéntulos, enquanto que os que
relataram renda de até 500 reais tiveram a prevaléncia de perda dentéria 2.58 vezes
maior. O impacto da saude bucal no desempenho diario, ora atuou como fator de
protecdo, noutras aumentou as chances para o adoecimento entre o grupo de 65-74
anos. A prevaléncia de necessidades normativas foi de 95.39% para adultos e 99.76%
para idosos enquanto que o impacto relacionado a estimativa de necessidade foi de
50.92% e 43.71%, respectivamente. Os impactos relacionados a necessidade
demonstraram diferenca estatisticamente significante com a estimativa normativa de
necessidade (p<0.001). Os resultados indicaram que doenca periodontal, perda
dentéria e edentulismo estiveram associados com fatores socioecondmicos e
demograficos, uso e necessidade de servicos de salde e com o impacto da saude
bucal na vida diaria de adultos e idosos brasileiros. Além disso, verificou-se uma
grande diferenca entre a abordagem padrdo e a sécio-odontolégica, sendo que as
necessidades identificadas por esta abordagem, foram menores do que as apontadas

pela estimativa padrédo de necessidades.

Palavras-chave: Desigualdades em saude. Fatores socioecondmicos. Doencas
periodontais. Perda de dente



PRADO, R.L. Periodontal condition, tooth loss and socioeconomic differences
in Brazilian adults and elderly. 2015. 133 f. Dissertation (Doctorate). Faculdade de

Odontologia, Universidade Estadual Paulista, Aracatuba, 2015.

GENERAL ABSTRACT

The aim of this study was to verify the correlations of periodontal disease, tooth loss
and edentulousness with socioeconomic and demographic factors, health needs and
health services as well as the impact of these correlations on oral health among
Brazilian adults and elderly and compare the standard estimate of need with a
sociodental assessment. The data originated from a national epidemiological survey
on oral health conducted in 2010 by the Brazilian Health Ministry (“SBBrasil 2010”).
The sample comprised 9779 people between 35-44 years old and 7619 elderly
between 65-74 years old. The oral health outcomes were as follows: bleeding on
probing and/or dental calculus, periodontal loss of attachment, tooth loss and
edentulousness. Education level and declared income were used as indicators of
socioeconomic status. Gender, ethnicity, region of residence, use of dental care,
impact of teeth in daily activities, and other variables were added to the models to
adjust the regression analysis. Poisson regression was performed to verify the
socioeconomic and demographic disparities in oral health with regard to the proximal
and distal determinants of health available in the data set. McNemar’s test was applied
to compare standard estimates of need and the respective impact-related. The results
showed associations (p<0.05) between socioeconomic and demographic aspects and
all oral health variables. People who had up to 8 years of formal education had
increased the prevalence to develop any of the oral diseases on this study. As much
as adults whom declared income up to 500 BRL, that had increased the prevalence to
develop three of the four studied conditions. Ethnicity had association with bleeding
on probing/or dental calculus (PR=1.19) and tooth loss (PR=1.45) between adults who
declared themselves as brown. Having a consultation performed at a public health
clinic was a protective factor for edentulousness (PR=0.68) among the group with 35-
44 years old. All of the outcome variables showed a statistically significant association

with the daily life variables among adults. The loss of at least one tooth was observed



in 48.90% of the elderly, while 47.03% were completely edentulous, whereas people
who reported an income up to 500 BRL has increased the prevalence of lose a tooth
by 2.58 times. The effect on daily life was occasionally a protective factor and
occasionally increased the likelihoods of diseases among the elderly group. The
prevalence of normative needs was 95.39% for adults and 99.76% for elderly while the
impact-related estimate of need were 50.92% and 43.71%, respectively. The
impacted-related approach had a significantly statistic association with a normative
estimate of needs (p<0.001). The results indicated that periodontal disease, tooth loss
and edentulousness were associated with socioeconomic and demographic aspects,
the need for health services, the use of health services and the impact of oral health
on daily life among Brazilian adults and elderly. In addition, we found a large difference
between the standard and the sociodental approaches, with the sociodental

assessment needs being lower than those identified by the standard estimate of needs.

Keywords: Health inequalities. Socioeconomic factors. Periodontal diseases. Tooth

loss.
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1 Introducéo Geral®

doenca periodontal € uma das principais doencas bucais entre adultos

e idosos e se ndo tratada contribui para a perda dos dentes?!. Diversos

fatores tém sido associados as periodontopatias, como higiene bucal?,
tabagismo?, acesso a servicos odontolégicos?, e fatores socioeconémicos®.

Esse dltimo traz implicacdes a saude de maneira geral. Desta forma, submeter
pessoas em situacdes socioecondmicas desfavoraveis a piores condicées de saude
representa um quadro de iniquidade social em saude, uma vez que tal termo faz
mencao a situacdes injustas, abusivas, desnecessarias e evitdveis as quais as
pessoas estdo submetidas®. Porém, a pobreza por si s6 ndo pode ser considerada
como responsavel pelo adoecimento das populacdes. Neste aspecto, o conceito de
iniquidade em saude tenta elucidar que nao se trata apenas do fato de pessoas em
situacdo de pobreza receber menos do que tratamento ideal em salde, mas sim do
aumento do risco de adoecimento e de piores condicfes de salde nas camadas mais
pobres da populacdo, atrelando, portanto, iniquidades em salde as iniquidades
socioecondmicas’.

Neste contexto, a doenca periodontal quando associada a fatores
socioeconémicos pode representar uma situacdo de iniquidade, que se nao tratada
produzird o agravamento a saude bucal do individuo!. A exacerbacédo do quadro de
periodontopatias pode conduzir a perda dos dentes, que € entendido como um
fenbmeno complexo que traz déficits a fungdo mastigatoria, autoestima, além de
impactar a qualidade de vida das pessoas®.

Como estratégia de intervencdo sobre as iniquidades, ao longo dos ultimos
anos, o Brasil vem desenvolvendo e implementando politicas publicas mais justas, e
tem sido reconhecido por 6rgdos como a Organizacdo das Nag¢fes Unidas (ONU) por
promover iniciativas focadas em geracédo de renda, acesso a educacéo e a saude®.

Um dos exemplos de ampliacdo do acesso em saude € o programa Brasil
Sorridente, que possibilitou a inclusdo do cirurgido-dentista na atencao primaria a

salude bem como a implantacgédo de centros de especialidades odontol6gicas®. Porém,

1Referéncias — Anexo A



h& no pais grandes desafios relativos as desigualdades, tanto econémicas como de
acesso a servicos de saude bucal, dada a complexidade que um tratamento em saude
bucal requer, principalmente a uma populacdo que historicamente ndo tinha o acesso
regular. Sendo assim, é fundamental elencar prioridades de intervencéo, uma vez que
varias sdo as causas do decréscimo na saude. Consequentemente, iniciativas para
tomada de decisao e vigilancia em saude bucal sdo fundamentais para garantir que
0s avancos alcancados continuem em curso e beneficiem de fato toda a populacéo a
guem se destina.

Portanto, os modelos preditivos de tomada de decisdo sao instrumentos Uteis
para a determinacdo de quais fatores exercem maior influéncia em relacdo as
condicdes de saude bucal, sejam elas favoraveis e desfavoraveis!!. Considerando
este fator, este estudo utilizou o banco de dados nacional em saude bucal, obtido com
o levantamento SBBrasil 2010. De tal forma, o presente estudo contribui para o
processo de tomada de decisdo ao ajustar modelos de regressdo para a doenca
periodontal, perda dentaria e edentulismo por meio de fatores socioeconémicos e
demograficos, necessidade referida e utilizacdo dos servicos de salde e impacto da
saude bucal na vida diaria de adultos brasileiros. Os resultados obtidos indicaram
guais variaveis atuaram como fator de protecéo ou risco sobre o desfecho de interesse
e que, portanto, mereceriam ser priorizadas, por meio de intervencdes especificas.
Este estudo contribui ainda comparando medidas normativas em saude bucal a uma
abordagem socio-odontoldgica, os quais podem ajudar na organizacado do acesso a
servigcos dentarios no servigco publico de saude.

Este trabalho foi dividido em trés capitulos. No primeiro e segundo capitulos,
estdo apresentadas as analises referentes aos dados de adultos e idosos brasileiros,
respectivamente. As analises destes dois capitulos comp&em modelos de regressao
de Poisson, baseados em quatro variaveis desfecho: sangramento pos-sondagem
e/ou calculo dentario, perda de insercédo periodontal, perda dentaria e edentulismo.
No dltimo capitulo, sdo apresentadas as analises referentes aos impactos
odontologicos no desempenho diario de adultos e idosos, e uma perspectiva de
abordagem socio-odontologica. Os resultados obtidos com essa pesquisa poderéo
servir como marco para futuras pesquisas sobre a equidade em saude no Brasil, uma

vez que representa um periodo em que o pais esta investindo em politicas publicas



de distribuicdo de renda e reducdo das desigualdades, projetando o pais a um

patamar de reconhecimento internacional.
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2 Capitulo 1

Doenca periodontal, perda dentéaria e determinantes sociais de saude em

adultos Brasileiros — anélises usando dados nacionais?

2.1 RESUMO

Objetivo: O objetivo deste estudo foi verificar as correlagdes da doenca periodontal,
perda dentaria e edentulismo com fatores socioeconémicos e demograficos,
necessidades e uso dos servicos de saude bem como o impacto dessas correlacdes
na saude bucal entre adultos brasileiros. Métodos: Os dados utilizados foram obtidos
da pesquisa epidemiolégica conduzida em 2010 pelo ministério da saude chamada
“SBBrasil 2010”. A amostra foi composta de 9779 pessoas entre 34-44 anos. Os
desfechos em saude bucal foram: sangramento pds sondagem e/ou calculo dentario,
perda de insercdo periodontal, perda dentéria e edentulismo. Nivel de escolaridade e
renda foram utilizados como indicadores socioecondmicos. Género, etnia, regiao de
residéncia, uso de servicos odontoldgicos, impacto dos dentes nas atividades diarias
e outras variaveis foram adicionadas aos modelos para ajustar a andlise. Regressao
de Poisson foi realizada para verificar as disparidades socioeconémicas e
demograficas em saude bucal com relacdo aos determinantes proximais e distais
disponiveis no banco de dados. Resultados: Os resultados mostraram associagéo
(p<0.05) entre aspectos socioecondmicos e demograficos e todas as variaveis de
saude bucal. Pessoas que tinham até 8 anos de educacao formal tiveram aumentadas
a prevaléncia de todas as doencas bucais estudadas. Da mesma forma, pessoas que
declaram renda de até 500 reais, tiveram as chances aumentadas de desenvolver trés
das quatro doencas estudadas, excecao feita ao edentulismo. Etnia esteve associada
a sangramento pOGs sondagem e/ou calculo dentario (RP=1.19) e perda dentaria
(RP=1.45) entre pessoas que declararam-se pardas. Ter realizado consulta
odontologica no servico publico agiu como fator de protecdo para edentulismo

(RP=0.68). Todas as variaveis desfecho mostraram associacdo estatisticamente

1 Formatado de acordo com as normas do International Journal for Equity in Health
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significante com as variaveis relacionadas ao impacto na vida diaria. Concluséo: Os
resultados indicaram que doenca periodontal, perda dentaria e edentulismo estiveram
associados com fatores socioecondmicos e demograficos, uso e necessidade de
servicos de saude e com o impacto da saude bucal na vida diaria de adultos
brasileiros.

Palavras-chave: Saude bucal, Disparidades nos Niveis de Saude, Fatores

socioecon6émicos, Doencas Periodontais, Perda de Dente

2.2 ABSTRACT

Objective: The aim of this study was to verify the correlations of periodontal disease,
tooth loss and edentulousness with socioeconomic and demographic factors, health
needs and health services as well as the impact of these correlations on oral health
among Brazilian adults. Methods: The data originated from a national epidemiological
survey on oral health conducted in 2010 by the Brazilian Health Ministry (“SBBrasil
2010”). The sample comprised 9779 people between 35 and 44 years old. The oral
health outcomes were as follows: bleeding on probing and/or dental calculus,
periodontal loss of attachment, tooth loss and edentulousness. Education level and
declared income were used as indicators of socioeconomic status. Gender, ethnicity,
region of residence, use of dental care, impact of teeth in daily activities, and other
variables were added to the models to adjust the regression analysis. Poisson
regression was performed to verify the socioeconomic and demographic disparities in
oral health with regard to the proximal and distal determinants of health available in
the data set. Results: The results showed associations (p<0.05) between
socioeconomic and demographic aspects and all oral health variables. People who
had up to 8 years of formal education had increased the prevalence to develop any of
the oral diseases on this study. As much as people whom declared income up to 500
BRL, that had increased the prevalence to develop three of the four studied conditions,
exception to edentulousness. Ethnicity had association with bleeding on probing/or
dental calculus (PR=1.19) and tooth loss (PR=1.45) between people who declared
themselves as brown. Having a consultation performed at a public health clinic was a
protective factor for edentulousness (PR=0.68). All of the outcome variables showed
a statistically significant association with the daily life variables. Conclusions: The
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results indicated that periodontal disease, tooth loss and edentulousness were
associated with socioeconomic and demographic aspects, the need for health
services, the use of health services and the impact of oral health on daily life among
Brazilian adults.

Keywords: Oral Health, Health status disparities, Socioeconomic factors, Periodontal

diseases, Tooth loss
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2.3 Introduc¢ao

ada vez mais ha indicios de que a desigualdade socioecondmica

oferece implicacdes a saude das pessoas e grupos humanos, sendo o

ambiente onde se vive grande influenciador sobre o0 modo de vida das
pessoas. Existem evidéncias de que individuos que ocupam classe econémica mais
baixa apresentam piores condicbes de saude (1-3). Dessa forma, a saude de
individuos e populagfes é decisivamente influenciada por situagfes econémicas e
sociais em que as pessoas nascem, vivem, trabalham e envelhecem, sendo que estes
ambientes podem ser as causas da iniquidade em saude (4, 5).

Entre os maiores problemas de saude bucal, doenca periodontal é
proeminente, afetando a maior parte da populagédo mundial (6) e contribuindo para a
perda dentaria. Os fatores de risco para a doenca periodontal sédo higiene bucal
deficiente (7), tabagismo (8, 9), e alcoolismo (10). Diversos estudos tém demonstrado
uma correlacdo inversa entre doencga periodontal e fatores socioeconémicos como
educagdo, renda, idade, género e etnia (6-8, 11).

O acesso a servigos de saude bucal tem sido apontado como influenciador da
doenca periodontal, relegando a quem ndo tem acesso a servicos odontoldgicos,
piores condi¢des bucais (12). Um quadro de saude bucal onde tem perda de estruturas
de suporte periodontais pode afetar significativamente a funcdo mastigatéria do
individuo, bem como sua qualidade de vida (13). Da mesma forma, o status
socioeconbmico (SES) tem sido associado com necessidades em saude bucal
causadas por perda de dentes e edentulismo (14-16). Perder um dente pode ser
compreendido como um fendmeno complexo que conduz as pessoas a perda de
funcao, problemas estéticos e decréscimo na qualidade de vida (17).

Ha no Brasil sérios desafios relativos a iniquidade. Apesar de todo o progresso
gue o sistema de saude tem obtido nos ultimos anos, grande parcela da populacéo
continua vivendo em condi¢cdes de pobreza, o que os priva de acesso a Servigos
essenciais de saude (18). Nos ultimos dez anos, o pais tem vivenciado uma
consideravel melhora no sistema publico de saude bucal, viabilizado por meio do
programa “Brasil Sorridente”, o qual aumentou o acesso da populagdo a cuidados

odontologicos por meio de uma politica publica (19). Entretanto, manter um sistema
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regular de vigilancia sobre as disparidades em saude € essencial, sendo um caminho
para verificar se acdes de promoc¢ao de salde e politicas sociais estao atingindo seus
objetivos, bem como seus elementos primarios de acédo (20, 21). Para manter um
sistema de vigilancia em salde, atualmente o SBBrasil € a Unica pesquisa
epidemiologica financiada pelo governo; possui grande amostra e atinge todos os
Estados do pais (18).

A despeito do nimero de estudos que examinaram a associacao entre as
disparidades em saude bucal e fatores socioeconémicos, as variaveis mais usadas
para explicar essa relacdo sédo renda e escolaridade (1, 11). Todavia, 0 uso de um
maior nimero de indicadores socioecondémicos e demograficos, acesso aos servicos
de saude e percepcbes em saude pode ser mais util para explicar como as
disparidades tém influenciado a salde bucal. Tais associacfes podem refletir
diferentes niveis de iniquidade em saude dentro de um pais.

Dessa forma, o objetivo deste estudo foi verificar as correlacdes entre doenca
periodontal, perda dentaria e edentulismo com fatores socioeconbmicos e
demograficos, uso e necessidades dos servicos de saude bem como o impacto

dessas correlagdes na saude bucal entre adultos brasileiros.
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2.4 Metodologia

Para este estudo foram utilizados dados do SBBrasil 2010, uma pesquisa
epidemiologica em saude bucal realizada pelo Ministério da Saude em 2010. O
SBBrasil teve uma amostragem estratificada por conglomerados com multiplos
estagios. Os dados foram coletados nas 26 capitais estaduais, no distrito federal e em
mais 150 municipios, definidos como dominios. A precisdo considerou os dominios
agrupados pela densidade populacional e a variabilidade interna dos indices de saude
bucal. O estudo avaliou as principais doencas bucais: carie, doenca periodontal, perda
dentaria e outras, em cinco grupos etarios (22). Um questionario foi utilizado para
coletar dados relativos a condi¢ces socioecondmicas, uso de servicos odontolégicos
e percepcdo em saude (18). Os exames foram realizados de acordo com as instrucdes
da OMS (23).

Os dados utilizados nesta analise foram coletados de 9.779 adultos entre 35-
44 anos. Esta faixa etaria estd de acordo com as orientacdes da OMS para estudos
epidemiologicos (23).

Uma descri¢cdo detalhada do SBBrasil 2010 pode ser encontrada em um artigo
previamente publicado (22).

2.4.1 Desfechos e covariaveis

Duas variaveis desfecho foram obtidas do indice CPOD (nimero de dentes
com carie, perdidos e restaurados): “Perda dentaria” e “Edentulismo”, sendo ambas
dicotomizadas para analise. A variavel perda dentaria considerou qualquer individuo
gue tenha perdido ao menos um dente. Ja a variavel edentulismo considerou apenas
pessoas que perderam todos os dentes.

Para as variaveis desfecho relativas a doenca periodontal, foram utilizados
dados coletados pelo indice Periodontal Comunitario (CPI) e pelo indice de Perda de
Inser¢cdo Periodontal (PIP). Foram obtidas duas novas variaveis, também
dicotomizadas. Para a variavel PIP, considerou-se a perda de insercdo periodontal
maior que 3mm em ao menos um dos dentes examinados. Ja para a variavel CPI
consideram-se apenas as condicOes de sangramento pos-sondagem ou presenca de

célculo dentario, em pelo menos um dos dentes examinados.
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As variaveis de exposi¢do foram renda mensal declarada e escolaridade. A
renda foi agrupada em quatro categorias: pessoas que declararam renda mensal de
até 500 reais, entre 501 e 1.500 reais, entre 1.501 e 4.500 reais e acima de 4.500
reais. Ja a escolaridade foi agrupada até oito anos de estudo, entre nove e 11, e entre
12 e 15 anos de estudo.

As demais variaveis utilizadas foram raca (branca, negra, parda, outras);
género; regido geografica em que reside (Centro-Oeste, Nordeste, Norte, Sudeste,
Sul); residéncia na capital ou interior dos Estados; nimero de pessoas que vivem na
mesma residéncia, categorizado em até duas pessoas, trés, quatro, cinco e seis ou
mais pessoas; numero de cOmodos da casa que servem como dormitério,
categorizado em até dois cémodos, trés, quatro e cinco ou mais; numero de bens que
as pessoas referiram ter, categorizados em até quatro, cinco, seis, sete, oito, hove ou
mais (estes bens representaram a soma do numero de aparelhos televisores,
aparelhos de som, forno de micro-ondas, geladeira, telefone, lavadora de roupas e
louca, computadores e carros). Existiram ainda as variaveis dicotomizadas referentes
a necessidade de proétese, percebida pelo individuo e mais nove variaveis relativas ao
impacto dos dentes nas atividades diarias. Sao elas: Influéncia na mastigacao;
Influéncia na escovacao; Irritacdo com problemas de saude bucal; influéncia no lazer;
influéncia na pratica de esportes; influéncia na fala; influéncia nas relagbes sociais;
influéncia no estudo/trabalho; influéncia no sono.

A variavel referente ao uso de servicos odontoldgico foi dicotomizada entre
pessoas que usaram ha menos de um ano, e pessoas que utilizaram ha mais de um
ano. Quanto ao tipo de servico utilizado, foram consideradas trés categorias: servico

publico, servigo privado e outros.

2.4.2 Analise estatistica
Para analise dos dados foi utilizado o modelo de regressao de Poisson, o qual

é definido como um modelo estatistico em que a variavel desfecho “y” pode assumir
valores categoricos e dicotbmicos, e pode ser explicada por um conjunto de “p”
variaveis independentes ou explicativas que por sua vez podem ser categodricas ou
continuas (24).

Para a selecdo das variaveis explicativas utilizadas no ajuste do modelo de

regressao de Poisson, foi considerado como critério de inclusdo que houvesse relagédo
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entre a variavel explicativa e a variavel desfecho, a partir da realizacdo de andlise
univariada com nivel de significAncia de 25% (25). As variaveis acima deste ponto de
corte foram excluidas. Nesta analise também foram estimados os valores da razdo de
prevaléncia bruta com intervalo de confianca de 95%.

As analises foram baseadas no modelo hierarquico proposto por Dahlgren &
Whitehead (26, 27) e adaptado para este estudo, sendo desenhado um modelo
conceitual (Figura 1), no qual variaveis socioeconémicas e demograficas foram
consideradas determinantes distais de saude bucal, as quais influenciam
determinantes proximais. Condi¢cdes de moradia, acesso aos servicos odontoldgicos,
necessidades odontolégicas e percepcdo em saude foram os outros determinantes
(Figura 1).

Condigoes socioecondmicas e demogréficas

Renda mensal, escolaridade, regiao de residéncia, residencia na capital ou
interior, género & etnia

/ l \

Acesso a servigos

PEFFWD da_' satde bucal Condigdes de vida odontolégicos e necessidades
Variaveis relacionadas com o Numero de pessoas bucais
'mpa':;?fjaﬁz:d; abrfsa' nas vivendo na mesma casa, Ultima consulta odontégica, tipo
Wi Il nimero de quartos e de servico odontolégico utilizado
nimero de pertences & necessidade de protese
dentéria
Condicoes de

saude bucal

Figura 1 — Determinantes de saude. Modelo conceitual de determinacao utilizado na analise

No bloco de anélise composto por fatores socioeconémicos e demograficos,
as variaveis foram: renda mensal declarada, nivel de escolaridade, regido de
residéncia, morar na capital do Estado ou interior, género e etnia. No bloco que
representou as condicbes de vida, foram consideradas as variaveis: numero de
pessoas vivendo na mesma casa, numero de guartos e numero de bens. O bloco

relativo a necessidade referida em saude bucal e utilizagéo dos servi¢os de saude foi
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composto pelas seguintes variaveis: Ultima consulta odontolégica, tipo de servico
utilizado, e necessidade de prétese dentaria. O bloco referente a percepgdo em saude
incluiu as variaveis relativas com o impacto da saude bucal nas atividades diarias.

