
1

Volume 21
2022
e226252

Original Article

Braz J Oral Sci. 2022;21:e226252http://dx.doi.org/10.20396/bjos.v21i00.8666252

1 Department of Dentistry, State 
University of Maringá, Maringá, 
PR, Brazil.

2 Global Research and Innovation 
Network – GRINN, Curitiba, 
PR, Brazil. 

3 McGill University, Faculty of 
Dentistry, McGill Division of Oral, 
Health and Society, Montreal, 
Quebec, Canadá.

Corresponding author:  
Mitsue Fujimaki 
Department of Dentistry,  
State University of Maringá. 
Av. Mandacaru 1.550, 87080000 – 
Maringá, PR, Brazil. 
Phone: (44) 991116464.  
E-mail: mfujimaki@uem.br

Editor: Altair A. Del Bel Cury

Received: July 2, 2021

Accepted: December 12, 2021

Oral healthcare 
management practices in 
Brazil: systematic review 
and metasummary
Tânia Harumi Uchida1 , Uhana Seifert Guimarães 
Suga1 , Clarissa Garcia Rodrigues2 , Josely Emiko 
Umeda1 , Mark Tambe Keboa3 , Raquel Sano Suga 
Terada1 , Mitsue Fujimaki1,*

Universal health coverage is a global target included in the 
United Nations Sustainable Development Goals agenda for 
2030. Healthcare in Brazil has universal coverage through the 
Unified Health System (SUS), which guarantees health as basic 
right to the Brazilian population. Considering the principles of 
SUS, public oral healthcare management is a huge challenge. 
Aim: To identify good management practices for quality care 
adopted by local public oral healthcare managers and teams 
around Brazil. Methods: This study was registered with 
PROSPERO (CRD42017051639). Five databases (PubMed, 
Embase, Web of Science, Scopus and Lilacs) as well as the 
reference lists and citations of the included publications 
were searched according to PRISMA guidelines. Results: 
A total of 30,895 references were initially found, which were 
evaluated according to the defined eligibility criteria. Twenty 
qualitative studies, eight surveys and two mixed-model 
studies were selected. The practices (codes) were organized 
into three main groups (families), and the Frequency of the 
Effect Size (FES) of each code was calculated. Among the 
20 codes identified, the most relevant ones were: Diagnosis 
and Health Planning (FES=80%) and Family Health Strategy 
(FES=66,7). The Intensity of the Effect Size of each study was 
also calculated to demonstrate the individual contribution 
of each study to the conclusions. Conclusion: The evidence 
emerging from this review showed that healthcare diagnosis, 
planning, and performance based on the family health strategy 
principles were the most relevant practices adopted by public 
oral healthcare managers in Brazil. The widespread adoption 
of these practices could lead to improved oral healthcare 
provision and management in Brazil. 
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Introduction

Health is a valuable resource for sustainable human development. It contributes to 
national social equality, justice and peace, and increased quality of life. The impor-
tance of health in global development is exemplified in the Sustainable Development 
Goals (SDGs) agenda for 2030 proposed by the United Nations1. Specifically, the third 
SDG seeks to “ensure a healthy life and promote well-being for all, at all ages”.

The public health system in Brazil is aligned with this broad SDG, and has been 
described as a reference model for neighbouring countries2. For over 30 years, public 
healthcare has been enshrined in the Brazilian Constitution as an inalienable right 
of all members of the population. Brazil operates a Unified Health System (SUS - 
Sistema Único de Saúde, in Portuguese) that was created on the core principles of 
equity, integrality, and universality of healthcare provision. Under SUS, every person in 
the country is entitled to free healthcare, and are invited to take part in the formula-
tion, evaluation and control of health policies3.

Because oral health is inherent to a healthy life, the Brazilian National Oral Health 
Policy (BNOHP - Política Nacional de Saúde Bucal, in Portuguese), a program also 
known as “Smiling Brazil”, was created and incorporated into SUS. This policy has 
steadily been implemented by stakeholders at various levels, such as consumer 
protection agencies, public health professionals, and oral health professional4. Over 
the last decade, newer links have been forged between the BNOHP and non-dental 
actors within SUS such as health workers, managers, and the community. To fur-
ther integrate oral healthcare within the universal system provided by SUS, prac-
tice transformation, and the introduction of new concepts, contents, and forms of 
organization are required with the overarching intent of improving the oral health 
of the population5. 