A ordem de entrada das variaveis nos modelos foi determinada de acordo com
o valor do likelihood ratio (razdo de verossimilnanca) em seguida pela razdo de
prevaléncia, constatadas na analise univariada.

Foi utilizado para estimag¢ao dos modelos logisticos o software “Stata”, versao
11.2 (StataCorp., CollegeStation, Estados Unidos). O procedimento utilizado para o
ajuste dos modelos foi 0 “stepwise”, o qual considerou as variaveis no mesmo bloco
de acordo com a razéo de verossimilhanca seguida pelo valor da razao de prevaléncia.
Ao final da analise de cada bloco, foram mantidas no modelo as variaveis com valor
significante de p. Entéo, as variaveis do proximo bloco foram adicionadas uma a uma,
seguindo o mesmo critério. O acréscimo sucessivo das variaveis permitiu que ao final
do processo fossem obtidas aquelas que melhor explicassem conjuntamente a
variavel desfecho (25). O modelo final foi definido pelas variaveis que demonstraram
associacao estatistica significante apos ajuste. Para o efeito da analise, considerou-
se o nivel de significancia de p<0.05. Utilizou-se do valor de significancia do teste de

Wald para a avaliacéo do ajuste do modelo final.

2.5 Resultados

Foram incluidos na andlise descritiva 9.779 adultos entre 35-44 anos, sendo a
média de idade de 39.4 anos (intervalo de confianga de 95% - 39.3-39.4). A
distribuicdo socioecondmica e demografica da amostra esta representada na tabela
1. Somadas, as regides Norte e Nordeste, representaram 51.55% (n=5041) dos
adultos examinados, sendo as outras trés regibes naturais brasileiras responsaveis
15-16% cada. De todos os adultos participantes, 75% (n=7333) residiam em alguma

das capitais brasileiras.
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Tabela 1 — Prevaléncia de sangramento pés-sondagem/calculo dentéario, Perda de
insercdo periodontal, Perda dentéria e Edentulismo em Adultos brasileiros de acordo
com caracteristicas socioecondmicas e demogréficas, Brasil, 2014

Total Sangramer)tqlpois- Perda Qedlnserlc;ao dPerga Edentulismo
(n=9779)’ sondagem/calculo Perio ontg entana" (n=270)"
(n=5859) (n=4448) (n=7928)
n % n % n % n % n %
Género
Masculino 3374 34.50 2113 36.06 1512 33.99 268 33.9 75 27.78
9 2
Feminino 6405 65.50 3746 63.94 2936 66.01 523 66.0 195 72.22
9 8
Etnia
Branco 4137 42.30 2393 40.84 1743 39.19 314 39.6 103 38.15
1 2
Preto 1020 10.43 610 10.41 470 10.57 842 10.6 37 13.70
2
Pardo 4386 44.85 2717 46.37 2128 47.84 375 47.3 125 46.30
0 0
Outro 236 2.41 139 2.37 107 2.41 195 2.46 5 1.85
Renda declarada
Até 500 reais 1420 14.52 885 15.10 789 17.74 121 15.3 69 25.56
7 5
501-1500 reais 4783 48.91 2952 50.38 2361 53.08 408 51.5 155 57.41
4 1
1501-4500 reais 2813 28.77 1616 27.58 1066 23.97 216 27.3 37 13.70
9 6
Acima de 4500 reais 519 5.31 270 4.61 123 2.77 271 3.42 3 1.11
Nao respondeu 244 2.50 136 2.32 109 2.45 187 2.36 6 2.22
Escolaridade
Até 8 anos 4371 44.70 2711 46.27 2470 55.53 379 47.8 198 73.33
6 8
9-11 anos 3025 30.93 1862 31.78 1274 28.64 251 31.6 55 20.37
0 6
12-15 anos 2297 23.49 1242 21.20 665 1495 156  19.7 13 4.81
5 4
N&o respondeu 86 0.88 44 0.75 39 0.88 57 0.72 4 1.48
Regido de residéncia
Sudeste 1608 16.44 1030 17.58 689 15.49 121 15.3 45 16.67
6 4
Sul 1638 16.75 952 16.25 676 1520 120 15.1 41 15.19
3 7
Centro-oeste 1492 15.26 820 14.00 650 14.61 120 15.1 43 15.93
4 9
Nordeste 2456 25.12 1455 24.83 1044 23.47 206 26.0 68 25.19
8 8
Norte 2585 26.43 1602 27.34 1389 31.23 223 28.2 73 27.04
7 2
Cidade de Residéncia
Capital 7333 74.99 4435 75.70 3138 70.55 596 75.2 162 60.00
8 8
Interior 2446 25.01 1424 24.30 1310 29.45 196 24.7 108 40.00
0 2

“Total de participantes no estudo, com e sem doenca.
" Ndmero de participantes com doenga.

Entre os participantes, 59.9% (n=5.859) apresentaram sangramento pos-
sondagem e/ou célculo dentéario, enquanto que 45.5% (n=4.448) foram diagnosticados
com ao menos um dente com perda de insergcédo periodontal maior que 3 mm. Mais
de 80% (n=7.928) dos adultos participantes do SBBrasil perderam ao menos um
elemento dentario, e 2.8% (n=270) eram completamente edéntulos (tabela 1).

Um total de 46.5% relatou ter ido ao dentista h4 menos de um ano, 44.6%

tiveram a Ultima consulta odontolégica ha mais de um ano e 8.9% nunca foram ao
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dentista. Em sua ultima consulta, 36.5% (n=3.574) relataram ter utilizado servico
publico, 40.8% (n=3.986) foram a um consultério privado e 14.5% (n=1.418)
reportaram ter utilizado outros tipos de servico.

Em relacédo a satisfacdo com a saude bucal, 58.1% (n=5.684) declararam-se
muito satisfeitos, satisfeitos ou indiferentes, enquanto que 41.9% (n=4.095) disseram
insatisfeitos ou muito insatisfeitos. Um total de 3.958 (40.5%) adultos relataram
precisar de algum tipo de protese dentéria.

A tabela 2 apresenta o0 modelo final de regressdo para a variavel perda de
insergéo periodontal. Baixa renda e escolaridade aumentaram em mais de duas vezes
a prevaléncia de individuos com perda de insercao periodontal maior que 3mm. J4 em
relacdo a quantidade de bens referidos, somente individuos com até quatro bens

tiveram a prevaléncia de PIP aumentada.

Tabela 2 — Modelos finais de regressdo de Poisson para a Perda de Insercéao
Periodontal de adultos brasileiros entre 35-44 anos — Brasil, 2014

Variaveis RP, RP, IC 95% (RP.) pt p*
FATORES SOCIOECONOMICOS E DEMOGRAFICOS

Renda (Reais)

Até 500 4.68 2.30 1.79-2.95 <0.001

Entre 501-1500 3.53 2.00 1.60-2.51 <0.001

Entre 1501-4500 2.13 1.58 1.26-1.99 <0.001

Acima de 4500 1 1

Escolaridade

Até 8 anos 3.48 2.72 2.41-3.09 <0.001 <0.001
Entre 9-11 anos 1.86 1.65 1.45-1.87 <0.001

Entre 12-15 anos 1 1

Cidade de residéncia

Interior 1.65 1.47 1.32-1.63 <0.001

Capital do Estado 1 1

CARACTERISTICAS DOMICILIO E BENS*
Ndmero de bens

0-4 1.27 1.41 1.21-1.64 <0.001

5 1.83 1.18 1.01-1.37 0.039

6 1.73 1.25 1.08-1.45 0.004

7 1.67 1.29 1.11-1.51 0.001

8 1.25 1.02 0.87-1.18 0.85

9ou+ 1 1 <0.001
Ndmero de dormitérios

1 dormitério 0.92 0.74 0.63-0.87

2 dormitérios 0.82 0.77 0.69-0.86 <0.01

3 dormitérios 0.81 0.85 0.75-0.95

4 ou + dormitérios 1 1

ATENDIMENTO E NECESSIDADES ODONTOLOGICOS**

Necessidade de prétese

Nao 1 1

Sim 2.58 2.30 2.08-2.54 <0.001

Ultima visita ao dentista <0.001
Menos de 1 ano 1 1

Mais de 1 anos 1.47 1.17 1.06-1.29 0.001

PERCEPCAO EM SAUDE**

Dificuldade em falar

N&o 1 1

Sim 2.66 1.54 1.30-1.83 <0.001

Vergonha ao sorrir <0.001
N&o 1 1

Sim 2.23 1.31 1.15-1.48 <0.001

Dentes causando nervosismo ou irritagao
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Nao 1

Sim 1.93

1.08-1.41

0.002

RPb — Razédo de prevaléncia bruta/ RPa — Razéo de prevaléncia ajustada/ pt - valor de p da categoria pf- valor de p da
variavel * Ajustado pelas variaveis renda, escolaridade e Cidade de residéncia ** Ajustado pelas variaveis renda, escolaridade,
cidade de residéncia, nimero de bens e nimero de dormitérios *** Ajustado pelas variaveis renda, escolaridade, necessidade
de prétese, nimero de bens e nimero de dormitérios, Ultima visita ao dentista. No periodo da coleta de dados, o salario
minimo brasileiro era de 510 reais (1 d6lar americano=1.66 reais).

Tabela 3 — Modelos finais de regressdo de Poisson para a Sangramento pos
sondagem e/ou calculo dentario de adultos brasileiros entre 35-44 anos — Brasil,

2014

Variaveis RP, RP, IC 95% (RP.) pt p#
FATORES SOCIOECONOMICOS E DEMOGRAFICOS

Renda (Reais)

Até 500 4.40 2.28 1.71-3.05 <0.001
Entre 501-1500 3.31 1.92 1.52-2.42 <0.001
Entre 1501-4500 1.67 1.30 1.05-1.62 0.017
Acima de 4500 1 1

Escolaridade

Até 8 anos 3.59 2.69 2.28-3.16 <0.001
Entre 9-11 anos 1.92 1.58 1.37-1.83 <0.001
Entre 12-15 anos 1 1

Raca

Branca 1 1

Negra 1.29 0.96 0.78-1.17 0.68 <0.0001
Parda 1.65 1.19 1.05-1.37 0.01
Outras 1.57 1.19 0.78-1.84 0.42
Regi&o

Sudeste 1 1

Sul 0.71 0.92 0.75-1.11 0.38
Centro-Oeste 0.70 0.68 0.56-0.83 <0.001
Nordeste 0.86 0.89 0.74-1.07 0.19
Norte 1.80 1.76 1.44-2.16 <0.001
Sexo

Masculino 1 1

Feminino 0.78 0.78 0.69-0.89 <0.001
CARACTERISTICAS DOMICILIO E BENS*

Ndmero de bens

0-4 bens 2.53 1.18 0.94-1.48 0.154
5 bens 1.83 0.96 0.76-1.19 0.719
6 bens 1.77 1.09 0.88-1.34 0.429
7 bens 1.37 0.90 0.74-1.10 0.296 <0.0001
8 bens 1.05 0.79 0.66-0.95 0.014
9 ou + bens 1 1

ATENDIMENTO E NECESSIDADES ODONTOLOGICOS**

Ultima visita ao dentista

Menos de 1 ano 1 1

Mais de 1 anos 1.99 1.54 1.36-1.76 <0.001
Tipo de servigo Odontolégico

Privado 1 1

Puablico 1.90 1.30 1.12-1.51 0.001 <0.001
Outros 0.98 1.06 0.90-1.24 0.51
Necessidade de prétese

Nao 1 1

Sim 1.74 1.29 1.12-1.48 <0.001
PERCEPCAO EM SAUDE ***

Dentes influenciaram no Lazer

N&o 1 1

Sim 2.75 1.41 1.07-1.86 0.013
Vergonha ao sorrir

N&o 1 1

Sim 2.35 1.31 1.08-1.58 0.005
Dentes causaram nervosismo ou irritagao

N&o 1 1 <0.001
Sim 2.29 1.33 1.08-1.65 0.008
Incémodo ao escovar

N&o 1 1

Sim 2.19 1.36 1.13-1.64 0.001
Dificuldade para comer

N&o 1 1

Sim 1.97 1.21 1.03-1.44 0.022
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RPb — Razao de prevaléncia bruta/ RPa — Razéo de prevaléncia ajustada/ pt - valor de p da categoria pf- valor de p da
variavel * Ajustado pelas variaveis renda, escolaridade, raca, regiéo e sexo ** Ajustado pelas variaveis renda, escolaridade,
raca, regido, sexo e numero de bens *** Ajustado pelas variaveis renda, escolaridade, raga, regido, sexo, nimero de bens,
Ultima visita ao dentista, Necessidade de prétese e tipo de servico Odontolégico. No periodo da coleta de dados, o salario
minimo brasileiro era de 510 reais (1 d6lar americano=1.66 reais).

A tabela 3 apresenta o modelo final de regressdo para sangramento pés-
sondagem e/ou calculo dentario. Entre os fatores socioecondmicos e demograficos,
raca e regido de moradia figuram entre os preditores para a variavel desfecho. Morar
na regido Centro-Oeste foi como um fator protetor (RP=0.68), a0 passo que morar na
regido Norte aumentou em 76% a prevaléncia de desenvolver sangramento e/ou
célculo. Pessoas que relataram servigo publico como local de realizagdo da ultima
consulta odontolégica também apresentaram 30% maior a prevaléncia de

sangramento e/ou célculo dentario (tabela 3).

Tabela 4 — Modelos finais de regressdo de Poisson para perda dentaria de adultos

brasileiros entre 35-44 anos — Brasil, 2014

Variaveis RPy RP, IC 95% (RP,) pt p#
FATORES SOCIOECONOMICOS E DEMOGRAFICOS

Renda (Reais)

Até 500 8.94 2.93 2.19-3.91 <0.001
Entre 501-1500 7.8 3.41 2.71-4.27 <0.001
Entre 1501-4500 3.46 2.39 1.93-2.96 <0.001
Acima de 4500 1 1

Escolaridade

Até 8 anos 5.12 4.03 3.38-4.79 <0.001
Entre 9-11 anos 2.61 2.07 1.78-2.42 <0.001
Entre 12-15 anos 1 1

Regiao

Sudeste 1 1

Sul 0.85 1.3 1.08-1.57 0.006 <0.001
Centro-Oeste 1.7 1.88 1.53-2.33 <0.001
Nordeste 2.06 2.44 2.01-2.96 <0.001
Norte 2.88 3.2 2.61-3.92 <0.001
Raca

Branca 1 1

Negra 1.75 1.17 0.93-1.46 0.175
Parda 2.38 1.45 1.25-1.68 <0.001
QOutras 1.51 0.96 0.63-1.45 0.847
Sexo

Masculino 1 1

Feminino 1.71 1.25 1.09-1.42 0.001

CARACTERISTICAS DOMICILIO E BENS*
Numero de pessoas que vivem naresidéncia

Até 2 pessoas 1 1

3 pessoas 1.14 1.15 0.95-1.41 0.158

4 pessoas 1.42 1.25 1.03-1.51 0.024 <0.001
5 pessoas 1.62 1.19 0.95-1.48 0.129

6 ou + pessoas 1.91 1.24 0.98-1.58 0.074

ATENDIMENTO E NECESSIDADES ODONTOLOGICOS **

Necessidade de Protese

Néo 1 1 <0.001
Sim 5.3 3.74 3.16-4.45 <0.001

PERCEPGAO EM SAUDE ***

Dentes atrapalharam estudo/Trabalho

Néo 1 1

Sim 2.91 1.4 1.02-1.95 0.04

Vergonha ao Sorrir

Néo 1 1

Sim 2.89 1.58 1.28-1.95 <0.001 <0.001
Dificuldade para comer

Né&o 1 1

Sim 2.3 1.47 1.23-1.74 <0.001

RPb — Razéo de prevaléncia bruta/ RPa — Razéo de prevaléncia ajustada / pt - valor de p da categoria p1- valor de p da variavel
* Ajustado elas variaveis renda, escolaridade, regido, raga e sexo ** Ajustado pelas variaveis renda, escolaridade, regido, raga, sexo
e nimero de pessoas que vivem na residéncia *** Ajustado pelas variaveis renda, escolaridade, regido, raga, sexo, nimero de pessoas
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gue vivem na residéncia e necessidade de prétese. No periodo da coleta de dados, o salario minimo brasileiro era de 510 reais (1
délar americano=1.66 reais).

Em relacéo a perda dentaria, morar em regides diferente da Sudeste chegou a
elevar em até 220% a prevaléncia, como € o caso de pessoas que residiam na regido
Norte (tabela 4).

E importante apontar a falta de relacdo entre renda declarada e edentulismo.
Porém, o nivel educacional e a frequéncia de visita ao consultorio odontolégico
figuraram como fatores importantes, mantendo relagéo inversamente proporcional e

aumentando significativamente a prevaléncia da perda de todos os dentes (tabela 5).

Tabela 5 — Modelos finais de regressao de Poisson para edentulismo de adultos

brasileiros entre 35-44 anos — Brasil, 2014

Variavel RP, RP. IC 95% (RP,) pt pt
FATORES SOCIOECONOMICOS E DEMOGRAFICOS*

Escolaridade

Até 8 anos 8.2 5.92 3.28-10.67 <0.001

9-11 anos 3.22 2.56 1.37-4.76 0.003

éze;(loS anos 1 1 <0.001
Masculino 1 1

Feminino 1.37 1.4 1.05-1.83 0.018
CARACTERISTICAS DOMICILIO E BENS**

Ndmero de Bens

Até 4 bens 3.25 1.75 1.11-2.77 0.016

5 bens 2.61 1.52 0.94-2.45 0.088

6 bens 2.76 1.81 1.14-2.98 0.012

7 bens 2.39 1.8 1.11-2.91 0.016

8 bens 1.41 1.17 0.68-2.02 0.572

9 ou mais bens 1 1 <0.001
Numero de dormitérios

1 dormitério 0.57 0.43 0.26-0.70 0.001

2 dormitérios 0.58 0.51 0.38-0.69 <0.001

3 dormitérios 0.64 0.7 0.51-0.97 0.031

4 ou + dormitérios 1 1

ATENDIMENTO E NECESSIDADES ODONTOLOGICOS #

Ultima visita ao dentista

Menos de 1 ano 1 1

Mais de 1 ano 4.19 3.52 2.46-5.04 <0.01

Necessidade de Protese

Nao 1 1

Sim 1.99 1.54 1.15-2.07 0.004 <0.001
Tipo de servigo Odontolégico

Privado 1 1

Publico 1.07 0.68 0.50-0.93 0.016

Qutros 1.62 0.89 0.54-1.45 0.63

PERCEPGAO EM SAUDE ##

Incémodo ao escovar os dentes

Nao 1 1

Sim 0.4 0.3 0.18-0.44 <0.001 <0.001

RPb — Razdo de prevaléncia bruta/ RPa — Razdo de prevaléncia ajustada / p' - valor de p da categoria p*- valor de p da
variavel * Ajustado por renda ** Ajustado por renda, escolaridade e sexo * Ajustado por renda, escolaridade, sexo, nimero
de bens e nimero de dormitérios * Ajustado por renda, escolaridade, sexo, nimero de bens, nimero de dormitérios, Ultima
visita ao dentista, Necessidade de prétese e Tipo de servigo Odontoldgico. No periodo da coleta de dados, o salario minimo
brasileiro era de 510 reais (1 délar americano=1.66 reais).
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Ainda em relacdo ao edentulismo, o atendimento no servi¢o publico atuou como
fator de protecéo, diminuindo a prevaléncia em 32% quando comparado ao

atendimento no setor privado (tabela 5).

2.6 Discussao

Neste estudo foram demonstradas, em uma amostra nacional, que as piores
condicdes de saude bucal foram mais comuns entre pessoas com menor nivel
educacional e mais pobres, mesmo apdés 0 ajuste por potenciais covariaveis. A
educacéao esteve associada com todas as variaveis desfecho do estudo, enquanto que
renda esteve associada com trés (excec¢ao a edentulismo), aumentando a prevaléncia
de adultos brasileiros com doenca periodontal e perda dentaria. As disparidades
socioecondmicas observadas neste estudo corroboram com resultados de pesquisas
feitas anteriormente (28-31).

Em relacéo a etnia, a Unica associacao foi observada para pessoas que se
declararam pardas, as quais tiveram aumentadas a prevaléncia de sangramento pos-
sondagem e/ou calculo dentéario e perda dentéaria. Esse resultado ndo coincide com o
encontrado por Azevedo (28), que demonstrou em seu estudo que as chances de
sangramento pos-sondagem e/ou célculo foram 2.23 vezes maior em pessoas negras.

A distribuicdo racial das regides brasileiras reflete a histéria de ocupacgéo
territorial e de movimentos relativos a fatores econémicos. A maioria branca da
populacao reside nas regides Sul e Sudeste, as mais ricas do pais, enquanto que a
populacao parda, a qual representa 43.1% da populacéo nacional, € mais comum no
Norte e Nordeste do Brasil, regides mais pobres e de mais dificil acesso. No entanto,
0 segundo Estado em numero de pessoas negras, € o Rio de Janeiro, situado na
regido Sudeste, a mais economicamente desenvolvida do pais (32), reforcando o
papel dos determinantes sociais na saude.

As diferencas regionais compuseram os modelos explicativos para a variavel
sangramento pés-sondagem/calculo dentario e perda dentéaria, sendo a regido Norte
a que apresentou piores condi¢des, na qual moradores apresentaram mais de 3.2
vezes mais chances de perder um dente quando comparados com moradores da

regido Sudeste, a mais favorecida economicamente no Brasil (tabela 4). A regido
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Norte abriga &reas como a floresta Amazo6nica, possuindo aldeias indigenas, areas de
dificil acesso e extrema pobreza. J4 a regido Sudeste, comporta as maiores cidades
brasileiras, como Sao Paulo e Rio de Janeiro, e concentra a maior parte do produto
interno bruto nacional. Ainda que nos ultimos anos o Brasil tenha experimentado um
crescimento econdmico e desenvolvimento, continuam a existir no pais grandes areas
gue sofrem a iniquidade. Em 1990, o pais contava com um indice de desenvolvimento
humano (IDH) de 0.59; j4 em 2012, esse mesmo indice foi de 0.73 (33). Porém, o
Estado do Amazonas tem um IDH abaixo da média nacional (0.67) e conta também
com o pior indice de GINI do pais (0.65) (34). A situacao identificada no estudo reforca
a teoria das iniquidades em saude no caso brasileiro, quando observadas as
diferencas extremas regionais.

No entanto, grandes esfor¢cos governamentais tém sido realizados ao longo
dos ultimos anos para ampliar o sistema nacional de salde, o qual oferece acesso
universal e tratamento gratuito aos cidaddos. Em 2003, apenas 2.333 cidades
possuiam equipes de saude bucal para assistir a populacédo; em marco de 2013, 4.858
cidades ja ofereciam esse servico (35). Apesar de todas essas iniciativas, permanece
no pais o lastro de uma pratica odontoldgica, focada na doenca, mutiladora e nédo
produtora de autonomia ainda se reflete na saude bucal nacional, onde
historicamente, o acesso ao tratamento odontoldgico foi algo distante da realidade
econbmica da maioria da populagdo. Quando o tratamento era ofertado, a pratica
clinica era curativa, por vezes focada na extracdo dentaria. A mudanca da pratica
clinica ndo é das tarefas mais faceis, pois ha a necessidade de enfrentamento de
convicgOes culturais e pessoais, de pacientes e profissionais, que relutam em avancar
rumo a estratégias produtoras de cuidado. Este problema foi demonstrado no estudo
de Araujo e Dimenstein (36), em que os cirurgides-dentistas em atuagcédo na atencéo
primaria brasileira, afirmaram ser desejo dos pacientes a realizacdo de extracdes
dentarias, por acreditar que esse é o melhor tratamento.

Condi¢cbes de moradia como o numero de pertences também demonstrou
associacao com pior saude bucal neste estudo. O nimero de quartos atuou como um
fator de protecdo para perda de insercdo periodontal e edentulismo. Isto confirma a
influéncia do status socioeconémico na saude bucal, uma vez que se pode argumentar
gue em pequenas casas tendem a viver menos pessoas e consequentemente estdo

propensas a ter melhor renda per capta.
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A frequéncia de visitas odontolégicas também mostrou associagcdo com as
condicdes de saude bucal. Nesse estudo, pessoas que tiveram sua consulta
odontologica ha mais de um ano, demonstraram aumento na prevaléncia de trés dos
guatro desfechos estudados, ainda que ajustados por indicadores socioeconémicos.
Tal fato corrobora com outro estudo em que a frequéncia de consulta odontolégica
esteve associada com melhor condicdo de saude bucal (37). De acordo com Sabbah
et al. (30), a visita ao dentista tem particular importancia, uma vez que demonstra o
acesso aos servicos odontoldgicos e pode também representar um comportamento
em saude, pelo fato que algumas consultas podem ser consideradas como de rotina
e, assim, representariam uma acao de preventiva em saude bucal.

Um dos fatores preditivos presente em todos os modelos — necessidade de
prétese —ao mesmo tempo em que atua como tal, também é resultado final da doenca,
a qual sem uma intervencdo de sucesso, conduz a perda dentaria. Qualquer acao
realizada apos esse fato ja é pensada para solucionar uma sequela (38). Porém, é
importante ndo menosprezar acdes realizadas poés-perda do dente. Tais acles
poderdo atuar na busca por conferir equidade as pessoas e, conduzi-las rumo a um
“‘novo desfecho”, que € a melhora na qualidade de vida das pessoas. O uso dos
servicos de saude foi apontado como uma das causas da associacdo entre
necessidade de protese e condi¢cdo socioeconémica entre os sul coreanos (16).

Em nossos resultados foi possivel observar que pessoas que relataram
atendimento no servigo publico, tiveram maior prevaléncia de sangramento/calculo
(RP=1.30) quando comparadas a pessoas atendidas no servico privado (tabela 3). O
oposto foi observado para a variavel edentulismo, em que o servico publico atuou
como fator protetor (RP=0.68) (tabela 5). No intuito de transformar um quadro
epidemiologico, € compulsério que ocorram mudancgas no modelo de atengéo publica,
voltadas para politicas e acdes de promocao da saude que discutam os fatores sociais
e econdmicos como as causas que desencadeiam doencas bucais (4, 21, 36).

Ha um consenso na literatura a respeito da relagdo entre saude bucal e
gualidade de vida das pessoas (39, 40). Ha ainda relato sobre interferéncia da
condicao bucal em fatores da vida cotidiana, onde a severidade dos impactos na vida
diaria provavelmente esta associada a piores situacdes socioeconémicas, em termos
de doenca periodontal e carie dentaria (41), o que concorda com os achados deste
estudo. Excecao feita ao desfecho edentulismo, os adultos brasileiros tiveram ao
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menos trés atividades diarias impactadas pelas condi¢cdes de saude bucal estudadas
(tabelas 2, 3, 4). Fato este confirmado por outros estudos (39, 40, 42) e que podem
significar limitacbes para a vida das pessoas, como 0 prazer por alimentar-se, a
dificuldade em escolher uma dieta saudavel (42) ou ainda atuar negativamente na
autoestima (39).

De igual maneira, o gradiente social tem sido associado a presenca e
severidade das doencas bucais (37, 43). Em pesquisa realizada por Sabbah et al.
(31), foi demonstrado que a prevaléncia de algumas doencgas cronicas, como € o0 caso
da doenca periodontal, em residentes nos Estados Unidos, esteve associada aos
indices de pobreza e escolaridade. H& também consenso de que mesmo em paises
onde a pobreza absoluta é rara, esta presente a iniquidade em saude, considerada o
grau de estratificacdo social (44).

Estudos tém sido realizados sobre a adocdo e a transformacao de habitos
pessoais (45), os quais trariam impacto a saude das pessoas. Essas abordagens nao
estdo completamente erradas, mas sé&o bastante limitadas e poderiam potencializar a
iniquidade, porque quanto mais educadas, ricas e independentes as pessoas sao,
mais preparadas para esse tipo de enfoque pessoal elas se tornam (44).

As principais potencialidades deste estudo foram a grande amostra, o uso de
diversos indicadores de status socioecondmico e a variagdo da associacao destes
com os diferentes indicadores de saude bucal. Outro ponto forte do estudo é o fato de
gue foram usados dados de um pais em desenvolvimento que, nas Ultimas duas
décadas, tem investido em ac¢fes para reducdo das iniquidades, diferentemente da
maioria dos estudos sobre equidade e determinacdo social da saude, que estéao
focados em relacdes causais de paises ricos e desenvolvidos (46).

Embora este estudo ofereca informacfes importantes, algumas limitagdes
devem ser consideradas. Pela natureza transversal do SBBrasil, os resultados das
analises revelam associacfes entre diversos fatores, mas nédo nos permitem fazer
inferéncia causal. H4 também a falta de dados sobre comportamento das pessoas e,
isto pode influenciar a severidade da doenca periodontal. Em especial, a falta de ajuste
nos modelos de doenca periodontal para o tabagismo. Na literatura, diversos estudos
demonstram a associacéo entre 0 habito de fumar e a doenca periodontal (8, 9). Se
existisse a possibilidade de incluir o tabagismo na analise, isto poderia ter reduzido os
efeitos das disparidades socioecondmicos sobre a doencga, alterando os resultados
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obtidos. Entretanto, estudos tém demonstrado que os comportamentos em saude séo
capazes de reduzir as disparidades, mas eles ndo conseguem eliminar os efeitos
produzidos pelas iniquidades socioeconémicas (30, 37).

Em concluséo, os resultados indicaram que doenca periodontal, perda dentaria
e edentulismo estiveram associados com fatores socioeconémicos e demogréficos,
uso e necessidade de servicos de salude e com o impacto da saude bucal na vida
diaria de adultos brasileiros.
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3 Capitulo 2

Iniquidades em saude bucal entre idosos brasileiros: analise transversal

de pesquisa nacional!

3.1 RESUMO

Objetivo: O objetivo deste estudo foi verificar a associacdo entre perda dentaria e
doenca periodontal a fatores socioeconémicos e demograficos, necessidade referida
e utilizacao dos servicos de saude e impacto da saude bucal na vida diaria de idosos
brasileiros. Metodologia: Foram analisados dados oriundos da pesquisa
epidemioldgica conduzida pelo ministério da saude (SBBrasil) de 7619 idosos entre
65-74 anos. Modelos de regressao de Poisson foram utilizados para verificar as
associacOes entre as variaveis que avaliavam doencas bucais (sangramento pos-
sondagem/calculo, perda de insercdo periodontal, perda dentaria e edentulismo),
renda, escolaridade, género, etnia, regido de residéncia e uso de servicos
odontoldgicos. Outras variaveis foram adicionadas aos modelos para ajustar as
analises. Resultados: Sangramento pés-sondagem/calculo dentario esteve presente
em 26.67% dos idosos, enquanto que a prevaléncia de perda de inser¢do periodontal
maior que 3mm foi de 87.27%. A perda de ao menos um dente foi observada em
48.90% dos idosos e 47.03% eram completamente edéntulos. Baixa escolaridade
aumentou a prevaléncia de todas as doencas (Perda de insercdo RP=5.54;
Sangramento poés-sondagem RP=3.93; Perda dentaria RP=2.24; Edentulismo
RP=3.34). Pessoas que relataram renda de até 500 reais tiveram a prevaléncia de
perder um dente aumentada em 2.58 vezes. O impacto da saude bucal no
desempenho diario, ora atuou como fator de protecdo, noutras aumentou as chances
para o adoecimento. Conclusdo: Os resultados demonstraram associaces entre

perda dentéria e doenca periodontal a fatores socioecondmicos e demogréficos,

! Formatado de acordo com as normas da Revista Geriatrics & Gerontology
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necessidades em saude bucal e uso de servi¢cos odontolégicos de salude e os efeitos
da saude bucal na vida de idosos brasileiros.
Palavras-chave: Saude Bucal, Disparidades nos Niveis de Saude, Fatores

Socioecondmicos, Doencas Periodontais, Perda de Dente

3.2 ABSTRACT

Objective: We aimed to verify the associations of tooth loss and periodontal disease
with socioeconomic and demographic factors, the need for and use of health services
and the effects of oral health on the daily lives of older Brazilian adults. Methods: We
evaluated data from 7619 people between 65-74 years-old from the Brazilian Health
Ministry oral survey. Regression models were applied to verify associations between
variables assessing oral diseases (bleeding on probing/dental calculus, periodontal
loss of attachment, tooth loss, and edentulousness) and income, education level,
gender, ethnicity, region of residence, use of dental services. Other variables were
added to the models to adjust the analyses. Results: Bleeding on probing/dental
calculus was present in 26.67% of the elderly, whereas losses of periodontal
attachment greater than 3 mm were present in 87.27%. The loss of at least one tooth
was observed in 48.90% of the elderly, while 47.03% were completely edentulous. Low
education increased de prevalence of all for diseases (Loss of attachment PR=5.54;
Bleeding on probing PR=3.93; Tooth Loss PR=2.24; Edentulousness PR=3.34).
People who reported an income up to 500 BRL has increased the prevalence of lose
a tooth by 2.58 times. The effect on daily life was occasionally a protective factor and
occasionally increased the likelihoods of diseases. Conclusions: These results reveal
the associations of tooth loss and periodontal disease with socioeconomic and
demographic factors and highlight the need for and use of health services and the
effects of oral health on the lives of older Brazilian.

Keywords: oral health, health status disparities, socioeconomic factors, periodontal

diseases, tooth loss
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3.3 Introducéao

envelhecimento € um fendbmeno natural e no Brasil, maior e mais
rico pais da América Latina, a populacéo idosa conta com mais de 20
milhdes de pessoas acima dos 60 anos (1).

Com o panorama de transi¢cdo demogréafica em curso, uma mudanca no quadro
epidemiologico também pode ser vislumbrada no pais, com aumento das condi¢cdes
denominadas crénicas (2).

Dentre estas condi¢fes, se inclui a doenca periodontal, que se ndo tratada
pode levar a perda dentaria e consequentemente ao aumento dos riscos a outras
doencas (3-5). Algumas condi¢cdes sistémicas como infeccbes respiratorias,
inadequado controle glicémico (6), doencas renais (7), riscos cardiovasculares (4) vém
sendo associadas a situacao periodontal.

Um estudo realizado no Japao demonstrou que a escovacao dos dentes, visitas
regulares ao dentista e o uso de proteses estdo inversamente relacionados a
mortalidade entre idosos com uma perda significativa de dentes (8). Outro estudo,
realizado na Suécia, demonstrou uma associacao estatistica significativa entre o
namero de dentes remanescentes e o risco de desenvolver doenga coronariana (4).

Além dos muitos fatores de risco para a doenca periodontal, os quais incluem
tabagismo, consumo de alcool e uma higiene bucal insatisfatoria (9-11), as condi¢des
sociais, como baixa renda e educacdo ocupam também um lugar de destaque,
demonstrando uma relagéo inversamente proporcional com a condicdo periodontal
(22).

A despeito de sua riqueza, o Brasil ainda possui representado em sua
sociedade, consideravel quadro de estratificacéo social. Paises que possuem diversos
gradientes sociais tém demonstrado declinio das condicbes de saude em estratos
desfavorecidos da populacdo, quer seja no ambito da saude geral ou bucal (13).
Assim, supomos que as tendéncias mundiais de desigualdade em saldde possam ser
observadas nas situa¢fes de saude bucal entre idosos brasileiros.

Desta forma, este estudo pode ser considerado um marco para futuras
pesquisas sobre a equidade em saude, uma vez que representa um periodo em que
0 pais vem investindo em politicas publicas de distribuicdo de renda e reducado das
desigualdades (14). Diante deste cenario, 0 objetivo deste estudo foi verificar a
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associacado da perda dentaria e doenca periodontal a fatores socioecondmicos e
demograficos, necessidade referida e utilizacdo dos servicos de saude e impacto da

salde bucal na vida diaria de idosos brasileiros.

3.4 Metodologia

3.4.1 Desenho do Estudo

O Ministério da Saude conduziu em 2010 um levantamento epidemioldgico
sobre a saude bucal da populacédo residente no Brasil (SBBrasil). Este foi 0 segundo
grande estudo de epidemiologia bucal realizado no pais. A pesquisa teve uma
amostragem por conglomerados em multiplos estagios e as unidades foram os setores
censitarios e domicilios. Os dados foram coletados nas cinco regibes geogréficas
brasileiras (Norte, Nordeste, Centro-Oeste, Sudeste e Sul) e nas capitais de todos os
Estados do pais, totalizando 177 municipios, com o consentimento obtido de todos 0s
sujeitos participantes do estudo (15). Por mudancas no perfil de idade da populacéao
brasileira, uma vez que o nimero de idosos dobrou nos ultimos 20 anos (1), a anélise
realizada neste estudo foi restrita a pessoas entre 65 a 74 anos (n=7.619 individuos).
O levantamento epidemiolégico SBBrasil foi realizado de acordo com a Declaracéao de

Helsinki aprovado por um comité de ética em pesquisa nacional (nUmero: 15948/10).

3.4.2 Exames Bucais

Os exames bucais foram realizados com base nas instru¢goes da Organizacao
Mundial de Saude (OMS) (16). A situacdo de carie dentaria foi avaliada somente
visualmente e o indice que explicitava 0 niumero de dentes com carie, perdidos e
restaurados (CPOD) foi registrado. No sentido de avaliar as condi¢cfes periodontais, 0
indice Periodontal Comunitario (CPI) foi determinado. Utilizando uma sonda sem
corte, os exames foram realizados por sextante e os registros foram anotados
individualmente para cada condicdo: sangramento gengival, calculo e bolsas
periodontais. O indice de Perda de Insercdo Periodontal (PIP) também foi registrado

durante a sondagem (15).
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Neste estudo, duas das variaveis desfecho foram obtidas do indice CPOD,
sendo elas: “Perda dentaria” e “Edentulismo”, ambas dicotomizadas para analise. A
variavel perda dentaria considerou qualquer individuo que tenha perdido ao menos
um dente. J& a variavel edentulismo considerou pessoas que perderam todos o0s
dentes.

Para as variaveis desfecho relativas a doenca periodontal foram utilizados
dados coletados pelo CPI e pelo indice de PIP. Foram obtidas duas variaveis, também
dicotomizadas: para a variavel PIP, considerou-se a perda de insercao periodontal
maior que 3 mm em ao menos um dos dentes examinados e para a variavel CPI
consideram-se apenas as condi¢cdes de sangramento pds-sondagem ou presenca de
célculo dentario, em pelo menos um dos dentes examinados.

Os exames foram realizados nas capitais por dez equipes (dentista e
entrevistador calibrados) e nas cidades do interior por duas a seis equipes. A
calibracao teve oito sessdes de 4 h cada, totalizando 32 h. Como consenso foi adotado
o calculo dos coeficientes de correlacdo entre cada examinador. O valor minimo

aceitavel do coeficiente de Kappa foi de 0,65.

3.4.3 Covariaveis

As variaveis socioeconbmicas foram obtidas por meio de questionarios,
incluindo género, etnia (branca, preta, parda, outras), escolaridade (<8; 9-11; 12-15
anos) e renda mensal declarada (< 500; 501-1500; 1501-4500; 24500 reais). Também
foram coletados dados referentes a regido demografica de residéncia, moradia na
capital ou interior dos Estados, nUmero de pessoas que vivem na mesma casa,
namero de cémodos da casa que servem como dormitério e nimero de bens referidos
(estes bens representaram a soma do numero de aparelhos televisores, aparelhos de
som, forno de micro-ondas, geladeira, telefone, lavadora de roupas e louca,
computadores e carros). Além disto, foram registrados o periodo da ultima visita ao
dentista (<1 ano; = 1 ano), o tipo de servico utilizado (publico, privado ou outro) e a
necessidade de prétese dentaria, percebida pelo individuo. Foram definidas ainda
outras nove variaveis dicotomizadas, referentes ao impacto dos dentes nas atividades

diarias: influéncia na mastigagéo; influéncia na escovacao; irritacdo com problemas
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de saude bucal; influéncia no lazer; influéncia na pratica de esportes; influéncia na

fala; influéncia nas relagdes sociais; influéncia no estudo/trabalho; influéncia no sono.

3.4.4 Analise estatistica

Modelos de regresséo de Poisson foram aplicados nas analises. Foi realizado
o teste qui-quadrado para verificar a relacdo entre os desfechos e as covariaveis. Uma
variavel de explicacdo foi incluida no modelo ap6s a analise univariada significante
em nivel de 25% (17). Foram desconsideradas as variaveis abaixo deste ponto de
corte. A andlise também estimou os valores da razdo de prevaléncia bruta com
intervalo de confianca de 95%.

As condicbes socioecondmicas e sociais foram consideradas determinantes
distais, os quais influenciaram determinantes proximais, neste caso, O0S
comportamentos em relagcdo a saude, adaptados de acordo com as variaveis
disponiveis neste estudo.

Foram construidos quatro blocos de anélise, sendo o primeiro composto pelos
fatores socioeconémicos e demograficos, o qual condicionou os demais. O segundo
incluiu caracteristicas do domicilio e bens. O terceiro incluiu os fatores referentes a
necessidade referida em saude bucal e utilizacdo dos servigcos de saude. O ultimo foi
composto por variaveis que representaram o impacto da saude bucal na vida diaria.
A ordem de entrada das variaveis nos modelos foi determinada de acordo com o valor
darazéo de verossimilhanca seguida pela razéo de prevaléncia, verificadas na analise
univariada.

As analises foram realizadas no software “Stata”, versdo 11.2 (Stata Corp.,
College Station, Estados Unidos). O procedimento utilizado para o ajuste dos modelos
foi o “stepwise”, a partir dele foi realizado o acréscimo sucessivo das variaveis, de
modo que ao final do processo fossem obtidas aquelas que melhor explicassem
conjuntamente a variavel desfecho (17). Utilizou-se nivel de significancia de p<0,05 e

0 ajuste do modelo final foi realizado a partir do teste de Wald.

3.5 Resultados

Dos 7.619 idosos, a média de idade foi de 69 anos (IC 95% 68.9-69.1), entre

estes, 61.9% do género feminino. Relativo a etnia, 46.9% foram da raca branca, 39.0%
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parda, 11.5% negra e 2.5% pertenceram a outras etnias. Em relacéo a escolaridade,
76.3% possuiam até oito anos de estudo, 11.4% entre 9-11 anos e 9.7% entre 12 e
15 anos de estudo. A renda declarada de maior frequéncia esteve entre R$501,00-
1.500,00mensais (52.88%), seguida por idosos que declararam renda entre
R$1.501,00-4.500,00(26.24%); até R$500,00 (11.14%) e, por ultimo, os que relataram

renda superior a R$4.500,00 por més (6.05%) (Tabela 1).

Tabela 1 — Prevaléncia de sangramento pés-sondagem/calculo dentério, Perda de
insercdo periodontal, Perda dentéria e Edentulismo em Idosos brasileiros de acordo
com caracteristicas socioecondmicas e demogréficas, Brasil, 2014

Total Sangramento pos- Perda de insercéo Perda Edentulismo
(n=7619)’ sondagem/calculo Periodontal dentéria
B (n=2032)" (n=6649) ™ (n=3726) " (n=3583) "
n % n % n % n % n %
Género
Masculino 2903 38.10 863 42.47 2501 37.61 155 416 1206 33.66
2 5
Feminino 4716 61.90 1169 57.53 4148 62.39 217 58.3 2377 66.34
4 5
Etnia
Branco 3577 46.95 950 46.75 3042 45.75 178 47.8 1624 45.33
3 5
Preto 879 11.54 246 12.11 779 11.72 426 114 426 11.89
3
Pardo 2970 38.90 784 38.58 2659 39.99 142 38.3 1435 40.05
8 3
Qutro 193 2.53 52 2.56 169 2.54 89 2.39 98 2.74
Renda declarada
Até 500 reais 849 11.14 178 8.76 747 11.23 333 8.94 488 13.62
501-1500 reais 4029 52.88 991 48.77 3631 54.61 181 48.6 2089 58.30
1 0
1501-4500 reais 1999 26.24 608 29.92 1724 25.93 111 29.9 793 22.13
6 5
Acima de 4500 reais 461 6.05 172 8.46 328 4.93 322 8.64 91 2.54
N&o respondeu 281 3.69 83 4.08 219 3.29 144 3.86 122 3.40
Escolaridade
Até 8 anos 5813 76.30 1415 69.64 5245 78.88 258 69.4 3048 85.07
6 0
9-11 anos 870 11.42 301 14.81 720 10.83 530 14.2 291 8.12
2
12-15 anos 738 9.69 278 13.68 535 8.05 528 14.1 138 3.85
7
N&o respondeu 198 2.60 38 1.87 149 2.24 82 2.20 106 2.96
Regido de residéncia
Sudeste 1287 16.89 344 16.93 1062 15.97 611 16.4 623 17.39
0
Sul 1163 15.26 326 16.04 1033 15.54 636 17.0 475 13.26
7
Centro-oeste 1117 14.66 245 12.06 1030 15.49 479 12.8 589 16.44
6
Nordeste 2294 30.11 664 32.68 1993 29.97 119 31.9 1020 28.47
2 9
Norte 1758 23.07 453 22.29 1531 23.03 808 21.6 876 24.45
9
Cidade de Residéncia
Capital 6003 78.79 1721 84.69 5157 77.56 310 83.2 2651 73.99
3 8
Interior 1616 21.21 311 15.31 1492 22.44 623 16.7 932 26.01

2
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“Total de participantes no estudo, com e sem doenca.
“Namero de participantes com doenca.

Entre os idosos examinados, 78.8% residiam nas capitais brasileiras enquanto
21.2% moravam no interior. Sangramento pds-sondagem e/ou calculo dentario
estiveram presentes em 26.67% (n=2.032) dos idosos examinados, enquanto que
perda de insercdo periodontal maior que 3 mm foi realidade para 87.27% (n=6.649)

das pessoas. A perda de ao menos um elemento dentario foi constatada em 48.90%
(n=3.726) idosos, enquanto que 47.03% (n=3.583) eram edéntulos (Tabela 1).