However, managing SUS presents various levels of challenges. The complexity of 
a universal system in association with the fragmentation of health policies and 
programs, lack of management qualification and social control, and a hierarchical, 
regionalized network structure are some of the issues that encumber health actions 
and services6. Under such circumstances, unqualified management can become 
a critical leadership bottleneck, impairing the implementation of health policies7. 
Furthermore, the role of managers in the public sector is dependent on regulations 
that sometimes limit their autonomy. Indeed, difficulties experienced by managers 
in promoting healthcare integration at all levels of the public service have created 
barriers to full access to proper healthcare8. Hence, the combination of inadequate 
management qualification and the organizational complexities of a health sys-
tem that is intended to be universal can compromise the very foundational princi-
ples of SUS7.

SUS management has become a major public health issue in Brazil3, and more effec-
tive and efficient public management is required to facilitate the implementation of 
oral healthcare actions in line with the principles and guidelines of the national health-
care system. Yet, insufficient attention has been given to the role of managers and the 
qualification they require as a way to achieve SUS objectives.
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A possible approach to the problem is to highlight health management models 
employed in different parts of the country, which have the potential to face the chal-
lenges and change the predominant traditional practices that are not in accordance 
with the BNOHP9. Therefore, the aim of this systematic review and metasummary 
was to identify good management practices for quality care adopted by local public 
oral healthcare managers and teams around Brazil. 

Materials and Methods

Protocol and Registration

This systematic review was conducted in accordance with the Preferred Reporting 
items for Systematic Review and Meta-Analyses (PRISMA) Statement10 and was 
registered with the International Register of Prospective Systematic Reviews (PROS-
PERO) under the registration number CRD42017051639.

Literature search

The research question that guided this systematic review, according PICOS, was: 
“What practices have been adopted by local managers and teams within the public 
health service in Brazil aimed at improving oral healthcare management?”. To answer 
this question, a search was performed in the following electronic databases: PubMed, 
Embase, Web of Science, Scopus and Lilacs. A search was conducted until Septem-
ber 2021. For the search in the databases, no terms related to the type of study were 
used, since the term “qualitative research” was introduced only in 1988 in the Embase 
database and in 2003 as a MeSH term in PubMed.

Search strategy

It was used the PICOS strategy, following terms that were used in the final search 
strategy: Patient (P) “policymaker”, “policy making”, “public health”, Intervention (I) 
“dentistry”. “MeSH terms” (PubMed), “entry terms” (EMBASE) and “Decs” (Lilacs) were 
also used to “construct” a highly sensitive search strategy.  Some initial keywords 
were selected. Different strategies were tested in the databases, and key words were 
added or rejected according to the results obtained. Terms related to study type were 
not used because the term “qualitative research” was only introduced in EMBASE in 
1988, and as a MeSH term in PubMed in 200311.

Eligibility Criteria

The inclusion criteria were as follows: qualitative studies, surveys, or mixed-model 
(qualitative-quantitative) articles that indicated the practices adopted by local pub-
lic health managers to improve oral healthcare management in the Brazilian public 
sector. No limits were imposed on the date, language, or type of study. Moreover, 
no study was excluded a priori for reasons of quality. According to Supplementary 
Guidance for Inclusion of Qualitative Research in Cochrane Systematic Reviews 
of Interventions12, this is a strategy that allows that potentially valuable themes 
remain included.
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Study selection, quality assessment, and data extraction followed a similar proce-
dure. Two reviewers (THU and USGS) initially performed the task independently, and 
then met with a third reviewer (MF) for consultation and consensus.

Study Selection 

All titles and abstracts of the articles retrieved were independently assessed by two 
reviewers (THU and USGS). These reviewers held weekly meetings for 18 weeks 
in the presence of a third reviewer (MF) with experience in public management, 
qualitative research and systematic reviews. Abstracts that did not provide suffi-
cient information in relation to the eligibility criteria were maintained for full text 
evaluation. Afterwards, manual searches were performed in the references of the 
included articles, and citations were analyzed using Google Scholar. The authors 
of the included studies were contacted by e-mail for the identification of possible 
additional studies.