Tabela 2 — Modelos finais de regressao de Poisson para a Perda de Insercao

Periodontal em idosos brasileiros entre 65-74 anos — Brasil, 2014

Variaveis RPy RP, IC 95% (RP,) pf p*
FATORES SOCIOECONOMICOS E DEMOGRAFICOS

Renda (Reais) @

Até 500 4.13 2.20 1.58-3.07

Entre 501-1500 9.19 3.02 2.08-4.36 <0.001

Entre 1501-4500 9.54 3.11 1.79-5.40

Acima de 4500 1 1

Escolaridade

Até 8 anos 9.10 5.54 4.03-7.60 <0.001

Entre 9-11 anos 2.69 1.92 1.37-2.70 ' <0.001
Entre 12-15 anos 1 1

Regido

Sudeste 1 1

Sul 1 1.36 0.94-1.98 0.103

Centro-Oeste 1.51 1.43 0.95-2.15 0.088

Nordeste 1.09 1.33 0.96-1.84 0.085

Norte 2.80 2.58 1.67-3.99 <0.001

USO DOS SERVICOS E NECESSIDADES ODONTOLOGICAS*

Necessidade de prétese

Nao 1 1

Sim 2.85 2.04 1.56-2.68 <0.001

Ultima visita ao dentista <0.001
Menos de 1 ano 1 1

Mais de 1 ano 3.91 2.30 1.76-3.01 <0.001

PERCEPCAO EM SAUDE **

Dificuldade em falar

Nao 1 1 <0.001
Sim 3.36 2.11 1.25-3.58 0.005

RPb — Razéo de prevaléncia bruta/ RPa — Razao de prevaléncia ajustada / pt - valor de p da categoria pt- valor de p da
variavel * Ajustado pelas variaveis renda, escolaridade e regido de residéncia ** Ajustado pelas variaveis renda, escolaridade
e regido de residéncia, necessidade de prétese e Ultima consulta odontoldgica. *A categoria “Caracteristicas do domicilio e
bens” ndo demonstrou associagdo com perda de insergédo periodontal. ®No periodo da coleta de dados, o salario minimo
brasileiro era de 510 reais (1 délar americano=1.66 reais).

Um total de 55.61% (n=4237) dos participantes relatou necessitar de algum
tipo de protese. Em relacdo a frequéncia da ultima visita ao consultorio odontolégico,
52.63% (n=4.010) foram ha mais de um ano e 26.78% (2.041) declararam ter ido ha
menos de um ano. O tipo de servico odontolégico utilizado pelos idosos foi: 45.60%

consultoério privado, 27.30% servigo publico e 9.80% declaram utilizar outros tipos de

servico.
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Tabela 3 — Modelos finais de regressdo de Poisson para Sangramento pés-
sondagem e/ou calculo dentario em idosos brasileiros entre 65-74 anos — Brasil,
2014

Variaveis RPy RP, IC 95% (RP,) p? p*

FATORES SOCIOECONOMICOS E DEMOGRAFICOS

Renda (Reais) @

Até 500 8.15 2.23 0.94-5.23 0.067

Entre 501-1500 10.08 3.14 1.83-5.38 <0.001

Entre 1501-4500 4.54 2.45 1.56-3.84 <0.001

Acima de 4500 1 1

Escolaridade

Até 8 anos 8.35 3.93 2.44-6.32 <0.001

Entre 9-11 anos 3.06 1.84 1.12-3.01 0.016

Entre 12-15 anos 1 1

Etnia

Branca 1 1 <0.001
Negra 3.88 2.46 1.08-5.58 0.031

Parda 3.00 1.63 1.03-2.58 0.036

Qutras 6.57 3.28 0.43-24.80 0.251

Regi&o

Sudeste 1 1

Sul 0.87 1.23 0.71-2.12 0.452

Centro-Oeste 1.20 1.06 0.55-2.01 0.866

Nordeste 0.94 0.90 0.55-1.46 0.668

Norte 4.21 2.72 1.23-6.01 0.013
CARACTERISTICAS DO DOMICILIO E BENS*

Namero de quartos

Até 2 2.02 2.21 1.31-3.72 0.003

3 quartos 1.00 1.14 0.71-1.84 0.587 <0.001
4 quartos 1.14 1.38 0.76-2.50 0.285 '

5 ou + quartos 1 1

USO DOS SERVICOS E NECESSIDADES ODONTOLOGICAS **

Ultima visita ao dentista

Menos de 1 ano 1 1

Mais de 1 ano 3.72 2.05 1.34-3.11 0.001 <0.001
Necessidade de prétese '
Nao 1 1

Sim 3.40 2.08 1.36-3.19 0.001

PERCEPCAO EM SAUDE ***

Dificuldade em falar

Nao 1 1 <0.001

Sim 7.02 3.79 1.17-12.32 0.026

RPb — Raz&o de prevaléncia bruta/ RPa — Razao de prevaléncia ajustada / pt - valor de p da categoria p%- valor de p da
variadvel * Ajustado pelas variaveis renda, escolaridade, etnia, regido de residéncia. ** Ajustado pelas variaveis renda,
escolaridade, etnia, regido de residéncia, niUmeto de quartos *** Ajustado pelas variaveis renda, escolaridade, etnia, regido
de residéncia, nimero de quartos, necessidade de prétese, ultima consulta odontologica. ®No periodo da coleta de dados, o
salario minimo brasileiro era de 510 reais (1 délar americano=1.66 reais).
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Tabela 4 — Modelos finais de regresséo de Poisson para Perda dentaria em idosos

brasileiros entre 65-74 anos — Brasil, 2014

Variaveis RP, RP, IC 95% (RP,) pt p*
FATORES SOCIOECONOMICOS E DEMOGRAFICOS

Renda (Reais) @

Até 500 3.93 1.74 0.78-3.99 0.175

Entre 501-1500 3.82 1.90 1.22-3.26 0.019

Entre 1501-4500 3.14 2.16 1.31-3.56 0.002

Acima de 4500 1 1

Escolaridade

Até 8 anos 3.13 2.24 1.37-3.63 0.001

Entre 9-11 anos 1.85 1.39 0.81-2.36 0.227

Entre 12-15 anos 1 1

Etnia

Branca 1 1 <0.001
Negra 1.51 1.16 0.64-2.11 0.617

Parda 2.70 2.07 1.29-3.33 0.003

Outras 0.84 0.61 0.23-1.58 0.313

Regi&o

Sudeste 1 1

Sul 1.04 1.27 0.77-2.08 0.354
Centro-Oeste 1.41 1.33 0.74-2.38 0.354

Nordeste 1.80 1.84 1.12-3.09 0.016

Norte 2.16 1.71 0.94-3.09 0.074
CARACTERISTICAS DO DOMICILIO E BENS *

Numero de pessoas vivendo na mesma casa

Até 2 pessoas 1 1

3 pessoas 1.87 1.83 1.08-3.09 0.023 <0.001
4 pessoas 1.05 0.99 0.61-1.59 0.969 ’
5 ou + pessoas 1.63 1.38 0.84-2.24 0.198
PERCEPCAO EM SAUDE **

Dentes causaram nervosismo ou irritagao

N&o 1 1 <0.001
Sim 0.60 0.48 0.31-0.72 <0.001

RPb — Raz&o de prevaléncia bruta/ RPa — Razao de prevaléncia ajustada / pt - valor de p da categoria pt- valor de p da
variavel * Ajustado pelas variaveis renda, escolaridade, etnia, regido de residéncia. ** Ajustado pelas variaveis renda,
escolaridade, etnia, regiao de residéncia, nimero de pessoas vivendo na mesma residéncia. A categoria “Uso dos servicos e
necessidades odontolégicas” ndo demonstrou associagdo com perda dentéaria. ®No periodo da coleta de dados, o salario

minimo brasileiro era de 510 reais (1 d6lar americano=1.66 reais).
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Tabela 5 — Modelos finais de regressao de Poisson para Edentulismo em idosos
brasileiros entre 65-74 anos — Brasil, 2014

Variaveis RPy RP, IC 95% (RP3) pt p*

FATORES SOCIOECONOMICOS E DEMOGRAFICOS

Renda (Reais) @

Até 500 5.55 2.58 1.93-3.46

Entre 501-1500 4.37 2.14 1.64-2.77

Entre 1501-4500 2.70 1.67 1.29-2.18 <0.001

Acima de 4500 1 1

Escolaridade

Até 8 anos 4.71 3.34 2.69-4.15 <0.001 <0.001
Entre 9-11 anos 2.18 1.89 1.47-2.43

Entre 12-15 anos 1 1

Género

Masculino 1 1

Feminino 1.42 1.43 1.29-1.58 <0.001
Residéncia na capital ou interior

Interior 1.73 1.52 1.34-1.71 <0.001

Capital 1 1

Regi&o

Sudeste 1 1

Sul 0.74 0.81 0.68-0.96 0.018
Centro-Oeste 1.23 1.15 0.97-1.37 0.111

Nordeste 0.86 0.96 0.83-1.11 0.580

Norte 1.09 1.05 0.90-1.23 0.506
CARACTERISTICAS DO DOMICILIO E BENS *

Numero de quartos

Até 2 0.88 0.80 0.70-0.91 0.001

3 quartos 0.70 0.75 0.65-0.86 <0.001 <0.001
4 quartos 0.87 0.92 0.77-1.10 0.361 ’
5 ou + quartos 1 1

USO DOS SERVICOS E NECESSIDADES ODONTOLOGICAS **

Ultima visita ao dentista

Menos de 1 ano 1 1

Mais de 1 ano 4.14 3.54 3.11-4.06 <0.001

Tipo de servigo odontolégico utilizado <0.001
Privado 1 1

Pudblico 0.86 0.62 0.54-0.71 <0.001

Outros 0.46 0.60 0.49-0.73 <0.001
PERCEPCAO EM SAUDE ***

Impacto nas relagfes sociais

Nao 1 1

Sim 0.64 0.53 0.44-0.64 <0.001

Incobmodo ao escovar

Nao 1 1 <0.001
Sim 0.32 0.29 0.23-0.35 <0.001
Dificuldade em falar

Nao 1 1

Sim 1.08 1.96 1.61-2.37 <0.001

RPb — Raz&o de prevaléncia bruta/ RPa — Razao de prevaléncia ajustada / pt - valor de p da categoria pt- valor de p da
variavel * Ajustado pelas variaveis renda, escolaridade, género, residéncia na capital ou interior, regido de residéncia **
Ajustado pelas variaveis renda, escolaridade, género, residéncia na capital ou interior, regido de residéncia, nimero de
quartos *** A Ajustado pelas variaveis renda, escolaridade, género, residéncia na capital ou interior, regido de residéncia,
namero de quartos, Ultima consulta odontoldgica, tipo de servigo utilizado. ®No periodo da coleta de dados, o salario minimo
brasileiro era de 510 reais (1 délar americano=1.66 reais).
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3.6 Discussao

Neste estudo, com uma amostra nacional de idosos brasileiros, os preditores
renda e escolaridade, estiveram presentes em todos os modelos estudados, ainda
gue ajustadas por outras covariaveis, sugerindo o papel do gradiente social na saude
bucal (18). A baixa escolaridade entre os idosos brasileiros foi notéria, pois mais de
76% dos examinados apresentaram até oito anos de estudo. Em nossos achados, a
perda de insercdo periodontal e o sangramento a sondagem mostraram associacao
estatistica significativa com a educacéo, nivel de renda, caracteristicas demograficas,
ultima visita ao dentista e necessidades de tratamento odontolégico. De forma
semelhante, em um estudo longitudinal de cinco anos, a progressdo da doenca
periodontal demonstrou associacao significativa com fatores socioeconémicos como
renda e escolaridade (19). Baixa escolaridade, baixos niveis de renda e falta de um
atendimento publico foram identificados como barreiras enfrentadas pelos idosos ao
tentar utilizar os servigcos odontoldgicos (20).

Ao longo da histéria da colonizacdo do Brasil, as regiées Norte e Nordeste
foram conhecidas por terem sofrido com desigualdades econdmicas e sociais,
enquanto a maioria da populacao e do produto interno bruto nacional esta concentrada
nas regides Sul e Sudeste (21).

Esta situagao foi também observada no presente estudo e, apesar dos avangos
gue o pais vem fazendo na area da saude nos ultimos anos, algumas desigualdades
baseadas em dimensdes continentais permanecem (22). As regides Norte e Nordeste
exibiram os piores resultados de saude bucal (Tabelas 2, 3 e 4) e tambéem
demonstraram um risco 2.5 vezes maior do que em outras regides para determinadas
condic¢des bucais (21). Diferentemente, a residéncia na regido Sul foi considerada um
fator de protecéo o qual diminuiu a prevaléncia de perda dentaria em 19% (Tabela 5).

Tais fatos demonstram a vulnerabilidade a qual os estratos mais pobres e
desfavorecidos da populacéo estdo submetidos. Fatos que tém legado historico, uma
vez que o Brasil manteve em quatro quintos de sua historia, humanos — indios e
negros — como escravos, e subjugou-os a exclusdo social e miséria (23). Ha pouco
mais de 20 anos tem havido um esforco governamental em diversas areas, e também
no setor saude, no sentido de ofertar a toda a populagdo, sem qualquer distin¢ao,
cuidados equanimes, operacionalizada por meio do Sistema Unico de Saude (SUS).
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Especificamente na salde bucal, houve a expansédo dentro SUS de uma proposta
conhecida como Brasil Sorridente, a qual também ¢é publico, financiado por impostos
e contribuicdes sociais especificas, de carater universal e centrado na atencao
primaria (22).

A implantagcdo de um sistema de saude, por certo que aumenta a oferta dos
servicos e a busca por cuidados. Nesse estudo verificou-se que buscar cuidados
odontologicos com maior frequéncia atuou como fator preditor em trés dos quatro
modelos propostos, sendo que idosos que relataram ter ido ao dentista ha mais de um
ano, apresentaram prevaléncia 3.54 maiores de perderem todos os dentes (Tabela 5).
Ha que se pontuar ainda, o fato de que a busca por cuidados no servigo publico
brasileiro de saude atuou como fator de protecao para o edentulismo, reduzindo em
38% a prevaléncia, quando comparada ao setor privado (Tabela 5). Como estratégia
para enfrentar a grande demanda por servicos especializados na atencao
odontoldgica, a politica nacional de saude bucal, a partir de 2004 instituiu além da
atencdo basica a implantacédo de Centros Especializados em Odontologia, oferecendo
gratuitamente tratamentos nas areas de prétese, endodontia, periodontia,
atendimento a pacientes com necessidades especiais e cirurgias bucais de maior
complexidade.

Em contraponto, apenas 27.3% dos idosos referenciaram o uso dos servigos
publicos de saude, fato que pode representar a dificuldade na oferta de servigcos
especializados, como proteses, por exemplo, uma vez que quase 50% dos idosos
eram edéntulos. Esta situagédo corrobora com achados de Fonseca et al. (2013)(12),
gue sugerem a implicacdo que anos de iniquidade social causaram a saude da
populacdo, além da dificuldade que o SUS tem tido em responder as demandas de
tratamento especializado da populacéo idosa.

A manutencdo dos dentes durante toda a vida, também contribui para a
alimentacao, autoestima, vida social. Rodrigues et al (2012) (24) sugerem em seu
estudo que a participagéo social esta relacionada a menor prevaléncia de edentulismo
entre idosos. Adicionalmente, Takeuchi et al (2013) (25), reportaram que vida social
ativa esteve associada a melhor saude bucal entre os idosos japoneses.

A associacdo do edentulismo a situacbes de iniquidade estad presente na
literatura, reforcando a relagcdo do gradiente social com a perda dos elementos
dentarios (18).
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O presente estudo tem a vantagem de usar dados de uma grande amostra
nacional de idosos brasileiros. Os presentes dados poderao servir como contraponto
na estrutura de politicas de salde e sociais neste pais e desafiar a superacdo de um
passado histérico de iniquidades. Entretanto, algumas limitacbes devem ser
pontuadas no estudo, como o fato de tratar-se da analise de dados transversais. Essa
caracteristica permite pontuar hipGteses relativas, porém nao € suficiente para a
realizacdo de inferéncias causais. Além disto, ha ainda o fato de que néo foram
coletados dados sobre comportamento individual, caracteristicas de saude geral ou
habitos como etilismo e tabagismo. Embora estes fatores possam influenciar na
severidade da doenca, os comportamentos individuais referidos, por si s, ndo sédo
capazes de eliminar as disparidades em saude (26).

Este estudo traz, ainda, importante reflexdo para a satude publica. Uma delas é
a de que as politicas publicas de saude devem nado apenas focar na qualificacdo do
cuidado em saude bucal, mas também tem de buscar a superacdo dos gradientes
sociais. Este fato requer acbes coordenadas, que atuem sobre os determinantes
sociais de saude (27).

O presente estudo demonstrou associacdes entre perda dentaria e doenca
periodontal a fatores socioecondmicos e demograficos, necessidades em saude bucal
e uso de servicos odontologicos de saude e os efeitos da saude bucal na vida de
idosos brasileiros. Também foi possivel observar os efeitos do gradiente social sobre
0s problemas de saulde bucal dos idosos, evidenciando as desigualdades. Estes
resultados podem favorecer o delineamento de politicas que superem a fragmentacao
das acOes dos servigos de saude, fato essencial para sobrepujar as desigualdades e

alcancar uma sociedade mais justa.
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4 Capitulo 3

Impactos bucais no desempenho diario de brasileiros e uma abordagem

sécio-odontolégica: analise de dados nacionais*

4.1 RESUMO

O objetivo deste estudo foi analisar a relagdo entre doencas bucais e o impacto no
desempenho diario de adultos e idosos brasileiros, verificar a associagdo deste com
aspectos socioecondémicos e demograficos e comparar a estimativa padrdo de
necessidades com a abordagem sdécio-odontolégica. Foram avaliados dados de
17398 brasileiros entre 35-44 anos e 65-74 anos, obtidos da pesquisa nacional de
saude bucal (SBBrasil), realizada em 2010. Modelos de regressao foram aplicados
para avaliar as associacdes entre impactos no desempenho diario e renda,
escolaridade, género, regido, uso de servicos odontologicos, percepgcdo em saude e
a situacdo de doenga bucal (sangramento pés-sondagem/calculo dentario, perda
dentaria e edentulismo). O teste de McNemar foi utilizado para comparar as
estimativas padrédo de necessidade e o respectivo impacto relacionado. A razdo de
prevaléncia de impactos esteve associada com etnia, regido, renda, escolaridade e
percepcdo em saude (p<0.001). A prevaléncia de necessidades normativas foi de
95.39% para adultos e 99.76% para idosos enquanto que o impacto relacionado a
estimativa de necessidade foi de 50.92% e 43.71%, respectivamente. Os impactos
relacionados a necessidade demonstraram diferenca estatisticamente significante
com a estimativa normativa de necessidade (p<0.001). Entre os adultos, os impactos
foram relacionados aos indicadores clinicos da condicdo dentaria. Além disso,
verificou-se uma grande diferenca entre a abordagem padréo e a socio-odontolégica,
sendo que as necessidades identificadas pela abordagem socio-odontolégica foram
menores do que as apontadas pela estimativa padréo de necessidades.

Palavras-chave: Saude Bucal; Qualidade de Vida; Determinagdo de Necessidades

1 Formatado de acordo com as normas da revista Brazilian Oral Research
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4.2 ABSTRACT

The aim of this study was to analyze the relationship between oral diseases and the
impact on the daily performance of Brazilian adults and elderly, verify its association
with socioeconomic and demographic features and compare the standard estimate of
need with a sociodental assessment. We evaluated data from 17398 Brazilian aged
between 35-44 years and 65-74 years from the cross-sectional Brazilian Oral Health
Survey (SBBrasil) conducted in 2010. Regression models were applied to assess
associations between impacts on daily performance and income, schooling, gender,
region, use of dental services, health perception and dental disease status (bleeding
on probing/dental calculus, tooth loss, and edentulousness). McNemar’s test was
applied to compare standard estimates of need and the respective impact-related. The
prevalence ratio of impacts were associated with ethnicity, region, income, schooling
and health perception (p<0.001) to adults and elderly. Adults also had impacts
associated with gender and normative needs (p<0.001). The prevalence of normative
needs was 95.39% for adults and 99.76% for elderly while the impact-related estimate
of need were 50.92% and 43.71%, respectively. The impacted-related approach had
a significantly statistic association with a normative estimate of needs (p<0.001). This
study has shown that there is a strong relationship between oral impact on daily
performance and socioeconomic and demographic features. Between adults, impacts
were related to the clinical indicators of dental status. In addition, we found a large
difference between the standard and the sociodental approaches, with the sociodental

assessment needs being lower than those identified by the standard estimate of needs.

Keywords: Oral Health; Quality of Life; Needs Assessment; Health Inequalities
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4.3 Introducéo

saude bucal cada vez mais reconhecida como fator que impacta a

qualidade de vida dos individuos e, em desajuste, influencia

negativamente o desempenho didrio das pessoas e,
consequentemente, de seu entorno?.

Além da dor, as doencas bucais podem ser causadoras de constrangimentos
sociais e desencadeadoras de processos de sofrimento, fazendo padecer todo o corpo
2. A Organizacdo Mundial de Salide (OMS) aponta que saude bucal é essencial para
saude geral e qualidade de vida. Caracteriza-a como “estar livre de dor orofacial,
cancer bucal, infec¢des bucais e de garganta, doencas periodontais, dentes cariados,
perdidos e qualquer outra desordem que limite a capacidade individual de morder,
mastigar, sorrir, falar e interfira no bem-estar psicossocial” 2.

Porém, em sua histéria, a odontologia tem conservado o uso quase que
exclusivo de indicadores clinicos, dependentes de julgamento profissional, para
avaliar as condicdes de salde de individuos e planejar acées em saude bucal 4. Tal
conduta pode subestimar a relacdo que outros fatores exercem sobre a saude e
dificultar a construcdo de um panorama dinamico sobre como as condi¢des bucais
afetam a vida das pessoas °, bem como comprometer a organizacéo racional da forca
de trabalho para atender as necessidades da populacéo °.

Assim, o emprego de abordagens puramente normativas, pode ser visto como
contrassenso, uma vez que a compreensdo do bindbmio saude-doenca tem sido
entendida como resultado de diversos fatores, desde subjetivos e singulares a cada
individuo a fatores relacionados aos determinantes sociais de salde . Dentre estes
determinantes, caracteristicas socioeconémicas e demograficas podem interferir na
salde bucal e consequentemente afetar a qualidade de vida 1°.

Apesar de o Brasil abrigar em torno de um quinto da populagéo de dentistas de
todo o mundo 1%, ndo se vé muitos avancos em abordagens diferentes da normativa,
e nota-se a persisténcia de problemas bucais impactando a vida das pessoas 2 além
da dificuldade de organizacdo do sistema de saude para atender as demandas da
populacdo. Mesmo com esse grande contingente de profissionais, 0 acesso a
cuidados odontolégicos nem sempre foi equanime no pais, e ainda ndo o é. Em torno

de 60% de todos os dentistas brasileiros, atuam em apenas quatro Estados, estes
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situados na regido Sudeste, a mais rica da nacdo, que conta com cidades como Rio
de Janeiro e S&do Paulo 1. De acordo com a mais recente pesquisa nacional de salude
bucal, 14.5% dos adultos brasileiros e 28.5% dos idosos nunca tiveram uma consulta
odontoldgica *2.