Study Quality Assessment

Qualitative studies were evaluated according to quality items adapted from the Crit-
ical Appraisal Skills Program (CASP)13; Surveys were assessed based on quality 
items adapted from Bennett et al.14 (2010), while mixed-model studies were analyzed 
according to O’Cathain et al.15 (2008).

Quality items were assessed and classificated as being present (yes) or absent (no). 
Studies which presented a prevalence of “yes” (>60% of the evaluated items) in the 
quality evaluation were considered as presenting low risk of bias. Studies with 40% 
- 60% of “yes” were considered moderate risk of bias. And studies with a prevalence 
of “no” (<40% of the items) were classified as presenting high risk of bias. 

Data extraction

The following general data were collected from the studies: authors, year of publi-
cation, and geographic region of the first author. Additionally, the following specific 
characteristics were also retrieved: study objective, type of study, place of research, 
intervention, number of participants in the sample, inclusion and exclusion crite-
ria, participant characteristics, data collection methods, data analysis, main results, 
and conclusions. 

Data analysis

Data analysis was conducted through a metasummary of the retrieved data. This is 
a quantitatively oriented aggregation approach for the synthesis of both qualitative 
studies and surveys. The methodology involves extracting, grouping and formatting 
the results to allow the calculation of the frequency of the effect size (FES) of each 
practice, and the intensity of the effect size (IES) of each study16.

After extracting the results of the included studies, and grouping the relevant find-
ings, major topics (concise but comprehensive representations) termed “Families” 
were created referring to the practices adopted by oral healthcare managers for 

https://translate.google.com/translate?hl=pt-BR&prev=_t&sl=pt-BR&tl=en&u=http://media.wix.com/ugd/dded87_29c5b002d99342f788c6ac670e49f274.pdf
https://translate.google.com/translate?hl=pt-BR&prev=_t&sl=pt-BR&tl=en&u=http://media.wix.com/ugd/dded87_29c5b002d99342f788c6ac670e49f274.pdf
https://translate.google.com/translate?hl=pt-BR&prev=_t&sl=pt-BR&tl=en&u=http://media.wix.com/ugd/dded87_29c5b002d99342f788c6ac670e49f274.pdf
https://translate.google.com/translate?hl=pt-BR&prev=_t&sl=pt-BR&tl=en&u=http://media.wix.com/ugd/dded87_29c5b002d99342f788c6ac670e49f274.pdf
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quality care. In each Family, individual practices, termed “codes”, were grouped 
based on similarity.

For the coding step, the software ATLAS.ti 8.0 – Qualitative Data Analysis (Atlas.ti® 
Scientific Software Development, Berlin, Germany) was used. FES was calculated in 
order to evaluate the magnitude of the extracted results. It consisted on verifying the 
number of times a particular code emerged from all included articles. To do so, the 
number of studies that presented an individual code was divided by the total number 
of studies included, and the result was presented as a percentage.

The IES of each study was calculated by checking the number of times codes emerged 
in each of the included articles. The calculation was performed to indicate which 
codes with FES > 25% contributed to answering the research question. In order to 
do this, the number codes contained in one study was divided by the total number of 
codes in all the studies. With this calculation, the articles were considered “stronger” 
or “weaker” based on their contribution to answering the research question. Thus, the 
number of codes with FES > 25% in one particular study was divided by the number 
of codes with FES > 25% across all studies11. This information assisted in interpreting 
the data in the metasummary, determining the individual contribution of studies to 
the conclusions of this systematic review17. 

Results

Study selection

Figure 1 show the flowchart of the study selection process. The initial search in 
the electronic databases yielded 30,895 references. After the removal of duplicates 
(3,485 references); title and abstract evaluations (27,385 references), 25 articles were 
considered potentially eligible. Full texts were retrieved and analyzed by applying the 
eligibility criteria. After the analysis of the references of these articles, quotes in Goo-
gle Scholar, and studies indicated by the authors of the selected texts, 35 new articles 
were included for further eligibility evaluation.

Of the 60 articles selected, 23 were excluded for the following reasons: 3 studies 
were non-scientific research; 19 articles did not present any practices to improve oral 
healthcare management; 2 articles were not on Dentistry; and in 6 studies, the subject 
interviewed could not be clearly identified. In the end of the evaluations, 30 articles 
were included in the systematic review and metasummary: 20 qualitative studies, 
8 surveys and 2 mixed model studies.

Study characteristics

Table 1 presents information on the included studies (number of participants, setting, 
context of the study). The total number of participants was 1,010, among whom 498 
were dentists and 512 were managers. The geographical distribution of the stud-
ies was as follows: Amazonas (1 study); Bahia (5 studies); Ceará (2 studies); Minas 
Gerais (2 studies); Paraíba (2 studies); Paraná (4 studies); Pernambuco (1 study); Rio 
Grande do Norte (2 studies); Santa Catarina (6 studies); São Paulo (4 studies). Only 1 
study was multicentric, involving the states of Paraná and São Paulo.
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Most of participants were enrolled in the Family Health Strategy (FHS - Estratégia 
Saúde da Família, in Portuguese), and most health managers held Municipal or State 
positions (Table 1).
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Mixed

studies
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Figure 1. Flowchart of the study selection process.
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Table 1. Study characteristics and risk of bias (N = 30).

Study
Number of 

Participants Setting Context of the Study
Dentists Managers

Aguilera et al.18 (2013) 0 17 Paraná Municipal Health Office

Aquilante and Aciole19 
(2015) 38 11 São Paulo Regional Department of Health of 

São Paulo

Araújo and Dimenstein20 
(2006) 21 0 Rio Grande do 

Norte
Dentists from the Family Health 

Strategy (FHS)

Cavalcanti et al.21 (2012) 17 0 Paraíba Basic Health Unit (BHU)

Chaves and da Silva22 
(2007) 9 0 Bahia Dentists in the primary healthcare 

systems

Correa et al.23 (2010) 6 2 Amazonas
Dentists inserted in the FHS, 

Municipal Health Department and 
Oral Health Coordinator at FHS

Fernandes et al.24 (2015) 11 0 Santa Catarina Dentists inserted in the FHS

Lippert et al.25 (2020) 14 0 Paraná Dentists from the Basic Health Units 
(BHU) and Dental Specialties Centers  

Mello et al.26 (2014) 0 10 Santa Catarina SUS managers

Moimaz et al.27 (2008) 0 3 São Paulo Regional Department of Health

Nascimento et al.28 (2009) 58 0 São Paulo and 
Paraná Dentists worked in the ESF

Padilha et al.29 (2005) 74* Paraíba Dentists worked in the FHS and as 
managers

Pimentel et l.30 (2010) 3 12 Pernam-buco FHS Health District VI

Rodrigues et al.31 (2011) 31* Bahia FHS

Rossi and Chaves32 (2015) 8 5 Bahia Oral Health Management Team

Sá et al.33 (2015) 23 1 Santa Catarina FHS

Santos et al.34 (2007) 4 0 Bahia FHS

Santos and Assis35 (2006) 11* Bahia FHS

Silva Junior et al.36 (2020) 0 9 Ceará State Health Managers

Vieira et al.37 (2013) 8 0 São Paulo Public Sector

Baldani et al.38 (2005) 105 0 Paraná Oral health team (OHT) at the FHS

Colussi and Calvo39 (2011) 0 207 Santa Catarina Municipal Health Managers

Godoi et al.40 (2013) 0 1 Santa Catarina Municipal Health Managers

Godoi et al.41 (2014) 0 12 Santa Catarina Municipal Health Managers

Lessa and Vettore42 (2010) 0 3 Ceará Municipal Health Office

Lourenço et al.43 (2009) 278** 166 Minas Gerais OHT at the FHS

Mattos et al.5 (2014) 43 14 Minas Gerais OHT at the FHS

Souza and Roncalli44 (2007) 25 19 Rio Grande do 
Norte OHT at the FHS

Aquilante and Aciole45 
(2015) 38 11 São Paulo Regional Department of Health of 

São Paulo

Moretti et al.46 (2010) 67 9 Paraná OHT

TOTAL 498 512

* Subjects excluded from the total sum, since it was not clear in the methodology how many were dentists and 
how many were managers. 
** Subjects excluded from the total sum, because it was not clear in the methodology how many were dentist.
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Quality assessment

The overall risk of bias of the selected studies is presented in Table 1. Of the 20 qual-
itative articles, 20 (100%) presented high risk of bias (Table 2). Among the 8 surveys 
included in this systematic review, 2 (25%) had low risk of bias, 4 (50%) had moderate 
risk of bias and 2 (25%) high risk of bias (Table 2). The 2 mixed-model studies (100%) 
presented high risk of bias (Table 2). 