Para superar lacunas como essas, indicadores de abordagens sécio-
odontoldgicas tém sido desenvolvidos, podendo contribuir com a deciséo clinica e
organizacdo de demanda, estando pautados em medidas de qualidade de vida, a fim
de possibilitar melhor avaliacdo da saude bucal. As medidas relacionadas ao impacto
sdo indicadas para condicdes que nao causam danos graves a saude como
consequéncia do ndo tratamento °. No pais, ainda é incipiente o estudo de tais
indicadores e 0 modo em que a vida das pessoas ¢é afetada pela saude bucal.

Dessa forma, o objetivo deste estudo foi analisar a relacdo entre doencas
bucais e o impacto no desempenho diario de adultos e idosos brasileiros, verificar a
associacdo deste com aspectos socioeconémicos e demograficos e comparar a

estimativa padrdo de necessidades com a abordagem sécio-odontologica.

4.4 Metodologia

Foi realizada uma analise de dados secundarios oriundos da pesquisa
realizada pelo Ministério da Saude Brasileiro em 2010 e denominada “SBBrasil 2010”.
A populacdo do estudo foi avaliada de acordo com as orientacdes da OMS para
pesquisas epidemiologicas (13). A amostra da pesquisa selecionou pessoas em todos
0s 26 Estados brasileiros mais o distrito federal. Exames fisicos foram realizados nas
residéncias para avaliar as condi¢cdes de saude bucal em cinco faixas etérias, de
criancas a idosos, em um total de 37.519 pessoas. Um questionario foi utilizado para
identificar caracteristicas socioeconémicas e 0s impactos da saude bucal no
desempenho diario. Maiores detalhes a respeito da pesquisa nacional foram
previamente publicados 4.

Este estudo incluiu dados de adultos (35-44 anos) e idosos (65-74 anos)
(n=17398) sobre doenca periodontal, perda dentaria, impactos bucais no desempenho
diario (OIDP), caracteristicas socioecondmicas e demograficas, percepcao em saude
e uso de servicos odontoldgicos. A varidvel dependente foi saude bucal relacionada a

gualidade de vida (OHRQoL), medida pelos impactos bucais na performance diaria
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(OIDP), a qual foi dicotomizada. Pessoas que relataram ao menos uma queixa foram
incluidas no grupo “Presenca de interferéncia na vida diaria”, enquanto que pessoas
que nao tiveram queixas foram adicionadas ao grupo “Sem interferéncia na vida
diaria”.

As variaveis independentes foram organizadas em cinco grupos. O primeiro
conteve as caracteristicas demograficas: género, regido de residéncia, etnia. O
segundo, as caracteristicas socioecondmicas: renda mensal declarada em reais (BRL)
e escolaridade em anos de estudo. A renda foi categorizada em até 500 BRL; 501-
1500 BRL; 1501 a 4500 e acima de 4500 BRL. Escolaridade foi categorizada em: até
oito anos; entre 9-11 anos e entre 12-15 anos. O terceiro grupo foi relativo a percepcéo
em saude e as variaveis foram: dor de dente (presenca ou auséncia), satisfagcdo com
a saude bucal (muito alta/alta, regular/baixa/muito baixa), e necessidade referida de
protese dentaria. O quarto grupo foi relativo ao uso dos servicos odontolégicos e
conteve apenas a variavel Ultima consulta odontoldgica (até 1 ano ou mais de 1ano).
O ultimo grupo foi denominado estimativa padréo de necessidade. As variaveis nesse
grupo foram: presenca de sangramento pés-sondagem/calculo, obtido do indice
periodontal comunitario (IPC), perda dentéria (pessoas que perderam ao menos um
dente), edentulismo e necessidade normativa de protese dentaria.

Para analisar a associagdo entre aspectos socioecondmicos e demograficos
e 0 impacto na vida diaria foi realizada regressdo de Poisson. A comparacdo das
necessidades normativas e 0s respectivos impactos relacionados foram realizados
utilizando o teste de McNemar. As analises foram feitas utilizando o software Stata,

versao 11.2 (StataCorp., CollegeStation, United States).

4 5 Resultados

Entre os 17.398 participantes, 9.779 (56.2%) eram adultos e 7.619 (43.8%),
idosos. Entre os adultos, 6.405 (65.5%) eram mulheres e 3.374 (34.5%), homens. Em
relacdo aos idosos, 4.716 (61.9%) eram mulheres e 2.903 (38.1%), homens.

Considerando os adultos, mulheres tiveram maior prevaléncia de impactos
(tabela 1). Todos os grupos étnicos, tanto entre adultos quanto idosos, tiveram alta
prevaléncia de impactos quando comparados com a etnia branca (tabelas 1 e 2). A

prevaléncia de interferéncia da saude bucal na rotina das pessoas foi 59% maior entre
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adultos pobres e 30% maior entre idosos com renda de até R$500,00 (tabelas 1 e 2).
Semelhantemente, pessoas com baixa escolaridade tiveram alta prevaléncia de
impactos bucais na vida diaria em ambos os grupos etarios.

A interferéncia da saude bucal foi mais prevalente entre os adultos que
declararam insatisfacdo, dor de dente e necessidade de prétese. Em relacdo as
medidas normativas, adultos edéntulos tiveram menor prevaléncia de impactos (tabela
1).

No grupo de idosos, ndo houve associagao estatisticamente significante entre
Impactos e as medidas normativas de estimagao de necessidade. Entretanto, entre os
idosos a prevaléncia de impactos entre pessoas insatisfeitas com sua saude bucal foi
110% maior do que entre aquelas que reportaram estas muito satisfeitas/satisfeitas.

No geral, foi encontrada a prevaléncia de necessidades normativa de qualquer
uma das condi¢Bes odontolégicas acima mencionadas de 95.39% entre adultos e
99.76% para idosos (tabela 3). A prevaléncia de necessidades por meio da avaliagéo
normativa demonstrou associacdo estatistica significante comparada a necessidade
de impacto relacionada, em todas as quatro condi¢cées odontoldgicas para ambos 0s
grupos etéarios (p<0.001). A prevaléncia global de impactos no desempenho diario foi
de 50.92% (n=5.058) para adultos e 43.71% (n=3.313) para idosos. A prevaléncia das
estimativas-padrdo e socio-odontolégica de necessidade de tratamento para
sangramento pos-sondagem em adultos foi de 59.80% e 32.84%, respectivamente;
em idosos foram de 26.63% e 12.84%. A respectiva prevaléncia para perda dentaria
foi de 80.93% e 44.48% para adultos e 48.79% e 23.13% para idosos (tabela 3).

4.6 Discussao

Este estudo demonstrou a prevaléncia de impactos na vida didria causados
pela saude bucal entre adultos e idosos brasileiros. Nossos resultados demonstraram
a grande influéncia que as caracteristicas socioecondmicas exerceram sobre 0s
impactos da saude bucal na vida diaria. Entre os adultos, a prevaléncia de impactos
foi 1.59 vezes maior entre as pessoas que declararam baixa renda e 1.30 vezes maior
entre idosos pobres. Baixa escolaridade também esteve associada com impactos no
desempenho diario para ambas as faixas etarias, assim como tem sido demonstrado

por outros estudos!®!®. Esses achados podem representar o papel que os diferentes
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gradientes sociais exercem sobre a saude®. Nos Ultimos anos, o Brasil tem sido
reconhecido pelo programa “Bolsa Familia”, focado na transferéncia de renda para
familias em extrema pobreza. Apos ser lancada em 2003, esta iniciativa tem reduzido
a desigualdade no pais, visando aspectos-chave como educacdo e saude®. No
entanto, nossos resultados discordam dos encontrados por Pereira, de Lacerdal’, que
ndo obtiveram associacdo  estatisticamente significante entre impactos no
desempenho diario e escolaridade de pessoas idosos, enquanto que Gomes, Abegg*®
descreveram falta de associacdo com renda entre adultos 1" 8. Ambos os estudos
foram desenvolvidos no Sul do Brasil.

Foi observada também neste estudo a associacdo estatistica significante entre
impactos, etnia e regido de residéncia. Essas relagcdes podem estar relacionadas a
concentracdo de renda no pais, que historicamente foi maior no sul e sudeste.
Grandes cidades brasileiras como S&o Paulo e Rio de Janeiro estdo localizadas no
sudeste e detém a maior parcela da populagdo que se autodeclara branca, além de
ser ainda a regido de maior renda. Entretanto, idosos que residiam no sudeste,
apresentaram maior prevaléncia de impactos (tabela 2).

Percepcdo em saude esteve relacionada com a presenca de impactos. Adultos
gue referiram insatisfagdo com a saude bucal, dor de dente e necessidade por prétese
dentaria, tiveram maior prevaléncia de interferéncia no desempenho diario (tabela 1).
O mesmo aconteceu com idosos que indicaram insatisfacdo com a saude bucal, os
quais tiveram 2.10 vezes maior a prevaléncia de impactos (tabela 2). Rosenoer e
Sheiham?® relataram em seu estudo fraca associacao entre satisfacdo com dentes e
namero de dentes perdidos, descrevendo ainda que satisfagdo estava relacionada a
idade, sendo que idosos eram mais satisfeitos que pessoas jovens?'®.

As necessidades ndo atendidas em saude bucal, avaliadas pela abordagem
normativa demonstraram associacao estatistica significante com os impactos na vida
diaria apenas entre os adultos (tabela 1). Tal associacdo também foi descrita por
outros estudos?%?t, Adultos que foram identificados com perda dentaria e
sangramento pos-sondagem demonstraram maior prevaléncia de impactos, enquanto
gue pessoas edéntulas tiveram a razado de prevaléncia de impactos de 0.67. Porém,
0 uso e a qualidade das préteses dentarias nao foram avaliados, o que pode mascarar

essa prevaléncia entre edéntulos.
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A prevaléncia de impactos encontrada por este estudo (50.92%) entre adultos
é inferior do que a reportada por Mohebbi, Sheikhzadeh??, que avaliaram adultos
frequentadores de uma clinica odontolégica no Iran, que descreveram uma taxa de
prevaléncia de 82.6% 2. Entretanto, a prevaléncia de impactos entre idosos (43.71%)
foi muito similar aquela descrita por Pereira et al.'’.

Quando foi utilizada uma abordagem relacionada ao impacto para estimar as
necessidades em salude bucal de adultos e idosos, foi encontrada diminuicéo
significativa na prevaléncia, comparada com medidas normativas de necessidades
(tabela 3). Resultados semelhantes foram descritos por estudos realizados na Coreia
do Sul® e na Tailandia®® devendo ser destacados, uma vez que podem reduzir a
estimativa de necessidade de tratamento e colaborar na organizacdo no sistema de
salude para cuidados odontolégicos. Altos niveis de necessidades normativas de
tratamento sdo comuns porque ndo consideram a percepcdo de necessidades das
pessoas ou mesmo outros elementos relacionados que podem influenciar as
necessidades de tratamento?3. Politicas sociais na area de saude, especialmente em
grandes paises como o Brasil, deveriam considerar outras abordagens além das
tradicionalmente usadas para organizar o acesso ao cuidado odontolégico, uma vez
gue a avaliacéo profissional das necessidades pode superestimar as necessidades
de tratamento em saude bucal.

O presente estudo tem a vantagem de usar dados de uma ampla amostra
nacional de adultos e idosos brasileiros. Ha ainda o fato de que os dados da
abordagem socio-odontolégica podem ajudar na organizacdo do acesso a Servigos
dentarios no servico publico de saude. Entretanto, considerando o desenho
transversal do estudo, podem-se sugerir hipoteses relativas, mas nao € possivel
realizar inferéncias causais a partir dessa pesquisa. Além disso, o banco de dados
nao traz informacdes sobre comportamentos individuais, caracteristicas de saude
geral ou habitos como fumar e beber. Ha também a falta de detalhamento nos escores
de severidade e frequéncia daqueles nas medidas dos impactos odontol6gicos no

desempenho diario, o que poderia conferir maior precisao a este estudo.

4.7 Conclusao

Este estudo verificou a existéncia de uma forte relacdo entre impactos

odontologicos no desempenho diario e caracteristicas socioeconémicas e



Capitula 3 | 74

demogréficas. Entre adultos, os impactos estiveram relacionados aos indicadores
clinicos de condicdo odontolégica. Além disso, verificou-se uma grande diferenca
entre a abordagem padrdo e a soécio-odontoldgica, sendo que as necessidades
identificadas pela abordagem sd6cio-odontolégica foram menores do que as apontadas
pela estimativa-padrao de necessidades.
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Tabela 1 — Modelo final de Regresséo de Poisson para impactos odontolégicos no

desempenho diario de adultos brasileiros entre 35-44 anos — Brasil, 2014

Variaveis RPy RP, IC 95% RP, pf p*
CARACTERISTICAS SOCIODEMOGRAFICAS
Género
Masculino 1 1 - -
Feminino 1.23 1.23 1.17-1.28 <0.001
Etnia
Branca 1 1 -
Negra 1.17 1.21 1.13-1.28 <0.001
Parda 1.15 1.19 1.13-1.24 <0.001
QOutras 1.26 1.30 1.16-1.45 <0.001 <0.001
Regi&o de Residéncia
Sudeste 1 1 - -
Sul 1.02 1.03 0.97-1.08 0.372
Centro-Oeste 1.08 1.12 1.05-1.18 <0.001
Nordeste 1.04 1.14 1.07-1.21 <0.001
Norte 1.07 1.09 1.03-1.16 <0.001
CARACTERISTICAS SOCIOECONOMICAS*
Renda Mensal (BRL)
Até 500 1.90 1.59 1.38-1.82 0.001
Entre 501-1500 1.68 1.45 1.26-1.64 <0.001
Entre 1501-4500 1.35 1.25 1.10-1.42 <0.001
Acima de 4500 1 1 - -
Escolaridade <0.001
Até 8 anos 1.45 1.27 1.20-1.35 <0.001
Entre 9-11 anos 1.24 1.14 1.07-1.21 <0.001
Entre 12-15 anos 1 1 - -
PERCEPCAO EM SAUDE**
Satisfagdo com a Saude bucal
Sim 1 1 -
Nao 1.98 1.71 1.64-1.78 <0.001
Dor de dente
S|~m 1.70 1.45 1.41-1.50 <0.001 <0.001
N&o 1 1
Necessidade de prétese percebida
Sim 1.70 1.23 1.20-1.27 <0.001
Nao 1 1 -
NECESSIDADES NORMATIVAS ***
Perda dentaria
Sim 1.19 1.16 1.09-1.25 <0.001 <0.001
Nao 1 1 -
Sangramento pos-sondagem/calculo dentario
Sim 1.17 1.07 1.03-1.10 <0.001
N3O 1 1 <0.001
Edentulismo
Sim 0.78 0.67 0.61-0.74 <0.001 <0.001
Nao 1 1 -

RPy, _Razdo de prevaléncia bruta/ RP, _Raz&o de prevaléncia ajustada/ p' - valor de p da categoria/ p*- valor de p da variavel
@BRL - Reais = 1 dolar = 1.66 reais na época da coleta dos dados. *Ajustado por género, etnia, regido de residéncia; **
Ajustado por género, etnia, regido de residéncia, renda mensal, escolaridade; *** Ajustado por género, etnia, regido de
residéncia, renda mensal, escolaridade, satisfagdo com saude bucal, dor de dente e necessidade de prétese percebida
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Tabela 2 — Modelo final de Regresséo de Poisson para impactos odontolégicos no
desempenho diario de idosos brasileiros entre 65-74 anos — Brasil, 2014

Variaveis RPy, RP, IC 95% RP, pf p*
CARACTERISTICAS SOCIODEMOGRAFICAS
Etnia
Branca 1 1 - -
Negra 1.20 1.19 1.09-1.28 <0.001
Parda 1.12 1.10 1.03-1.16 0.004
Outras 1.28 1.23 1.06-1.42 0.004
Regi&o de Residéncia <0.001
Sudeste 1 1 - -
Sul 0.87 0.87 0.81-0.93 <0.001
Centro-Oeste 0.84 0.86 0.79-0.94 <0.001
Nordeste 0.82 0.86 0.79-0.94 0.001
Norte 0.93 0.94 0.86-1.01 0.110

CARACTERISTICAS SOCIOECONOMICAS*
Renda Mensal (BRL)

Até 500 1.49 1.30 1.10-1.53 0.002

Entre 501-1500 1.51 1.33 1.14-1.55 <0.001

Entre 1501-4500 1.37 1.26 1.08-1.47 0.003

Acima de 4500 1 1 - -

Escolaridade <0.001
Até 8 anos 1.38 1.18 1.05-1.33 0.006

Entre 9-11 anos 1.26 1.12 0.97-1.28 0.107

Entre 12-15 anos 1 1 - -

PERCEPCAO EM SAUDE**

Satisfagdo com a Saude bucal

Sim 1 1 - -

Nao 2.14 2.10 2.00-2.21 <0.001 <0.001

RP, _Razdo de prevaléncia bruta/ RP,_Raz&o de prevaléncia ajustada/ p' - valor de p da categoria/ p*- valor de p da variavel
@BRL - Reais = 1 dolar = 1.66 reais na época da coleta dos dados * Ajustado por etnia, regido de residéncia; ** Ajustado por
etnia, regido de residéncia, renda mensal, escolaridade; *** Ajustado por etnia, regido de residéncia, renda mensal,
escolaridade, satisfacao com a saude bucal
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Tabela 3 — Estimativa normativa de necessidade e impacto relacionado
de adultos e idosos brasileiros — Brasil, 2014

Condicdo Odontoldgica Prevaléncia
Estimativa Impacto relacionado
normativa de a necessidades (%)
necessidade (%) (sécio-

odontolégico)

Adultos (35-44 anos)

Sangramento pos- 59.80 32.842
sondagem/calculo
Perda dentéria 80.93 44.842
Edentulismo 2.75 1.282
Necessidade normativa de Protese 75.65 43.382
Qualquer uma do quarto condicdes 95.39 50.922
Idosos (65-74 anos)
Sangramento pos- 26.63 12.842
sondagem/calculo
Perda dentéria 48.79 23.132
Edentulismo 46.65 18.532
Necessidade normativa de Protese 95.52 42.672
Qualquer uma do quarto condicdes 99.76

43.712

2p<0.001, comparacao entre impacto relacionado (sécio-odontolégico) a necessidades e avaliagdo
normativa de necessidades (necessidades normativas) (Teste de McNemar)
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Anexo B - Versao em Inglés do capitulo 1

Periodontal disease, tooth loss and Social determinants of health in Brazilian
Adults — Analysis using national data

Running Head: Social Determinants and Oral Health in Brazilian Adults

Rosana Leal do Prado, Cléa Adas Saliba Garbin, Suzely Adas Saliba Moimaz,

Nemre Adas Saliba

ABSTRACT

Objective: The aim of this study was to verify the correlations of periodontal disease,
tooth loss and edentulousness with socioeconomic and demographic factors, health
needs and health services as well as the impact of these correlations on oral health
among Brazilian adults. Methods: The data originated from a national epidemiological
survey on oral health conducted in 2010 by the Brazilian Health Ministry (“SBBrasil
2010”). The sample comprised 9779 people between 35 and 44 years old. The oral
health outcomes were as follows: bleeding on probing and/or dental calculus,
periodontal loss of attachment, tooth loss and edentulousness. Education level and
declared income were used as indicators of socioeconomic status. Gender, ethnicity,
region of residence, use of dental care, impact of teeth in daily activities, and other
variables were added to the models to adjust the regression analysis. Poisson
regression was performed to verify the socioeconomic and demographic disparities in
oral health with regard to the proximal and distal determinants of health available in
the data set. Results: The results showed associations (p<0.05) between
socioeconomic and demographic aspects and all oral health variables. People who
had up to 8 years of formal education had increased the prevalence to develop any of
the oral diseases on this study. As much as people whom declared income up to 500
BRL, that had increased the prevalence to develop three of the four studied conditions,
exception to edentulousness. Ethnicity had association with bleeding on probing/or
dental calculus (PR=1.19) and tooth loss (PR=1.45) between people who declared
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themselves as brown. Having a consultation performed at a public health clinic was a
protective factor for edentulousness (PR=0.68). All of the outcome variables showed
a statistically significant association with the daily life variables. Conclusions: The
results indicated that periodontal disease, tooth loss and edentulousness were
associated with socioeconomic and demographic aspects, the need for health
services, the use of health services and the impact of oral health on daily life among
Brazilian adults.

Keywords: Oral Health, Health status disparities, Socio-economic factors, Periodontal

diseases, Tooth loss
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Introduction

There have been increasing indications that socioeconomic status (SES) have
implications for human health, and that the environment is largely responsible for
people’s way of life. There is evidence that people from lower social classes have the
worst health (1-3). Thus, the health of individuals and populations is decisively
influenced by the social and economic situations in which people are born, live, work
and grow old, and these environments can be the causes of health inequality (4, 5).

Among the major issues in oral health, periodontal disease is prominent,
affecting a major part of the world’s population (6) and contributing to tooth loss. The
risk factors for periodontal disease are poor oral hygiene (7), smoking (8, 9) and
alcoholism (10). Several studies have demonstrated an inverse correlation between
periodontal disease and socioeconomic factors such as education, income, age,
gender and ethnicity (6-8, 11).

Access to oral health services has been marked as the key factor in periodontal
disease; those without access to dental care are denied better oral health (12). An oral
health condition that involves the loss of periodontal base structures can significantly
affect chewing function as well as the quality of life (13). Similarly, socioeconomic
status have been associated with unmet oral health needs caused by missing teeth
and edentulousness (14-16). Losing a tooth can be understood as a complex
phenomenon which can lead people to a loss of function, esthetics problems and
decrease of quality of life (17)

In Brazil, there are serious inequality challenges. Despite of all progress in the
national health system which the country has made over the last years, a large part of
the population still live in poor conditions that hinder their access to essential health
services (18). In the past ten years, Brazil has undergone a great improvement in public
oral health system called “Smiling Brazil” which has increased the access of population
to the dental services through a public policy (19). However, maintaining regular
surveillance over the disparities in health is essential because it is a way to verify
whether health promotion actions and the social policies are reaching their goals as
well as primary elements of action (20, 21). In order to keep a health surveillance,
SBBrasil is the only Brazilian epidemiological survey in oral health funded by the

government and that has a large sample, covering all states of the country (18).
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Despite the number of studies that have examined the association between oral
health disparities and socioeconomic factors, the variables most used to explain this
relationship are income and education (1, 11). However, the use of a large number of
socioeconomic indicators, demographic aspects, access to dental services and health
perceptions can be more useful to explain how disparities have influenced oral health.
Such associations may reflect different levels of health inequality within a country.

Thus, the aim of this study was to verify the correlations of periodontal disease,
tooth loss and edentulousness with socioeconomic and demographic factors, health
needs and health services as well as the impact of these correlations on oral health in
Brazilian adults.

Methodology

For this study, we used data from “SBBrasil 2010”, a national epidemiological
survey on oral health conducted in 2010 by the Brazilian Health Ministry. The SBBrasil
had a stratified multi-stage cluster sampling. The data were collected in the 27 State
capitals and 150 municipalities (counties), defined as domains. The precision
considered the demographic domains grouped by density of the overall population and
the internal variability of oral health indices. The study evaluated the main oral health
diseases as caries, periodontal diseases, tooth loss and others in five age ranges (22).
A questionnaire was administered to collect data on socioeconomic conditions, dental
services used and health perceptions (18). The exams were performed following the
instructions of the World Health Organization (WHO) (23). The data used in this
analysis were collected from 9779 adults between the ages of 35 and 44 years old.
This age range is according with WHO directions for epidemiological surveys (23).

A detailed description of SBBrasil 2010 can be found in a paper published earlier
(22).

Outcomes and covariates

Two variable outcomes were obtained from the DMFT index (decay, missing,
filled teeth): “tooth loss” and “edentulousness”. Both variables were dichotomized for
the analysis. Tooth loss was considered present in any person who had lost at least

one tooth. However, edentulousness was defined as the loss of all teeth.
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The outcome of periodontal disease was assessed using data collected from
the Community Periodontal Index (CPI) and from the loss of periodontal attachment
(PIP) variable. Two new variables were obtained, also dichotomized. PIP was defined
as the loss of a periodontal attachment bigger than 3 mm in at least one of the
examined teeth. However, the variable CPI only included bleeding on probing or the
presence of dental calculus in at least one of the examined teeth.

The variables declared monthly income and schooling. Income was grouped
into 4 different categories: up to 500 reais, between 501 and 1500 reais, between 1501
and 4500 reais and over 4500 reais. Schooling was categorized as up to 8 years of
study, between 9 and 11 years of study or between 12 and 15 years of study.

The other variables were ethnicity (white, black, brown, other); gender; region
of residence (midwest, northeast, north, southeast, south); residence in the capital or
the province of the state; the number of people who live in the same house (up to 2
people, 3, 4, 5 or 6 or more people); the number of rooms in the house that are used
as bedrooms (up to 2 rooms, 3, 4 or 5 or more); and the number of possessions people
had (up to 4, 5, 6, 7, 8, or 9 or more, including a television set, sound system,
microwave, refrigerator, telephone, washing machine and dishwasher, computers and
cars). There were other dichotomized variables related to the necessity of dental
prostheses, as reported by the person, and nine more variables were related to the
impact of teeth on daily activities (impact on chewing, impact on brushing, anger about
oral/dental problems, impact on leisure, impact on sports practice, impact on speech,
impact on social relations, impact on studies/work, and impact on sleep).

The variable for the use of dental services was dichotomized into people who
had used services within the last year and people who had used services more than a
year ago. As for the type of service used, three categories were used: public services,
private services and others.

Statistical analysis

In the data analysis, we used a Poisson regression model, which is defined as

a statistical model in which the variable outcome “y” can assume categorical and

([Pl

dichotomous values and can be explained by a set of “p” independent or explanatory

variables that can be categorical or continuous (24).
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In the selection of the explanatory variables used for adjusting the Poisson
regression model, the inclusion criterion was the relationship between the explanatory
variable and the outcome variable in the univariate analysis, with the level of
significance set at 25% (25). The variables above this cut-off point were not included.
In this analysis, we also estimated the crude prevalence ratios with 95% confidence
intervals.

We carried out the analyses based on the hierarchic model proposed by
Dahlgren & Whitehead (26, 27) and adapted for this study. A conceptual framework
was designed (Figure 1) where socioeconomic and demographic conditions variables
were seen as distal determinants of oral health and had influence over the other
determinants. Living conditions, access to the dental services and dental needs and
health perception were the other determinants in this study (Figure 1).

In the group socioeconomic and demographic conditions were included the
variables related to monthly income, education level, region of residence, living in the
capital or the province of states, gender and ethnicity. In the group living conditions,
we consider the variables number of people living in the same house, number of
bedrooms and number of possessions. Access to dental service and dental needs had
the follow variables: last dental consultation, type of dental service used and necessity
of dental prosthesis. Health perception group included the variables related with impact
of oral health in daily activities.

The variables were entered in the models according to the likelihood ratio
value followed by the prevalence ratio determined in the univariate analysis.

The software “Stata”, 11.2 version (Stata Corp., College Station, United States),
was used for the estimation of the models. A stepwise procedure was used to adjust
the models and considered the variables in the same category according the likelihood
ratio followed by the prevalence ratio. At the end of the analyses of each category, we
kept in the model the variables with significant p-values. Then, the variables of the next
category were added one-by-one, with the same criteria. The variables were added
sequentially, so that at the end of the process, the best variables to explain the
outcome variable were revealed (25). The final model was defined by the variables that

had significant statistic association after adjustment. In the analysis, the significance
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level was set at p<0.05. The significance value of the Wald test was used as the
adjustment rating in the final model.

Results

The descriptive analysis included 9779 adults between 35-44 years old, and
the mean age was 39.4 (95% confidence interval 39.3-39.4). The socioeconomic and
demographic distribution of the sample is represented at the table 1. Together,
residents of the north and northeast comprised 51.55% (n=5041) of the participants,
and each of the other three natural Brazilian regions represented approximately 15-
16%. Of all of the adults, 75% (n=7333) lived in one of the Brazilian capitals.

Of the participants, 59.9% (n=5859) showed bleeding on probing and/or
calculus, while 45.5% (n=4448) were diagnosed with at least one tooth with loss of
periodontal attachment =2 3 mm. More than 80% (n=7928) of the adults in SBBrasil
2010 had lost at least one dental element, while 2.8% (n=270) presented
edentulousness (i.e., no functional teeth) (table 1).

A total of 46.5% reported dental visits in the past year, 44.6% had the last
dental consultation there over a year and 8.9% had never had a dental consultation.
On their last dental appointment, 36.5% (n=3574) reported visiting a public service
provider, 40.8% (n=3986) had the consultation at private service), 14.5% (n=1418)
reported visiting other dental services.

With regard to satisfaction with oral health, 58.1% (n=5684) were very satisfied,
satisfied or indifferent, whereas 41.9% (n=4095) were dissatisfied or very dissatisfied.
A total of 3958 adults (40.5%) reported that they needed some kind of prosthesis.

Table 2 shows the final regression models for the loss of periodontal
attachment variable. Lower levels of education and income double the prevalence of
developing a loss of periodontal attachment = 3 mm. However, with regard to the
number of possessions, only people with 4 possessions had an increased risk of
developing PIP.

Table 3 presents the final regression models for bleeding on probing and/or
calculus. Among the socioeconomic and demographic variables, ethnicity and region
were predictors for the outcome variable. Living in the midwest was protective

(PR=0.68), whereas living in the north increased the prevalence of developing bleeding
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and/or calculus by 76%. The individuals who reported visiting a public clinic for their
last visit also had a 30% greater prevalence of developing bleeding and/or calculus
(table 3). With regard to dental loss, not living in the southeast increased the
prevalence almost 220%; the prevalence were the same for those living in the north
(table 4).

It is important to note the lack of a relationship between income and
edentulousness. However, the level of education and frequent dental visits are
important aspects, given the inverse relationship and the significant increase in the
prevalence of tooth loss (table 5). Nonetheless, visiting a public clinic was a protective
factor against edentulousness, reducing the prevalence by 32% compared with visiting

a private provider (table 5).

Discussion

In this study we have shown that in a national sample of Brazil the worst oral
health conditions were more common among the least educated and the poorest, even
after adjusting for potential covariates. Education was associated with all of the
outcome variables while income was associated with three, except edentulousness,
increasing the prevalence that Brazilian adults will develop periodontal disease or
suffer tooth loss. Socioeconomic disparities in oral health observed in this study
confirm findings from previous studies (28-31).

With regard to ethnicity, the only association was observed for individuals who
identified as brown: they had greater chances of bleeding/calculus and tooth loss. This
fact does not align with Azevedo (28), who showed that the prevalence of
bleeding/calculus were 2.23 times greater in black people.

The ethnic distribution in the Brazilian regions reflects the history of territorial
occupation and movement related to economic factors. The majority of the white
people live in the south and southeast, the richest parts of the country, while the brown
people, representing 43.1% of the national population, are more concentrated in the
north and northeast, the poorer regions that are more difficult to access. However, the

state with the second-highest number of black people is Rio de Janeiro in the
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southeast, the most economically developed region of the country (32), reinforcing the
role of social determinants of health.

Regional differences were included in the models for bleeding on
probing/calculus and tooth loss. The northern region showed the worst conditions: the
residents had more than 3.2 times the prevalence of losing a tooth compared to the
residents from the southeast, the richest region in Brazil (table 4). In the north, there is
the Amazon forest, native villages that are difficult to access and extreme poverty. In
the southeast, there are the biggest Brazilian cities, such as Sao Paulo and Rio de
Janeiro, where the national gross domestic product is highly concentrated. Even
though in the recent years Brazil has experienced economic growth and further
development, there still remain great inequalities areas in the country. In 1990, the
country had the human development index (IDH) of 0.59 while in 2012 this same index
was 0.73 (33). However, the Amazon state has an HDI below the national average
(0.674) and has the worst GINI index in the country (0.65)(34). This study reinforces
the health inequality in Brazil, where extreme regional differences are observed.

Nevertheless, a large effort has been made over the last years to improve the
national health system, offering universal and free treatment for the citizens. In 2003,
only 2333 cities had oral health teams to assist the population, but in March 2013, 4858
cities offered this service (35). Although all this initiatives, it remains in the country a
vestige of a dentistry practice which focuses on disease and mutilation and still
addresses oral health in a nation where access to dental treatment was historically
unaffordable for most of the population. When treatment was provided in the past,
clinical practice focused on extraction. Changing clinical practice is not one of the
easiest challenges because it is necessary to face cultural and personal beliefs from
patients and professionals who fight not to accept strategies for care. This problem
was demonstrated in the studies of Araujo and Dimenstein (36), in which dental
surgeons working for Brazilian Primary Care claimed that patients were willing to have
their teeth extracted because they believed it was the best treatment.

Living conditions as number of possessions also demonstrated association
with poor oral health in this study. Number of bedrooms acted like a protective factor

to loss of attachment and edentulousness. This confirms the influence of
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socioeconomic status on oral health, since it could be argued that in small houses are
likely to live fewer people and consequently tend to have a better per capita income.

Frequency of dental visits also have demonstrated association with oral health
conditions. In our study, people who had a dental appointment for over a year had
increased prevalence of developing three of the four outcome variables, even after
adjust for socioeconomic indicators. This finding agrees with a previous study in which
frequency of dental visit was associated with better oral health status (37). According
to Sabbah, Tsakos, Sheiham and Watt (30) dental visit is of particular importance
because it shows access to dental services and also can represent a health behavior,
as some visits can be considered just for check-ups and would demonstrate a
preventive oral health action.

One of the predictors present in all of the models — the necessity for prostheses
— is also the result of the disease that leads to tooth loss without a successful
intervention. Any action taken after this point addresses sequelae (38). However, it is
important not to underestimate actions taken after tooth loss. These actions would still
affect people’s rights and lead to a “new outcome” (offering quality of life improvements
to people). The use of health services was inferred as one cause of the association
prosthetic need and SES status between South Korean people (16).

In our findings it is possible to observe that people who reported receiving
dental treatment at the public service had increased the prevalence of developing
bleeding/calculus (PR=1.30) compared to those receiving private service (table 3). The
opposite was observed for the variable edentulousness in which the public service was
a protector factor (PR=0.68) (table 5). In order to transform an epidemiological
framework, mandatory actions must take place on the public attention model focused
on health-promoting policies and actions which discuss the social and economic
factors as the causes that trigger oral diseases (4, 21, 36).

There is consensus in the literature about the relationship between oral health
and people’s quality of life (39, 40). Oral health problems can interfere with people’s
daily lives as demonstrated in this study. The severity of the impacts on everyday life
is probably associated with the worst socioeconomic conditions, in terms of periodontal
disease and dental caries (41). Exception to edentulousness, Brazilian adults had at

least three daily activities impacted by the oral health status associated with the studied
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conditions (table 2, 3, 4). This finding corroborates with previous studies (39, 40, 42)
and could represent some limitations to future lives of the people as the pleasure of
eating or choosing a healthy diet (42) or could even act negatively over the self-esteem
(39).

In the same way, the social gradient has been associated with the presence
and severity of oral health problems (37, 43). In a study by Sabbah, Tsakos, Chandola,
Sheiham and Watt (31), it was demonstrated that the prevalence of certain chronic
diseases, such as periodontal disease, in American residents was associated with the
level of poverty and education. There is also a consensus that even in countries where
absolute poverty is rare, inequality in health exists, considering the level of social
stratification (44).

Many research studies have been performed on adopting and transforming
personal habits (45) that impact health. These approaches are not completely wrong,
but they are very limited and could increase inequality because more educated,
wealthy and more independent people are more prepared to use this kind of personal
approach (44).

The major strengths of this study were the large sample size and the use of
several indicators of SES and the variation in their association with different markers
of oral health. Another strength is the fact that this study was developed using data
from an emerging country that has invested in actions to reduce iniquity over the last
two decades, differently from the most studies about equity and social determinants in
health that are focused on a causal relationship in high-income countries (46).

Although this study offers important information, its limitations have to be
considered. Due to the cross-sectional nature of SBBrasil, the results of the analysis
reveal associations between factors. However, they do not allow for causal inferences.
There is also a lack of data about the behavior of the people involved, and behavior
can influence the severity of periodontal disease. In special, the lack of adjustment in
the periodontal disease models to the smoking habit should be considered a limitation
for this study. In the literature, several studies show the association between smoking
and periodontal disease (8, 9). If smoking were be considered in our analysis it could
have reduced the effects of socioeconomic disparities on the disease, changing

obtained results. However studies have shown that health behaviors were able to
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reduce oral health disparities, but they did not eliminate the effects produced by
socioeconomic inequality (30, 37).

In conclusion, the results indicated that periodontal disease, tooth loss and
edentulousness were associated with socioeconomic and demographic aspects, the
need for health services, the use of health services and the impact of oral health on

daily life among Brazilian adults.
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Table 1 — Prevalence of Bleeding on probing/ dental calculus, Loss of periodontal
Attachment, Tooth Loss and Edentulousness of Brazilian Adults according
socioeconomic and demographic features, Brazil, 2014

Total prc?k!?rfgllga%couqus Loss of Attachment Tooth Loss Edentulsousnes
(n=9779) (n=5859)" (n=4448) (n=7928) (n=270)"
n % n % n % n % n %
Gender
Male 3374 34.50 2113 36.06 1512 33.99 268  33.9 75 27.78
9 2
Female 6405 65.50 3746 63.94 2936 66.01 523  66.0 195 72.22
9 8
Ethnicity
White 4137 42.30 2393 40.84 1743 39.19 314 39.6 103 38.15
1 2
Black 1020 10.43 610 10.41 470 10.57 842 10.6 37 13.70
2
Brown 4386 44.85 2717 46.37 2128 47.84 375 473 125 46.30
0 0
Other 236 241 139 2.37 107 241 195 246 5 1.85
Income
Up to 500 BRL 1420 14.52 885 15.10 789 17.74 121 15.3 69 25.56
7 5
501-1500 BRL 4783 48.91 2952 50.38 2361 53.08 408 515 155 57.41
4 1
1501-4500 BRL 2813 28.77 1616 27.58 1066 23.97 216 273 37 13.70
9 6
Over 4500 BRL 519 5.31 270 4.61 123 2.77 271 3.42 3 111
Did not answer 244 2.50 136 2.32 109 2.45 187  2.36 6 2.22
Educational attainment
Up to 8 years 4371 44.70 2711 46.27 2470 55.53 379 478 198 73.33
6 8
Between 9-11 years 3025 30.93 1862 31.78 1274 28.64 251 31.6 55 20.37
0 6
Between 12-15 2297 23.49 1242 21.20 665 14.95 156 19.7 13 481
years 5 4
Did not answer 86 0.88 44 0.75 39 0.88 57 0.72 4 1.48
Region of Residence
Southeast 1608 16.44 1030 17.58 689 15.49 121 15.3 45 16.67
6 4
South 1638 16.75 952 16.25 676 15.20 120 15.1 41 15.19
3 7
Midwest 1492 15.26 820 14.00 650 14.61 120 15.1 43 15.93
4 9
Northeast 2456 25.12 1455 24.83 1044 23.47 206  26.0 68 25.19
8 8
North 2585 26.43 1602 27.34 1389 31.23 223 282 73 27.04
7 2
Residence in the capital
or the province of the state
Capital 7333 74.99 4435 75.70 3138 70.55 596  75.2 162 60.00
8 8
Province 2446 25.01 1424 24.30 1310 29.45 196 247 108 40.00
0 2

"Total of participants on the study, with and without disease.
" Number of participants with disease.
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Table 2 — Final Poisson Regression model for Loss of Attachment of Brazilian Adults

between 35-44 years old — Brazil, 2014

Variables PR, PR, Cl 95% (PRy) pt p#
SOCIOECONOMIC AND DEMOGRAPHIC FEATURES
Monthly Income (Brazilian Reais)®
Up to 500 4.68 2.30 1.79-2.95
Between 501-1500 3.53 2.00 1.60-2.51 <0.001
Between 1501-4500 2.13 1.58 1.26-1.99
Over than 4500 1 1
Schooling
Up to 8 years 3.48 2.72 2.41-3.09
Between 9-11 years 1.86 1.65 1.45-1.87 <0.001 <0.001
Between 12-15 years 1 1
Residence in the capital or the province of the
state
Province 1.65 1.47 1.32-1.63 <0.001
Capital 1 1
HOUSING FEATURES AND POSSESSIONS*
Number of possessions
0-4 1.27 1.41 1.21-1.64 <0.001
5 1.83 1.18 1.01-1.37 0.039
6 1.73 1.25 1.08-1.45 0.004
7 1.67 1.29 1.11-1.51 0.001
8 1.25 1.02 0.87-1.18 0.85
9or+ 1 1 <0.001
Number of Bedrooms
1 bedroom 0.92 0.74 0.63-0.87
2 bedrooms 0.82 0.77 0.69-0.86 <0.01
3 bedrooms 0.81 0.85 0.75-0.95
4 or + bedrooms 1 1
USE OF DENTAL SERVICES AND DENTAL NEEDS**
Necessity of dental prosthesis
No 1 1
Yes 2.58 2.30 2.08-2.54 <0.001
Last Dental Consultation <0.001
Less than one year 1 1
More than one year 1.47 1.17 1.06-1.29 0.001
HEALTH PERCEPTION ***
Impact on speech
No 1 1
Yes 2.66 1.54 1.30-1.83 <0.001
Impact on social relations
No 1 1 <0.001
Yes 2.23 1.31 1.15-1.48 <0.001
Anger about oral/dental problems
No 1 1
Yes 1.93 1.23 1.08-1.41 0.002

PRc _Crude prevalence ratio/ PR,_Adjusted prevalence ratio / p' - category p-value p*- variable p-value * Adjusted for income,
schooling and residence in the capital or the province of the state ** Adjusted for income, schooling, residence in the capital or
the province of the state, number of bedrooms and number of possessions *** Adjusted for income, schooling, residence in
the capital or the province of the state, number of bedrooms, number of possessions and last dental consultation. @1 American

dollar = 1.66 Brazilian reais at the time of survey.
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Table 3 — Final Poisson Regression model for Bleeding on probing and/or Dental
Calculus among Brazilian Adults between 35-44 years old — Brazil, 2014

Variables PR. PR, Cl 95% (PRa) p p*
SOCIOECONOMIC AND DEMOGRAPHIC FEATURES

Monthly Income (Brazilian Reais)®

Up to 500 4.40 2.28 1.71-3.05 <0.001
Between 501-1500 3.31 1.92 1.52-2.42 <0.001
Between 1501-4500 1.67 1.30 1.05-1.62 0.017
Over than 4500 1 1

Schooling

Up to 8 years 3.59 2.69 2.28-3.16 <0.001
Between 9-11 years 1.92 1.58 1.37-1.83 <0.001
Between 12-15 years 1 1

Ethnicity

White 1 1

Black 1.29 0.96 0.78-1.17 0.68 <0.0001
Brown 1.65 1.19 1.05-1.37 0.01
Others 1.57 1.19 0.78-1.84 0.42
Region

Southeast 1 1

South 0.71 0.92 0.75-1.11 0.38
Midwest 0.70 0.68 0.56-0.83 <0.001
Northeast 0.86 0.89 0.74-1.07 0.19
North 1.80 1.76 1.44-2.16 <0.001
Gender

Male 1 1

Female 0.78 0.78 0.69-0.89 <0.001
HOUSING FEATURES AND POSSESSIONS*

Number of possessions

0-4 2.53 1.18 0.94-1.48 0.154
5 1.83 0.96 0.76-1.19 0.719
6 1.77 1.09 0.88-1.34 0.429
7 1.37 0.90 0.74-1.10 0.296 <0.0001
8 1.05 0.79 0.66-0.95 0.014
9or+ 1 1

USE OF DENTAL SERVICES AND DENTAL NEEDS**

Last Dental Consultation

Less than one year 1 1

More than one year 1.99 1.54 1.36-1.76 <0.001
Type of Dental Service used

Private 1 1

Public 1.90 1.30 1.12-1.51 0.001 <0.001
Others 0.98 1.06 0.90-1.24 0.51
Necessity of dental prosthesis

No 1 1

Yes 1.74 1.29 1.12-1.48 <0.001
HEALTH PERCEPTION ***

Impact on leisure

No 1 1

Yes 2.75 141 1.07-1.86 0.013
Impact on social relations

No 1 1

Yes 2.35 1.31 1.08-1.58 0.005
Anger about oral/dental problems

No 1 1 <0.001
Yes 2.29 1.33 1.08-1.65 0.008
Impact on brushing

No 1 1

Yes 2.19 1.36 1.13-1.64 0.001
Impact on chewing

No 1 1

Yes 1.97 1.21 1.03-1.44 0.022

PRc _Crude prevalence ratio/ PR,_ Adjusted Prevalence ratio / p' - category p-value p*- variable p-value * Adjusted for income,
schooling, ethnicity, region and gender ** Adjusted for income, schooling, ethnicity, region, gender and number of possessions
*** Adjusted for income, schooling, ethnicity, region, gender, number of possessions, last dental consultation, necessity of
dental prosthesis and type of dental service. @1 American dollar = 1.66 Brazilian reais at the time of survey.
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Table 4 — Final Poisson Regression models for Tooth loss among Brazilian adults

between 35-44 years old —, Brazil, 2014
Variables PR, PR, Cl 95% (PR.) pt p*
SOCIOECONOMIC AND DEMOGRAPHIC FEATURES
Monthly Income (Brazilian Reais)®

Up to 500 8.94 2.93 2.19-3.91

Between 501-1500 7.8 3.41 2.71-4.27 <0.001
Between 1501-4500 3.46 2.39 1.93-2.96

Over than 4500 1 1

Schooling

Up to 8 years 5.12 4.03 3.38-4.79 <0.001
Between 9-11 years 2.61 2.07 1.78-2.42

Between 12-15 years 1 1

Region

Southeast 1 1

South 0.85 1.3 1.08-1.57 0.006 <0.001
Midwest 1.7 1.88 1.53-2.33 <0.001
Northeast 2.06 2.44 2.01-2.96 <0.001
North 2.88 3.2 2.61-3.92 <0.001
Ethnicity

White 1 1

Black 1.75 1.17 0.93-1.46 0.175
Brown 2.38 1.45 1.25-1.68 <0.001
Others 151 0.96 0.63-1.45 0.847
Gender