Frequency of the Effect Size (FES)

Twenty practices (codes) were identified after analysis and coding of the 30 included 
articles. Similar codes were grouped into three families: “Oral Healthcare Structure”, 
“Oral Healthcare Provision”, and “Staff Management” (Table 3). 

Codes belonging to the family “Oral Healthcare Structure” with highest FES values, 
showed that the main practices adopted by managers to achieve qualified manage-
ment were: Care Diagnosis and Planning (80%), Healthcare Networks (63,3%), Infra-
structure and Materials, and Information Systems and Evaluation (30%). 

As for the family “Oral Healthcare Provision”, the following codes stood out: 
Family Health Strategy (66,7%), Expanded Clinical Service (56,7%), and Intersec-
toriality (46,7%). 

Codes within the family “Staff Management” with the highest FES were: Interprofes-
sional Teamwork (40%), Continuing Education (26,7%), Creativity, Initiative, Motivation 
and Innovation (10%), and University-Health Service Integration (6,7%).

Intensity of the Effect Size (IES)

The IES was calculated to verify the individual contribution of each study to the 
conclusions of this systematic review. All the qualitative studies, surveys and 
mixed-model studies contributed significantly to the practices for the qualification 
of oral healthcare management (Table 4). The study that presented the highest IES 
was Vieira et al. 2013 with 55%, followed by Aquilante and Aciole 2015 with 50%, 
Baldani et al. 2005 with 45%, and Lourenço et al. 2009 with 40%. Among the other 
24 selected studies, 8 had scores between 5% and 15%, and 24 studies presented 
scores between 25% and 35%. 

Ten codes: Care Diagnosis and Planning, Family Health Strategy, Healthcare Net-
works, Expanded Clinical Service, Intersectoriality, Interprofessional Teamwork, 
Ongoing Health Education, Infrastructure and Materials, Information Systems and 
Evaluation and Continuing Education presented FES > 25%, which resulted in IES > 
25% in all included studies.
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Discussion
A total of 20 specific practices (codes) were identified in the metasummary of the 
retrieved data and allocated into three families: “Oral Healthcare Structure”, “Oral 
Healthcare Provision” and “Staff Management”.

Adequate structure, including not only the physical structure itself, but also the 
knowledge about health system organization, is a basic requirement to address 

Table 4. Intensity of the effect size (IES) for all codes and codes with FES > 25%.

Article IES %  
all codes (n = 20)

IES % 
codes > 25% (n= 10)

Aguilera et al.18 (2013) 15 30

Aquilante and Aciole19 (2015) 35 60

Aquilante and Aciole45 (2015) 50 90

Araújo and Dimenstein20 (2006) 10 20

Baldani et al.38 (2005) 45 80

Cavalcanti et al.21 (2012) 30 40

Chaves and da Silva22 (2007) 35 50

Colussi and Calvo39 (2011) 15 30

Correa et al.23 (2010) 25 30

Fernandes et al.24 (2015) 30 50

Godoi et al.40 (2013) 30 40

Godoi et al.41 (2014) 35 60

Lessa and Vettore42 (2010) 15 30

Lippert et al.25 (2020) 5 20

Lourenço et al.43 (2009) 40 70

Mattos et al.5 (2014) 25 50

Mello et al.26 (2014) 15 20

Moimaz et al.27 (2008) 15 10

Moretti et al46. (2010) 25 50

Nascimento et al.28 (2009) 35 60

Padilha et al.29 (2005) 35 70

Pimentel, Moura and Acioli30 (2010) 30 60

Rodrigues et al.31 (2011) 5 10

Rossi and Chaves32 (2015) 25 30

Sá et al.33 (2015) 5 10

Santos et al.34 (2007) 25 30

Santos and Assis35 (2006) 25 40

Silva et al.36 (2020) 10 10

Souza and Roncalli44 (2007) 25 50

Vieira et al.37 (2013) 55 80
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the demands of universal health coverage. Apart from oral health clinical care, the 
involvement of the community, other health professionals, and other sectors of soci-
ety are of great value to amplify habit changing and health promotion47. Additionally, 
healthcare staff motivation, interprofessional integration and continuing qualification 
are also important characteristics to improve working processes through individual 
contribution, and to strengthen interpersonal relationships. Although all the 20 spe-
cific practices were not applied at the same time in the same place, it seems that 
their widespread implementation could place oral healthcare managers/teams onto 
a more progressive path to promote a healthier population in long-term practice.  

In all the included studies, samples were composed by dentists and/or oral health 
managers. The majority of the participants were oral health managers, who directly 
contributed to the implementation of oral healthcare practices within SUS. Dentists 
emerged as important protagonists, either working at Basic Health Units (BHUs), 
leading Oral Health Teams (OHTs), or occupying management positions. However, 
the evidence also shows that good management is not only dependant on qualified 
managers, but also on the efficient performance of OHT members. Among the 20 
codes identified in the metasummary, three main practices emerged as being the 
most relevant: Care Diagnosis and Planning (FES = 82%), Family Health Strategy 
(FES = 71%), and Interprofessional teamwork (FES = 46%). 

In the family “Oral Healthcare Structure”, the code Care Diagnosis and Planning 
emerged from 23 of 28 studies included in the metasummary, clearly indicating that 
situational diagnosis based on the epidemiological status of care provision along 
action planning are essential for a quality service45. This finding is in agreement with 
the BNOHP guidelines, which indicate that epidemiology and information about the 
geographic area covered by the OHTs should be used to subsidize action planning30. 
Planning has been considered the instrument to consolidate the foundational princi-
ples of SUS (universality, integrality and equity), and promote health improvements32. 
In several studies, the authors registered the need for managers to structure and 
organize oral healthcare provision based on action planning to increase access and 
ensure the continuity of treatment19,27,32,33,42-46. Moreover, proposed actions need to be 
permanently evaluated to ensure that improvements in the healthcare system and 
in the general health of the population are implemented step by step. The practices 
conducted by managers in municipalities with no water fluoridation and high preva-
lence of dental caries is a good example. OHT members should be guided on the need 
to perform fluoridated mouthwashes or distribute sachets with fluoride to the local 
population23,30,41,45. Therefore, OHT professionals should be responsible for planning, 
organizing, developing and evaluating actions according to the requirements of their 
local community, seeking articulation with the most varied social actors involved in 
health promotion48.

In the family “Oral Healthcare Provision”, the code Family Health Strategy emerged 
as the most important practice. Most of the studies analyzed proposed that OHTs 
should be more closely integrated into the FHS through group activities, regular 
home visits, and seeing the patient in a more holistic sense22,29,43,46,49. The FHS has 
been designed to renew the rationale of care, which must go beyond interventions 
directed to the cure of the individual34. The FHS philosophy involves the reorgani-
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zation of care practices, by replacing the traditional model oriented to the treat-
ment of diseases, to focusing on how families live and their immediate needs49. The 
FHS is responsible for monitoring a defined number of families, located in a defined 
geographical area, with focus on health promotion, prevention, recovery, and reha-
bilitation of more frequent diseases50. The FHS endeavours to redirect the work 
flow through the interaction of multiprofessional teams, aiming at implementing the 
most resolutive and integral practices within the perspective of health surveillance. 
Hence, primary care organization based on FHS principles has been deemed as 
essential to the development of the service. Managers have reported on the impor-
tance the FHS and community health agent programs, in addition to specific pro-
grams for women’s and children’s health, control of systemic diseases such as 
diabetes and hypertension, and oral health programs24,30,42.

In the family “Staff Management”, the code Interprofessional Teamwork highlights 
the importance of teamwork for the improvement of the FHS, emphasizing the 
integrality aspect of healthcare provision3. Thus, OHTs is the way to break away 
from more conventional models, by incorporating the expanded concept of health 
and sharing the burden of oral healthcare provision among different professional30. 
OHTs should not only assist in dealing with health issues, but also motivate the 
population to be engaged in selfcare. Moreover, OHTs are required for the collective 
construction of health actions. When difficulties arise, these can be the subject of 
discussion before they are eventually overcome. Thus, the presence of OHTs allows 
for the exchange of information and search of more adequate therapeutic plans for 
the user21,29,45. The evidence arising from this systematic review shows that the inte-
gration of the OHT members within the FHS has been occurring through the devel-
opment of activities designed to draw stakeholders together and integrate health 
actions in an interprofessional manner19,29,43. For instance, the inclusion of dentists 
in vaccination campaigns, ludic-educational activities, supervised brushing, and 
children’s diet evaluation30. 