Male 1 1

Female 1.71 1.25 1.09-1.42 0.001

HOUSING FEATURES AND POSSESSIONS*
Number of people who live in the same house

Up to 2 people 1 1

3 people 1.14 1.15 0.95-1.41 0.158

4 people 1.42 1.25 1.03-1.51 0.024 <0.001
5 people 1.62 1.19 0.95-1.48 0.129

6 or + people 1.91 1.24 0.98-1.58 0.074

USE OF DENTAL SERVICES AND DENTAL NEEDS**

Necessity of dental prosthesis

No 1 1 <0.001
Yes 5.3 3.74 3.16-4.45 <0.001

HEALTH PERCEPTION ***

Impact on studies/work

No 1 1

Yes 291 14 1.02-1.95 0.04

Impact on social relations

No 1 1

Yes 2.89 1.58 1.28-1.95 <0.001 <0.001
Impact on chewing

No 1 1

Yes 2.3 1.47 1.23-1.74 <0.001

PRc _Crude prevalence ratio/ PR,_Adjusted prevalence ratio / p' - category p-value p*- variable p-value * Adjusted for income,
schooling, ethnicity, region and gender ** Adjusted for income, schooling, ethnicity, region, gender, number of people who live
in the same house. ***Adjusted for income, schooling, ethnicity, region, gender, number of people who live in the same house
and necessity of prosthesis. @1 American dollar = 1.66 Brazilian reais at the time of the survey.
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Table 5 — Final Poisson Regression model for Edentulousness among Brazilian Adults

between 35-44 years old — Brazil, 2014

Variables PR PR, IC 95% (PR,) pt p#
SOCIOECONOMIC AND DEMOGRAPHIC FEATURES

Schooling

Up to 8 years 8.2 5.92 3.28-10.67 <0.001

Between 9-11 years 3.22 2.56 1.37-4.76 0.003

Between 12-15 years 1 1

Gender g <0.001
Male 1 1

Female 1.37 1.4 1.05-1.83 0.018

HOUSING FEATURES AND POSSESSIONS*

Number of possessions

Upto4 3.25 1.75 1.11-2.77 0.016

5 2.61 1.52 0.94-2.45 0.088

6 2.76 181 1.14-2.98 0.012

7 2.39 1.8 1.11-2.91 0.016

8 1.41 1.17 0.68-2.02 0.572

9or+ 1 1 <0.001
Number of Bedrooms

1 bedroom 0.57 0.43 0.26-0.70 0.001

2 bedrooms 0.58 0.51 0.38-0.69 <0.001

3 bedrooms 0.64 0.7 0.51-0.97 0.031

4 or + bedrooms 1 1

USE OF DENTAL SERVICES AND DENTAL NEEDS**

Last dental consultation

Less than 1 year 1 1

More than 1 year 4.19 3.52 2.46-5.04 <0.01

Necessity of Dental Prosthesis

No 1 1

Yes 1.99 1.54 1.15-2.07 0.004 <0.001
Type of Dental Service

Private 1 1

Public 1.07 0.68 0.50-0.93 0.016

Others 1.62 0.89 0.54-1.45 0.63

HEALTH PERCEPTION ***

Impact on brushing

No 1 1

Yes 0.4 0.3 0.18-0.44 <0.001 <0.001

PRc _Crude prevalence ratio/ PR,_Adjusted prevalence ratio / p' - category p-value p*- variable p-value * Adjusted for income,
schooling, gender ** Adjusted for income, schooling, gender, number of possessions, number of bedrooms *** Adjusted for
income, schooling, gender, number of possessions, nhumber of bedrooms, last dental consultation, necessity of prosthesis,
type of dental service. @1 American dollar = 1.66 Brazilian reais at the time of survey.
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Socioeconomic and Demographic conditions

Monthly income, education level, region of residence, living in the
capital or the province of states, gender and ethnicity

'|

Oral Health Perceptions Living Conditions Access to dental services and
Variables related with impact Number of people living in dental needs
of oral health in daily activities the same house, number Last dental consultation, type of
of bedrooms and number dental service used and
of possessions necessity of dental prosthesis

Oral Health
Conditions

Figure 1 — Determinants of health. Framework used in data analyses
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Anexo C - Versao em Inglés do capitulo 2

Inequalities in Oral Health among Older Brazilians: A Cross-Sectional Analysis

of a National Survey

Rosana Leal do Prado, Cléa Adas Saliba Garbin, Suzely Adas Saliba Moimaz,
Nemre Adas Saliba

ABSTRACT

Objectives: We aimed to verify the associations of tooth loss and periodontal disease
with socioeconomic and demographic factors, the need for and use of health services
and the effects of oral health on the daily lives of older Brazilian adults. Methods: We
evaluated data from 7619 people between 65-74 years-old from the Brazilian Health
Ministry oral survey. Regression models were applied to verify associations between
variables assessing oral diseases (bleeding on probing/dental calculus, periodontal
loss of attachment, tooth loss, and edentulousness) and income, education level,
gender, ethnicity, region of residence, use of dental services. Other variables were
added to the models to adjust the analyses. Results: Bleeding on probing/dental
calculus removal was present in 26.67% of the elderly, whereas losses of periodontal
attachment greater than 3 mm were present in 87.27%. The loss of at least one tooth
was observed in 48.90% of the elderly, while 47.03% were completely edentulous. Low
education increased the prevalence of all for diseases (Loss of attachment PR=5.54;
Bleeding on probing PR=3.93; Tooth Loss PR=2.24; Edentulousness PR=3.34).
People who reported an income up to 500 BRL has increased the prevalence of lose
a tooth by 2.58 times. The effect on daily life was occasionally a protective factor and
occasionally increased the likelihoods of diseases. Conclusions: These results reveal
the associations of tooth loss and periodontal disease with socioeconomic and
demographic factors and highlight the need for and use of health services and the
effects of oral health on the lives of older Brazilian.

Keywords: oral health, health status disparities, socioeconomic factors, periodontal

diseases, tooth loss
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Introduction

Aging is a global phenomenon that does not occur differently in Brazil. Brazil is
the largest and richest country in Latin America, and its current population includes
more than 20 million people the age of 60 years (1).

Due to the panoply of ongoing demographic transitions, changes in the
epidemiological status of the county can also be observed; for example, the number of
people with chronic diseases is increasing (2).

Periodontal disease is one such chronic diseases, which, if left untreated, can
lead to tooth loss and consequent increases is the risks for other health problems as
cardiovascular risk (3-5). Some of systemic conditions such as respiratory infection,
poor glycemic control (6), kidney disease (7), cardiovascular risk(4) have been
reported as associated with periodontal status.

A study in Japan has found that tooth brushing, regular dental visits, use of
dentures are inversely associated to mortality in people with a significant loss of teeth
between elderly (8). A Swedish research has reported significantly statistic association
between number of remaining teeth as risk to coronary disease (4).

In addition to the many risk factors for periodontal disease, which include
smoking, alcohol consumption and poor oral hygiene (9-11), social conditions as low
income and education occupy a prominent place and have been demonstrated to be
inversely related to periodontal disease (12).

Despite its wealth, Brazil has a large social gradient within its society. Countries
with different social gradients exhibit declining health in the disadvantaged strata of the
population both in terms of general and oral health (13). We hypothesized that world
trends for health inequality might be observed regarding oral health among Older
Brazilians.

This study can be considered a milestone for future research on health equity,
as soon as represent a period in which the country has invested in public policies on
income distribution and reducing inequities (14). Thus, the aim of this study was to
verify the associations of tooth loss and periodontal disease with socioeconomic and
demographic factors, the need for and use of health services and the effects of oral

health on the daily lives of older Brazilian adults.
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Methods

Study design

The Brazilian Health Ministry conducted in 2010 a national cross-sectional oral
health survey in the Brazilian resident population (SBBrasil). This was a second large
oral epidemiological survey carried-out in the country. The survey had a multi-stage
cluster sampling and the units were census tracts and households. The data were
collected from the five geographical regions of the country (i.e., the North, Northeast,
Midwest, Southeast and South) and from the capitals of all of the states for a total of
177 municipalities. Informed consent was obtained from all subjects entered into the
study (15). Due to the aging of the Brazilian population, since the number of elderly
people has doubled in the last 20 years (1)., we restricted the analyses to 65- to 74-
years-old (n = 7619 individuals). SBBrasil survey was performed in accordance to the
Helsinki declaration and have been approved by the national ethics committee
(number: 15948/10).

Oral examinations

Oral examination were performed to evaluate the primary oral diseases in
accordance with the instructions of the World Health Organization (WHO) (16). Caries
status was assessed only visually and DMFT-index (decayed, missing and filled teeth)
were registered. In order to evaluate periodontal status, the Community Periodontal
Index were determined. Using a blunt probe, the examinations were performed by
sextant and the registers were individually noted for each condition: gingival bleeding,
calculus and periodontal pockets. The Loss of Periodontal Attachment (LOA) was also
registered during the probing (15).

Examinations were carried out at the households by 10 mobile teams (calibrated
dentist and interviewer) in the capitals and the countryside cities had from 2- to -6
teams. The calibration had eight session of 4 hours each, in a total of 32 hours. The
consensus was adopted, calculating the coefficients of correlation between each
examiner. The minimum acceptable value of the kappa coefficient was 0.65.

In this study two outcome variables, i.e., tooth loss and edentulousness, were

obtained from the DMFT-index, and both were dichotomized for analysis. The tooth
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loss variable dichotomized individuals who had lost at least one tooth from those who
had not, and the edentulousness variable dichotomized those who had lost all of their
teeth from those who had not.

The outcome variables related to periodontal disease were based on CPI-index
and on the loss of attachment. These variables were also dichotomized: the LOA was
dichotomized based on a loss of periodontal attachment greater than 3 mm in at least
one of the examined teeth, and the CPI was dichotomized based on the presence of
bleeding upon probing or the removal of dental calculus in at least of the one examined
teeth.

Covariates

Socioeconomic variables were retrieved from questionnaires, including gender,
ethnicity (White, Black, Brown, Other), school education (<8; 9-11; 12-15 years),
reported monthly income (< 500; 501-4500; 1501-4500; 24500 Brazilian reais). Also
were collected geographic region of residence, housing in a capital or inner state,
number of people living in the same house, number of bedrooms and number of
declared possessions (represented as the sum of television sets, sound systems,
microwaves, refrigerators, telephones, washing machines, dishwashers, computers
and cars). In addition, the time of the last dental visit (€1 year; = 1 year), the type of
dental service used (public, private and other) and the perceived need for dentures.
Other nine variables that were related to the effects of teeth on daily activities were
dichotomized: influence on chewing; influence on brushing; irritation with oral health
problems; influence on leisure; influence on sports; influence on speech; influence on

social relations; influence on study/work; and influence on sleep.

Statistical analyses

Poisson regression models were applied in the analyses. We performed chi-
square tests to verify the relationship between the outcomes and the covariates. An
explanatory variable were included in the model after the univariate analysis significant
at the level of 25% (17). We disregarded the variables that were above this cutoff. This

analysis also estimated crude prevalence ratios with confidence intervals of 95%.
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Socioeconomic and demographic conditions were considered distal
determinants that influenced the proximal determinants, which were the behaviors
related to health, and adapted to the study variables.

Four blocks of analysis were designed to perform the Poisson regression. The
first consisted of the socioeconomic and demographic factors and conditioning of the
others. The second included the characteristics of the households and possessions.
The third included the factors related to the referred need for oral health and use of
health dental services. The last block was composed of the variables that accounted
for the effects of oral health on daily life. The order of entry into the model was
determined according the likelihood ratio values followed by the prevalence ratios
observed in the univariate analyses.

The analyses were performed using Stata, version 11.2 (Stata Corporation,
College Station, Texas, USA). The procedure used to fit of the models was the
"stepwise" procedure in which successive addition of variables is performed such that
the end result of the process includes the variables that best explain the outcome
variable (17). We used a significance level of p <0.05, and the final fits of the models

were examined using the Wald test.

Results

The mean age of the 7619 elderly people was 69 years (95% CIl 68.9-69.1), and
61.9% were female. Regarding ethnicity, 46.95% were white, 38.90% were brown,
11.54% were black and 2.53% belonged to other ethnic groups. With respect to
education, 76.30% had up to 8 years of schooling (Elementary School), 11.42% had
between 9-11 years (High School) and 9.69% had between 12 and 15 years of study
(College). The most frequently reported income was between 501-1500 BRL (52.88%),
followed by seniors who reported income between 1501-4500 BRL (26.24%), up to
500 BRL (11.11%) and greater than 4500 BRL per month (6.05%) (Table 1).

Among the examined seniors, 78.79% lived in state capitals, and 21.21% lived
in the provinces of the states. Bleeding upon probing and/or dental calculus removal
was present in 26.67% (n=2032) of the elderly, and loss of periodontal attachments

greater than 3 mm was present in 87.27% (n=6649) of the people. The loss of at least
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one tooth was found in 48.90% (n=3726) of the elderly, and 47.03% (n=3583) were
completely edentulous (Table 1).

A need for prostheses was reported by 55.6% (4237) of the participants.
Regarding the time of the last visit to the dentist, 52.6% (4010) of the participants
reported having consulted with a dentist more than a year ago, and 26.8% (2041)
stated that they had seen a dentist within the previous year. The types of dental
services used for the elderly were as follows: 45.6% had used private practices, 27.3%

had used public services, and 9.8% reported having used other types of services.

Discussion

In this study of a national sample of elderly Brazilians, the predictors of income
and education were present in all of the models studied after adjusting for other
covariates, which is indicative of the role of the social gradient in oral health (18). The
low education levels of the elderly were dramatic; over 76% of the subjects had less
than 8 years of formal education. In our findings, loss of periodontal attachment and
bleeding on probing showed significantly statistic association with education, income,
demographic features, dental visits and dental needs. Similarly, in a 5-year follow-up
study, the progression of periodontal disease has demonstrated association with
socioeconomic factors such as income and education (19). Low education levels, low
income levels and shortages of public dental care have been identified as barriers that
are faced by the elderly when attempting to access dental services (20).

Throughout the history of Brazilian colonization, the north and northeast regions
are known to have suffered and still suffer from economic and social inequalities, while
most of the population and the national gross domestic product are concentrated in the
south and southeast regions (21).

This situation was reaffirmed by our study and, despite the advances the
country has made in health care in recent years, inequalities based on continental
dimensions remain (22). The northern and northeastern regions that exhibited the
worst oral health results (Tables 2, 3 and 4) also exhibited illness risk that were more
than 2.5 times higher than those of other regions. Thus, residing in the southern region
was found to be protective factor that decreased the prevalence of tooth loss by 19%
(Table 5).
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These findings demonstrate the vulnerability of the poorest and most
disadvantaged strata of the population. Throughout four-fifths of its historical legacy,
Brazil has maintained humans, i.e., Indians and blacks, as slaves and subjected them
to exclusion and poverty (23). Only for approximately twenty years have there been
governmental efforts in many areas, including the health sector, to offer the entire
population equitable care without distinction; these efforts have been operationalized
through the Unified Health System (SUS). Specifically in oral health, the SUS has been
expanded by a proposal known as "Brasil Sorridente” (Smiling Brazil), which is also
public and funded by specific taxes and social contributions. Smiling Brazil belongs to
the universal health system and is focused on primary care (22).

The implementation of a health care system certainly increases the supply of
supply and the search for care. In this study, we found that the seeking of dental care
served as a predictor in three of the four proposed models and that seniors who
reported not having been to the dentist with the previous year were at a 3.54 larger risk
of lose all of their teeth (Table 5). We must also note the fact that the search for dental
care in the Brazilian public health service acted as a protective factor against tooth loss
and reduced the risk of tooth loss by 38% compared to the private sector (Table 5). To
address the high demand for specialized services in dental care, beginning in 2004,
the national oral health policy was extended beyond primary care to establish
Specialized Centers in Dentistry that offer more complex free treatments in the areas
of prostheses, endodontics, periodontology, care for patients with special needs and
oral surgery.

In contrast, only 27.3% of the elderly had utilized the public health services in
dentistry, which may be indicative of the difficulty of offering specialized services, e.g.,
such as dentures, because nearly 50% of the elderly were totally edentulous. This
situation corroborates the findings of the study of Fonseca et al (2013) (12), which
suggests that years of social inequity are responsible for the health of the population
in addition to the difficulty that the SUS has had in responding to the demand for
specialized treatment for the elderly population.

The maintenance of teeth throughout life also contributes to nutrition, self-
esteem, and social life. Rodrigues et al (2012) (24) suggested that social participation

Is related to a reduced prevalence of edentulousness among the elderly. Additionally,



Anezor | 111

Takeuchi et al (2013) (25) reported that an active social life is associated with better
oral health among older Japanese people.

The association between edentulousness and inequality is present in the
literature and reinforces the relationship between the social gradient and the loss of
teeth (18).

The current study has the advantages of using data are from a large national
sample of older Brazilian; the present data will serve as a counterpoint in the
structuring of social and health policies in this country that will challenge the past
history of inequities. However, considering the cross-sectional nature of the study, we
can to suggest relative hypotheses, but no causal inferences could be concluded from
this study. Additionally, the dataset lacked important data about individual behaviors,
general health characteristics or habits, such as drinking and smoking. These factors
may have influenced disease severity although, one study has shown that these
potential individual behaviors are not sufficient on their own to eliminate the social
inequalities in health (26).

This study includes important consideration for public health. First, public health
policies should not focus only on the qualifications of oral health care but should also
seek to overcome the social gradients. This process requires coordinated actions that
act on the social determinants of health (27).

Our results indicate the associations of tooth loss and periodontal disease with
socioeconomic and demographic factors, highlight the need for and use of health
services and highlight the effects of oral health on the lives of older Brazilian adults.
Our results also demonstrated the effects of the social gradient on the oral health
problems of the elderly and provide additional evidence of inequalities. Our findings
will facilitate the design of policies that overcome the fragmentation of health services
actions, which is understood to be essential to overcoming inequalities to achieve an

equitable society.
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Table 1 — Prevalence of Bleeding on probing/ dental calculus, Loss of periodontal
according

Attachment, Tooth Loss and Edentulousness of Brazilian Elderly
socioeconomic and demographic features, Brazil, 2014

Bleeding on

Edentulousnes

: Loss of Attachment Tooth Loss
_ . probing/calculus _ - _ - S
(n=7619) (n=2032)" (n=6649) (n=3726) (n=3583) "
n % n % n % n % n %
Gender
Male 2903 38.10 863 42.47 2501 37.61 155 416 1206 33.66
2 5
Female 4716 61.90 1169 57.53 4148 62.39 217 583 2377 66.34
4 5
Ethnicity
White 3577 46.95 950 46.75 3042 45.75 178 47.8 1624 45.33
3 5
Black 879 11.54 246 12.11 779 11.72 426 114 426 11.89
3
Brown 2970 38.90 784 38.58 2659 39.99 142 38.3 1435 40.05
8 3
Other 193 2.53 52 2.56 169 2.54 89 239 98 2.74
Income
Up to 500 BRL 849 11.14 178 8.76 747 11.23 333 894 488 13.62
501-1500 BRL 4029 52.88 991 48.77 3631 54.61 181  48.6 2089 58.30
1 0
1501-4500 BRL 1999 26.24 608 29.92 1724 25.93 111 299 793 22.13
6 5
Over 4500 BRL 461 6.05 172 8.46 328 4.93 322 8.64 91 2.54
Did not answer 281 3.69 83 4.08 219 3.29 144  3.86 122 3.40
Educational attainment
Up to 8 years 5813 76.30 1415 69.64 5245 78.88 258 69.4 3048 85.07
6 0
Between 9-11 years 870 11.42 301 14.81 720 10.83 530 14.2 291 8.12
2
Between 12-15 738 9.69 278 13.68 535 8.05 528 14.1 138 3.85
years 7
Did not answer 198 2.60 38 1.87 149 2.24 82 220 106 2.96
Region of Residence
Southeast 1287 16.89 344 16.93 1062 15.97 611 164 623 17.39
0
South 1163 15.26 326 16.04 1033 15.54 636 17.0 475 13.26
7
Midwest 1117 14.66 245 12.06 1030 1549 479 1238 589 16.44
6
Northeast 2294 30.11 664 32.68 1993 29.97 119 319 1020 28.47
2 9
North 1758 23.07 453 22.29 1531 23.03 808 21.6 876 24.45
9
Residence in the capital
or the province of the state
Capital 6003 78.79 1721 84.69 5157 77.56 310 832 2651 73.99
3 8
Province 1616 21.21 311 15.31 1492 22.44 623  16.7 932 26.01
2

"Total of participants on the study, with and without disease.

" Number of participants with disease.
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Table 2 — Final Poisson Regression model of the Loss of Attachment in Elderly
Brazilians between 65-74 years old — Brazil, 2014

Variables PR, PR, Cl 95% (PR,) pt p*

SOCIOECONOMIC AND DEMOGRAPHIC FEATURES

Monthly Income (Brazilian reais)®

Up to 500 4.13 2.20 1.58-3.07

Between 501-1500 9.19 3.02 2.08-4.36 <0.001

Between 1501-4500 9.54 3.11 1.79-5.40

Over than 4500 1 1

Schooling

Up to 8 years 9.10 5.54 4.03-7.60 <0.001

Between 9-11 years 2.69 1.92 1.37-2.70 ' <0.001
Between 12-15 years 1 1

Region

Southeast 1 1

South 1 1.36 0.94-1.98 0.103

Midwest 1.51 1.43 0.95-2.15 0.088

Northeast 1.09 1.33 0.96-1.84 0.085

North 2.80 2.58 1.67-3.99 <0.001

USE OF DENTAL SERVICES AND DENTAL NEEDS*

Necessity of dental prosthesis

No 1 1

Yes 2.85 2.04 1.56-2.68 <0.001

Last Dental Consultation <0.001
Less than one year 1 1

More than one year 3.91 2.30 1.76-3.01 <0.001

HEALTH PERCEPTION **

Impact on speech

No 1 1 <0.001
Yes 3.36 211 1.25-3.58 0.005

PRc _Crude prevalence ratio/ PR, _ Adjusted prevalence ratio / p' - category p-value p*- variable p-value *Adjusted for income,
schooling and region of residence ** Adjusted for income, schooling and region of residence, use of and need for dental
prostheses. #*The category “Housing Features and Possessions” was not associated with the Loss of Periodontal Attachment.
@1 American dollar = 1.66 Brazilian reais at the time of survey.
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Table 3 — Final Poisson Regression model of Bleeding during probing and/or Dental
Calculus Removal Among Elderly Brazilians Between 65-74 years old — Brazil, 2014

Variables PR, PR, Cl 95% (PR.) pt p*

SOCIOECONOMIC AND DEMOGRAPHIC FEATURES

Monthly Income (Brazilian reais)®

Up to 500 8.15 2,23 0.94-5.23 0.067

Between 501-1500 10.08 3.14 1.83-5.38 <0.001

Between 1501-4500 4.54 2.45 1.56-3.84 <0.001

QOver than 4500 1 1

Schooling

Up to 8 years 8.35 3.93 2.44-6.32 <0.001

Between 9-11 years 3.06 1.84 1.12-3.01 0.016

Between 12-15 years 1 1

Ethnicit

white 1 1 <0.001
Black 3.88 2.46 1.08-5.58 0.031

Brown 3.00 1.63 1.03-2.58 0.036

Others 6.57 3.28 0.43-24.80 0.251

Region

Southeast 1 1

South 0.87 1.23 0.71-2.12 0.452

Midwest 1.20 1.06 0.55-2.01 0.866

Northeast 0.94 0.90 0.55-1.46 0.668

North 4.21 2.72 1.23-6.01 0.013

HOUSING FEATURES AND POSSESSIONS*

Number of Bedrooms

Up 2 bedrooms 2.02 2.21 1.31-3.72 0.003

3 bedrooms 1.00 1.14 0.71-1.84 0.587 <0.001
4 bedrooms 1.14 1.38 0.76-2.50 0.285 '

5 or + bedrooms 1 1

USE OF DENTAL SERVICES AND DENTAL NEEDS **

Last Dental Consultation

Less than one year 1 1

More than one year 3.72 2.05 1.34-3.11 0.001 <0.001
Necessity of dental prosthesis '

No 1 1

Yes 3.40 2.08 1.36-3.19 0.001

HEALTH PERCEPTION ***

Impact on speech

No 1 1 <0.001

Yes 7.02 3.79 1.17-12.32 0.026

PRc _Crude prevalence ratio/ PR, _ Adjusted prevalence ratio / p' - category p-value p*- variable p-value *Adjusted for income,
schooling, ethnicity, region **Adjusted for income, schooling, ethnicity, region, number of bedrooms *** Adjusted for income,
schooling, ethnicity, region, number of bedrooms, last dental consultation and need for dental prostheses @1 American dollar
= 1.66 Brazilian reais at the time of survey.