The evidence emerging from the three families of codes indicate that care diagnosis, 
health planning, OHT/FHS integration, and interprofessional teamwork were the most 
relevant adopted practices. As a result, oral healthcare managers tend to perform 
well when: 1. They know the legislation, and SUS and BNOHP guidelines; 2. Their OHT 
members participate in ongoing health education; 3. They stimulate intersectionality 
within their local communities; and 4. They put into effect their leadership role. Thus, 
qualified oral healthcare managers provide support and guidance, foster cooperation 
while implementing government health policies, involve all healthcare stakeholders 
collectively, and are in close contact with the community. Reliable situational diag-
nosis, establishment of coherent goals, and optimization of physical and financial 
resources are fundamental requirements for reorganizing and strengthening basic 
oral healthcare. Action planning, appropriate to the needs and priorities of the popu-
lation in question through the FHS, can allow the provision of higher quality care and 
more comprehensive and resolute attention to SUS users.

Concerning the relevance of individual studies to the outcome of this review, four 
studies stood out with the higest IES, two qualitative studies37,45 and two surveys38,43. 
Qualitative studies showed codes that surveys and mixed-model studies did not, rein-



18

Uchida et al.

Braz J Oral Sci. 2022;21:e226252

forcing the importance of the qualitative methodology as a powerful tool for in-depth 
research in Dentistry. While all the 20 codes emerged from qualitative studies, 5 of 
them (User satisfaction, Management Autonomy, Individual Performance, Qualified 
Management and Interpersonal Relationship) appeared exclusively in qualitative 
studies. The advantage of qualitative studies resides in its design, which may permit 
a deeper insight into the perceptions, feelings and opinions that are sometimes dif-
ficult to be captured by surveys11. Nonetheless, surveys can also make an important 
contribution when they are adequately designed.  

The quality of the included studies was evaluated by assessing the risk of bias, 
which considers the characteristics of individual studies that contributed to the 
outcome51. Overall, most studies presented low risk of bias. Important quality lim-
itations were observed in the majority of the selected studies. For instance, many 
qualitative studies did not mention the type of relationship between researchers 
and participants; did not present an adequate sample description; did not disclose 
the criteria used to select research subjects or the way data were analyzed; some 
results lacked clarity; and the relevance of the study and ethical issues were also 
absent. Therefore, future qualitative studies in the area should make use of the Con-
fidence in the Evidence from Reviews of Qualitative research (CERQual) and the 
Consolidated Criteria for Reporting Qualitative Research (COREQ). CERQual pro-
vides a clear method for assessing confidence in the synthesis of qualitative find-
ings52. COREQ is an instrument that defines verification criteria to help researchers 
to report important aspects related to research teams, methods, context, findings, 
analysis and interpretations53. 

Although most of the surveys (62%) included in this systematic review was identified 
as having low risk of bias, none of the selected studies presented any type of ques-
tionnaire validation. The use of a validated instrument would have significantly con-
tributed to increasing the quality of the evidence, since the validation process shows 
the reliability and veracity of the questionnaire applied to research subjects. The two 
mixed-model studies also showed a high risk of bias. None of the items evaluated 
by the instrument were found in the included studies, with weaknesses in both the 
quantitative and qualitative evaluation. In relation to the quantitative component, not 
enough information on the methodological outline could be found. On the other hand, 
in the qualitative component, there was no information on items related to sampling, 
methodology and the presence an experienced researcher. 

In relation to the metasummary, an important limiting factor concerns the absence 
of a quality assessment instrument to integrate qualitative studies, surveys and 
mixed-model studies. In conclusion, the evidence emerging from this systematic 
review and metasummary demonstrate that oral healthcare diagnosis, planning, and 
basic care based on the FHS principles were the most relevant practices adopted 
by public oral healthcare managers in Brazil to provide quality care. Although most 
studies included in this systematic review presented a high risk of bias, the emerg-
ing evidence makes a significant contribution to the improvement of oral healthcare 
management within SUS in Brazil. Other countries with universal health systems, 
as well as those seeking to follow the United Nations SDGs, may also benefit from the 
present findings.
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