Anezer | 119

Table 4 — Final Poisson Regression models of Tooth loss among Elderly Brazilians
Between 65-74 years old — Brazil, 2014

Variables PR, PR. Cl 95% (PR.) pt p*
SOCIOECONOMIC AND DEMOGRAPHIC FEATURES
Monthly Income (Brazilian reais)®
Up to 500 3.93 1.74 0.78-3.99 0.175
Between 501-1500 3.82 1.90 1.22-3.26 0.019
Between 1501-4500 3.14 2.16 1.31-3.56 0.002
Over than 4500 1 1
Schooling
Up to 8 years 3.13 2.24 1.37-3.63 0.001
Between 9-11 years 1.85 1.39 0.81-2.36 0.227
Between 12-15 years 1 1
Ethnicity
White 1 1 <0.001
Black 1.51 1.16 0.64-2.11 0.617
Brown 2.70 2.07 1.29-3.33 0.003
Others 0.84 0.61 0.23-1.58 0.313
Region
Southeast 1 1
South 1.04 1.27 0.77-2.08 0.354
Midwest 1.41 1.33 0.74-2.38 0.354
Northeast 1.80 1.84 1.12-3.09 0.016
North 2.16 1.71 0.94-3.09 0.074
HOUSING FEATURES AND POSSESSIONS *
Number of people who live in the same house
Up to 2 people 1 1
3 people 1.87 1.83 1.08-3.09 0.023 <0.001
4 people 1.05 0.99 0.61-1.59 0.969 ’
5 or + people 1.63 1.38 0.84-2.24 0.198
HEALTH PERCEPTION **
Anger about oral/dental problems
No 1 1 <0.001
Yes 0.60 0.48 2.56-7.16 <0.001

PRc _Crude prevalence ratio/ PR, _ Adjusted prevalence ratio / p' - category p-value p*- variable p-value *Adjusted for income,
schooling, ethnicity, region **Adjusted for income, schooling, ethnicity, region, number of people who live in the same house.
The category “Use of Dental Services and Dental Needs” was not associated with Tooth Loss. @1 American dollar = 1.66

Brazilian reais at the time of survey.
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Table 5 — Final Poisson Regression model of Edentulousness Among Elderly
Brazilians between 65-74 years old — Brazil, 2014

Variables PR¢ PRa Cl 95% (PRa) pt p*

SOCIOECONOMIC AND DEMOGRAPHIC FEATURES

Monthly Income (Brazilian reais)®

Up to 500 5.55 2.58 1.93-3.46

Between 501-1500 4.37 2.14 1.64-2.77

Between 1501-4500 2.70 1.67 1.29-2.18 <0.001
Over than 4500 1 1

Schooling

Up to 8 years 471 334 2.69-4.15 <0.001 <0001
Between 9-11 years 2.18 1.89 1.47-2.43

Between 12-15 years 1 1

Gender

Male 1 1

Female 1.42 1.43 1.29-1.58 <0.001
Residence in the capital or the province of the state

Province 1.73 1.52 1.34-1.71 <0.001
Capital 1 1

Region

Southeast 1 1

South 0.74 0.81 0.68-0.96 0.018
Midwest 1.23 1.15 0.97-1.37 0.111
Northeast 0.86 0.96 0.83-1.11 0.580
North 1.09 1.05 0.90-1.23 0.506
HOUSING FEATURES AND POSSESSIONS *

Number of Bedrooms

Up 2 bedrooms 0.88 0.80 0.70-0.91 0.001
3 bedrooms 0.70 0.75 0.65-0.86 <0.001 <0.001
4 bedrooms 0.87 0.92 0.77-1.10 0.361 ’
5 or + bedrooms 1 1

USE OF DENTAL SERVICES AND DENTAL NEEDS **

Last Dental Consultation

Less than one year 1 1

More than one year 4.14 3.54 3.11-4.06 <0.001
Type of Dental Service used

Private 1 1

Public 0.86 0.62 0.54-0.71 <0.001
Others 0.46 0.60 0.49-0.73 <0.001
HEALTH PERCEPTION ***

Impact on social relations

No 1 1 <0.001
Yes 0.64 0.53 0.44-0.64 <0.001
Impact on brushing

No 1 1

Yes 0.32 0.29 0.23-0.35 <0.001
Impact on speech

No 1 1

Yes 1.08 1.96 1.61-2.37 <0.001

PRc _Crude prevalence ratio/ PR, _ Adjusted prevalence ratio / p' - category p-value p*- variable p-value *Adjusted for income,
schooling, gender, Residence in the capital or the province of the state, region ** Adjusted for income, schooling, gender,
Residence in the capital or the province of the state, region, number of bedrooms *** Adjusted for income, schooling, gender,
Residence in the capital or the province of the state, region, number of bedrooms, last dental consultation, type of dental
service used. @1 American dollar = 1.66 Brazilian reais at the time of survey.
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Anexo D - Versao em Inglés do capitulo 3

Oral impacts on daily performance of Brazilians and a sociodental approach:

Analyses of National data

Rosana Leal do Prado, Cléa Adas Saliba Garbin, Suzely Adas Saliba Moimaz,
Nemre Adas Saliba

ABSTRACT

The aim of this study was to analyze the relationship between oral diseases and the
impact on the daily performance of Brazilian adults and elderly, verify its association
with socioeconomic and demographic features and compare the standard estimate of
need with a sociodental assessment. We evaluated data from 17398 Brazilian aged
between 35-44 years and 65-74 years from the cross-sectional Brazilian Oral Health
Survey (SBBrasil) conducted in 2010. Regression models were applied to assess
associations between impacts on daily performance and income, schooling, gender,
region, use of dental services, health perception and dental disease status (bleeding
on probing/dental calculus, tooth loss, and edentulousness). McNemar's test was
applied to compare standard estimates of need and the respective impact-related. The
prevalence ratio of impacts were associated with ethnicity, region, income, schooling
and health perception (p<0.001) to adults and elderly. Adults also had impacts
associated with gender and normative needs (p<0.001). The prevalence of normative
needs was 95.39% for adults and 99.76% for elderly while the impact-related estimate
of need were 50.92% and 43.71%, respectively. The impacted-related approach had
a significantly statistic association with a normative estimate of needs (p<0.001). This
study has shown that there is a strong relationship between oral impact on daily
performance and socioeconomic and demographic features. Between adults, impacts
were related to the clinical indicators of dental status. In addition, we found a large
difference between the standard and the sociodental approaches, with the sociodental

assessment needs being lower than those identified by the standard estimate of needs.

Keywords: Oral Health; Quality of Life; Needs Assessment; Health Inequalities
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Introduction

Oral health has been increasingly recognized as a factor that affects the quality
of life of individuals and in misfit, negatively influences the daily performance of
people.!

Besides pain, oral diseases can cause social embarrassment and trigger
processes of suffering, making the whole body suffer.? The World Health Organization
indicates that oral health is essential to general health and quality of life. Characterizes
it as “being free from mouth and facial pain, oral and throat cancer, oral infection and
sores, periodontal (gum) disease, tooth decay, tooth loss, and other diseases and
disorders that limit an individual’s capacity in biting, chewing, smiling, speaking, and
psychosocial wellbeing”.3

However, in its history, dentistry has maintained the almost exclusive use of
clinical indicators, dependent on professional judgment to assess the health of
individuals and planning oral health actions.# Such approach may underestimate the
relationship that other factors have on health and hinder the construction of a dynamic
overview of how oral conditions affect people's lives®, and jeopardize the rational
workforce organization to meet the population needs.®

Thus, the exclusive use of normative approaches may be a counter-intuitive,
since the binomial health-disease has been understood as the result of several factors
from subjective and unigue to each individual to factors related to the social
determinants of health.”® Among these determinants, socioeconomic and
demographic characteristics may affect oral health and consequently the quality of
life.10

In spite of a fifth of all the dentists in the world be in Brazil'!, it is not possible
see many advances in different approaches than the normative and notice the
persistence of oral problems impacting people's lives!?, besides the difficulty of
organizing the health system to meet people's demands. Even with this large number
of professionals, access to dental care is not equanimous. Around 60% of all Brazilian
dentists work in only 4 states, all these located in the southeastern region, the richest

of the nation that has cities such as Rio de Janeiro and Sao Paulo.! In the last national
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oral survey, 14.5% of the Brazilian adults and 28.5% of the elderly citizens had never
had a dental consultation. 12

To overcome these gaps indicators of socio dental approaches have been
developed and may contribute to clinical decision and organizing demand, being
guided by measures of quality of life and allowing better assessment of oral health.
The measures relating to the impact are indicated for conditions that do not cause
serious damage to health as a result of not treating .° In the country, remains incipient
the study of such indicators and the manner that people's lives are affected by oral
health.

Thus, the aim of this study was to analyze the relationship between oral
diseases and the impact on the daily performance of Brazilian adults and elderly, verify
its association with socioeconomic and demographic features and compare the

standard estimate of need with a sociodental assessment.

Methodology

We performed a cross-sectional secondary analysis of data from a national oral
health survey carried out by the Brazilian Health Ministry in 2010 and called “SBBrasil
2010”. The population on the study were assessed according World Health
Organization directions for Epidemiologic Surveys.!® The survey sample selected
people in all 27 Brazilian states. Physical examination were performed at citizens’
household in order to evaluate oral health status on five age groups, ranging to children
to elderly people, on a total of 37,519 people. A questionnaire were used to identify
socioeconomic features and the impacts of oral health on daily life. More details about
the national survey were previous published. 14

Our study included data from adults (35-44 years old) and elderly (65-74 years
old) (n=17,398) about periodontal disease, tooth loss, treatment needs, oral impacts
on daily performance (OIDP), socioeconomic and demographic characteristics, health-
related perception, use of dental services. The dependent variable was the Oral health-
related quality of life (OHRQoL), measured by Oral Impacts on Daily Performance

(OIDP) and dichotomized. People who had reported at least one complaint were
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assigned into the group "Presence of interference on daily life", while people who had
no complaints were assigned to the group "Absence of interference on daily life".

Our independent variables were attached into five groups. The first one was
Demographic features, in which the variables were: gender, region of residence,
ethnicity. The second was Socioeconomic features: reported household monthly
income in Brazilian Reais (BRL) and education in years were the variables. We
categorized income in up to 500 BRL; 501 to 1500 BRL; 1501 to 4500 BRL and over
than 4500 BRL. Education were categorized in less than 8 years, between 9-11 years
and 12-15 years. The third was Oral health perception and the variables in this group
were: tooth pain (presence or absence), oral health satisfaction (Very High/High,
Regular/Low/Very Low), and related need of dental prostheses. The next group was
Use of dental services and was composed only by the variable last dental consultation
(less than one year, more than 1 year). The last group was called the Standard
normative estimate of need. The variables on this group were: Presence of bleeding
on probing/calculus, obtained from Community Periodontal Index (CPI), Tooth Loss
(people who had lose at least 1 tooth) and Dental Prosthodontic need.

In order to analyze the association between socioeconomic and demographic
aspects and impact in daily life we performed Poisson Regression. We compared
standard estimates of need and the respective impact-related using McNemar’s test.
The software “Stata”, 11.2 version (Stata Corp., College Station, United States), was

used for the analyses.

Results

Among the 17398 patrticipants, 9779 (56.2%) were adults and 7619 (43.8%),
elderly. Among adults, 6405 (65.5%) were female and 3374 (34.5%), male. Regarding
the elderly, 4716 (61.9%) were women and 2903 (38.1%) men.

Regarding the adults, women had a higher prevalence of impacts compared to
men (Table 1). All ethnic groups, among adults and elderly persons had a higher
prevalence of impacts on daily life when compared to white people (Tables 1 and 2).
The prevalence of oral health interference on people routine came to be 59% higher

among poor adults and 30% among seniors with income up to 500 Brazilian reais
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(Tables 1 and 2). Likewise, people with lower education level also had higher
prevalence of oral health impacts on daily life in both age groups.

The interference of oral health was more prevalent among adults who reported
dissatisfaction, dental pain and need of prostheses. In relation to normative measures,
edentulous adults had a lower prevalence of impacts on daily life (Table 1).

In the elderly group, there was no statistically significant association between
impacts and the standard normative estimate of need. However, among the seniors
the prevalence of impacts between people dissatisfied with their oral health was 110%
higher than among those who reported being very satisfied/satisfied.

Overall, we found the prevalence of normative needs for any of the
aforementioned dental conditions was 95.39% between the adults and 99.76% for the
elderly (Table 3). The prevalence of standard normative estimate of need showed
significantly difference compared to impact related need in all the five dental conditions
for the both age ranges (p<0.001). The global prevalence of oral impacts on daily
performance were 50.92% (n=5058) for the adults and 43.71% (n=3313) for the
seniors. The prevalence of standard and sociodental estimates of need for treatment
of bleeding on probing in adults were 59.80% and 32.84%, respectively; in elderly were
26.63% and 12.84%. The respective prevalence for tooth loss were 80.93% and
44.48% between adults and 48.79% and 23.13% for elderly (table 3).

Discussion

This study had shown the prevalence of oral health impact on daily life among
Brazilian adults and elderly. Our findings demonstrated a large influence that
socioeconomic features have had over the oral health impacts on daily life. Between
adults, the prevalence of impact was 1.59 times bigger to people who declared low
income and was 1.30 times bigger to elderly. A poor education also showed
relationship with daily life impacts to both age ranges. Other studies have
demonstrated similar results. %15 These findings could represent the role of the social
gradient in health.® In the recent years, Brazil has been recognized internationally by
the Family Stipend Programme or “Bolsa Familia” focused in the cash transfer for

families in extreme poverty. After be launched in 2003, this initiative has reduced the
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inequality in the country, targeting key aspects such as education and health.®
However, our findings disagree of the results from Pereira et al.1’, who did not found
statistically significant association between daily impacts and education level of elderly
people while the study from Gomes et al.'8 had reported no association with income of
adults. 1718 Both studies were developed in South Brazil.

We also found significantly statistic association between oral health impacts,
ethnicity, and region of residence. These relationships could be related to the income
concentration in the country, which historically was bigger in the southeast and south.
The main country cities such as Sao Paulo and Rio de Janeiro are located in the
southeast and contains the large part of self-declared white Brazilian population and
that happen to be the regions with bigger income. However, elderly people living in the
southeast had the higher prevalence of impacts (table 2).

Health perception was related with presence of impacts. Adults who referred
dissatisfaction with oral health, tooth pain and need for dental prostheses had a higher
prevalence of interference on daily life (table 1).The same as happened with elderly
who indicated oral health dissatisfaction, which increased by 2.10 times the prevalence
of impacts (table 2). Rosenoer and Sheiham?!® reported a very poor association
between satisfaction with teeth and number of missing teeth. In their study, satisfaction
was age related and older people were more satisfied than younger people.

The unmet needs measured by the normative approach have demonstrated
significantly statistic association with the impacts on daily life of the adults (table 1).
The same did not happen with people between 65-74 years old (table 2). The
association of impacts and clinical measures were reported by other studies.?%?! Adults
who were identified with tooth loss and bleeding on probing have shown higher
prevalence of impacts while edentulous people had the prevalence ratio of impacts of
0.67. However, the use and the quality of the dentures have not been assessed by the
study, that which may be masking the prevalence of impacts among edentulous
people.

The prevalence of impacts presented in this study (50.92%) to adults is lower
than that reported by Mohebbi et al.?> who assessed adults attending a university

dental clinic at Iran, reporting a prevalence rate of 82.6% (22). However, the
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prevalence of impacts we found between the elderly (43.71%) was very similar with
that reported by Pereira et al. 1/

When we used an impacted-related approach to estimate the oral health needs
to Brazilian adults and elderly people we found a significantly decreased on the
prevalence compared with a normative estimate of needs (table 3). Similar findings
were reported from studies carried out in South Korea® and Thailand?® and should be
highlighted once could to reduce the estimate of treatment need and help the
organization of the dental care health system. High levels of normative treatment
needs are common because they does not consider people perception of need or other
related elements that might influence treatment needs?3. Welfare policies in health,
especially in large country as Brazil, should consider other approaches than that
traditionally used to organize dental care access once professional assessment of
need can overestimate the treatment needs in oral health. The current study has the
advantages of using data are from a large national sample of Brazilian adults and
Elderly; the data on a sociodental approach also can help to improve the organization
of the dental care access on public health service. However, considering the cross-
sectional nature of the study, we can to suggest relative hypotheses, but no causal
inferences could be concluded from this study. Additionally, the dataset lacked
important data about individual behaviors, general health characteristics or habits,
such as drinking and smoking. As well the lack of detailed scoring of severity and
frequency on the oral impact on daily performance measures, which could represent

better precision on the study.

Conclusion

This study has shown that there is a strong relationship between oral impact on
daily performance and socioeconomic and demographic features. Between adults,
impacts were related to the clinical indicators of dental status. In addition, we found
that was a large difference between the standard and the sociodental approaches, with
the sociodental assessment needs being lower than those identified by the standard

estimate of need.
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Table 1 — Final Poisson Regression model for Oral Impact on daily life among
Brazilian Adults between 35-44 years old — Brazil, 2014

Variables PR PRa Cl 95% PR, pt pt
SOCIO-DEMOGRAPHIC FEATURES
Gender
Male 1 1 - -
Female 1.23 1.23 1.17-1.28 <0.001
Ethnicity
White 1 1 -
Black 117 121 1.13-1.28 <0.001
Brown 1.15 1.19 1.13-1.24 <0.001
Other 1.26 1.30 1.16-1.45 <0.001 <0.001
Region of residence
Southeast 1 1 - -
South 1.02 1.03 0.97-1.08 0.372
Midwest 1.08 1.12 1.05-1.18 <0.001
Northeast 1.04 1.14 1.07-1.21 <0.001
North 1.07 1.09 1.03-1.16 <0.001
SOCIOECONOMIC FEATURES*
Monthly Income (BRL)
Up to 500 1.90 1.59 1.38-1.82 0.001
Between 501-1500 1.68 1.45 1.26-1.64 <0.001
Between 1501-4500 1.35 1.25 1.10-1.42 <0.001
Over than 4500 1 1 - -
Schooling <0.001
Up to 8 years 1.45 1.27 1.20-1.35 <0.001
Between 9-11 years 1.24 1.14 1.07-1.21 <0.001
Between 12-15 years 1 1 - -
HEALTH PERCEPTION**
Oral health Satisfaction
Yes 1 1 -
No 1.98 1.71 1.64-1.78 <0.001
Tooth Pain
Yes 1.70 145 1.41-1.50 <0.001 <0.001
No 1 1
Prostheses Perceived Need
Yes 1.70 1.23 1.20-1.27 <0.001
No 1 1 -
NORMATIVE NEEDS ***
Tooth loss
Yes 1.19 1.16 1.09-1.25 <0.001 <0.001
No 1 1 -
Bleeding on probing/dental calculus
Yes 117 1.07 1.03-1.10 <0.001 <0.001
No 1 1
Edentulousness
Yes 0.78 0.67 0.61-0.74 <0.001 <0.001
No 1 1 -

PRc _ Crude prevalence ratio/ PR, _ Adjusted prevalence ratio / pt - category p-value p*- variable p-value @ BRL - Brazilian
Reais = 1 American dollar = 1.66 Brazilian reais at the time of the survey. *Adjusted by gender, ethnicity, region of residence;
**Adjusted by gender, ethnicity, region of residence, monthly income, schooling; ***Adjusted by gender, ethnicity, region of

residence, monthly income, schooling, oral health satisfaction, tooth pain and prostheses perceived need
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Table 2 — Final Poisson Regression model for Oral Impact on daily life among
Brazilian Elderly between 65-74 years old — Brazil, 2014

Variables PR. PRa Cl 95% PR, pf p*
SOCIO-DEMOGRAPHIC FEATURES
Ethnicity
White 1 1 - -
Black 1.20 1,19 1.09-1.28 <0.001
Brown 1.12 1,10 1.03-1.16 0.004
Other 1.28 1,23 1.06-1.42 0.004
Region of residence <0.001
Southeast 1 1 - -
South 0.87 0.87 0.81-0.93 <0.001
Midwest 0.84 0.86 0.79-0.94 <0.001
Northeast 0.82 0.86 0.79-0.94 0.001
North 0.93 0.94 0.86-1.01 0.110

SOCIOECONOMIC FEATURES*
Monthly Income (BRL)

Up to 500 1.49 1.30 1.10-1.53 0.002

Between 501-1500 1.51 1.33 1.14-1.55 <0.001

Between 1501-4500 1.37 1.26 1.08-1.47 0.003

Over than 4500 1 1 - -

Schooling <0.001
Up to 8 years 1.38 1.18 1.05-1.33 0.006

Between 9-11 years 1.26 1.12 0.97-1.28 0.107

Between 12-15 years 1 1 - -

HEALTH PERCEPTION**

Oral health Satisfaction

Yes 1 1 - -

No 2.14 2.10 2.00-2.21 <0.001 <0.001

PRc _ Crude prevalence ratio/ PR, _ Adjusted prevalence ratio / pt - category p-value p*- variable p-value @ BRL - Brazilian
Reais = 1 American dollar = 1.66 Brazilian reais at the time of the survey. *Adjusted by ethnicity, region of residence; **Adjusted
by ethnicity, region of residence, monthly income, schooling; ***Adjusted by, ethnicity, region of residence, monthly income,
schooling, oral health satisfaction
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Table 3 — Standard normative and impact-related estimate of need of
Brazilian Adults and Elderly — Brazil, 2014

Dental Condition

Prevalence

Standard normative
estimate of need

Impact-related
(sociodental)

(%) estimate of need (%)
Adults (35-44 years old)
Bleeding on probing 59.80 32.842
Tooth Loss 80.93 44.842
Edentulousness 2.75 1.282
Prosthodontic need 75.65 43.382
Any of the four dental conditions 95.39 50.922
Elderly (65-74 years old)
Bleeding on probing 26.63
12.842
Tooth Loss 48.79 23.13
a
Edentulousness 46.65 18.532
Prosthodontic need 95.52 42.672
Any of the four dental conditions 99.76
43.712

2p<0.001, comparison between impacted-related (sociodental) assessed needs and standard normative

assessment of needs (normative needs) (McNemar's test)



