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Reducing social inequalities in the oral
health of an adult population

Abstract: The objective of this study was to evaluate the association
between social inequality indicators and oral health conditions
in an adult population. This prospective cohort study assessed a
probabilistic sampling of adults (aged 20-64 years) living in Piracicaba,
Sdo Paulo, Brazil. Oral examinations were performed in 2011 and
2015, conducted at home, and used the decay-missing-filled (DMFT)
index of permanent teeth, the Community Periodontal Index (CPI),
and the visible biofilm criterion. A questionnaire was administered to
determine demographic and socioeconomic aspects and dental services
used, and collect oral health-related quality of life (OHRQoL) data.
Social inequality indicators were evaluated according to social class
(high, middle or low) and type of dental service used (public, health
insurance or private), and compared with oral health conditions (visible
biofilm, DMFT and incidence of tooth loss, periodontal pockets and
bleeding, and OHRQoL), evaluated between 2011 and 2015. Analysis
using chi-squared or Fisher tests (p < 0.05) and Cochran’s Q test was
conducted separately for each category analyzed between 2011 and
2015 (p < 0.05). A total of 143 adults who participated in an earlier study
were examined after four years of follow-up. Although the occurrence
of oral disease did not decrease over the study period (4 years), there
was a reduction in inequality among lower social classes in regard to
presence of tooth decay and oral health impact on self-perceived quality
of life between 2011 and 2015 (p < 0.05). These results suggest that
the Brazilian National Oral Health Policy has achieved its principles,
especially that of greater equity.

Keywords: Health Status Disparities; Health Services Research;
Quality of Life; Oral Health; Epidemiology.

Introduction

The Social Determinants of Health (SDH) involve social, economic,
cultural, ethnic/racial, psychological and behavioral aspects,' and comprise
factors such as, income, work, education, housing, transport, culture,
leisure, difficult access to health services, sustainable environment and
social support networks. These factors may lead to injustices in health,?
and are social inequality markers in the distribution and occurrence of
oral diseases.
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Reducing social inequalities in the oral health of an adult population

Oral health is a strong socioeconomic and
behavioral marker® that can be used to study health
inequalities in regard to oral diseases. Although oral
diseases are preventable, they are highly prevalent in
the world population. Untreated caries in permanent
teeth is the most prevalent,* and severe periodontitis
is the sixth most prevalent condition in the world.>
When left untreated, both have tooth loss as a final
outcome.®” These three oral health conditions (caries,
periodontitis and tooth loss) have affected the health
of the world’s population the most in the last two
decades.® There has been no reduction in untreated
caries in adults in the last decades,*® and it is still
considered a public health problem.

The general health situation of a country not only
reflects its total wealth, but also depends on how
its economy is distributed among the population.’
Brazil is a country marked by inequal distribution of
wealth.? In 1988, a Brazilian Unified Health System
(SUS) was proposed, with guiding principles of
universal, equalitarian and comprehensive healthcare
services. However, oral health was not a priority
for SUS at the beginning, and remained one of the
main obstacles to meeting the healthcare needs of
the Brazilian population,® where the poor were eight
times more likely to never have visited a dentist."
In this respect, the “Smiling Brazil” National Oral
Health Policy was implemented in 2004, and is the
largest public oral healthcare program in the world,
responsible for expanding oral health coverage for
primary healthcare, and providing specialized oral
health services such as periodontics, minor oral
surgeries, oral diagnoses, prostheses and special
attention to patients with disabilities'®". Although
this program enabled greater access to and use of
dental healthcare services in Brazil, it is uncertain
whether the inequalities concerning these services
persist even after access was improved.”? Thus, a
model was sought to demonstrate the consistency
of results of a public oral healthcare service that
has reduced the occurrence of oral disease with
greater equity.

Studies on inequalities have increased, especially
in developed countries;*"* however, most of them are
cross-sectional analyses*'>'%' of young people,*'
adults™*'> or older adults,*" or else assess certain
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oral health conditions, such as healthcare service use
and health behaviors,>*1® as well as some clinical
conditions, like dental caries.’® A cohort study of
an adult population is a relevant tool that can be
used to identify what oral conditions may be more
susceptible to social inequalities. The objective of this
study was to evaluate the association between social
inequality indicators and oral health conditions in
an adult population after a four-year period.

Methodology

Design and ethical aspects

This study was part of a research project entitled
Prospective Cohort Study of Adult Oral Health in
Piracicaba, SP, Brazil,” and was approved by the
Research Ethics Committee of the Piracicaba Dental
School, University of Campinas (number 177/2009).

Sample

The first study was conducted between June and
September 2011, and the sample had 248 adults aged
between 20-64 years, and living in Piracicaba®.
A new examination was held between the same
months of 2015.

The exclusion criteria of the study were volunteers
who had physical and psychological states that
prevented them from understanding certain issues
and future clinical procedures, individuals not found
in the selected household during the data collection
period, or those who refused to participate in the
study. In an effort to ensure a smaller loss to follow-up,
census tracts drawn at baseline were not considered
an inclusion criterion in the follow-up period.

At the baseline, 248 adults participated in the
study, totaling the minimum number required for
a representative sample of adults from the city."
However, after four years of follow-up, the sample
consisted of 143 examined individuals, comprising
the final sample used in this study.

Data collection

The study comprised a clinical oral examination
and an interview.” The examination assessed
pit-and-fissure caries using the Decayed, Missing
and Filled Teeth (DMFT) index of permanent teeth,



the Community Periodontal Index (CPI) and the
visible biofilm criterion. Collection was carried
out in households, under natural lighting (without
prophylaxis or drying), using CPI probes and plain
mouth mirrors, as recommended by the World
Health Organization.

At baseline, the initial collection (2011) was
performed by one rater, who was trained using
theoretical and practical sessions lasting a total of 20
hours, and who obtained at least 90.0% reliability for
the evaluation of pit-and-fissure caries and periodontal
condition. Intrarater reliability ranged from 96.5%
to 100.0%, which is within the reliability standards.
The Kappa index ranged from 0.89 to 1.00 for all
clinical conditions, and was also within the reliability
standards.” At follow-up, two raters participated
in the data collection, and the rater for the baseline
period was the “gold standard” for calibration. The
raters were trained to evaluate caries, periodontal
condition and visible biofilm. There were theoretical
and practical discussions totaling 20 hours before
obtaining intrarater reliability above 96.5%, and
interrater reliability above 90.0%. The Kappa index
ranged from 0.89 to 1.00 for all clinical conditions, and
was within the reliability standards.”” In addition, each
volunteer answered a questionnaire on demographic
(sex, age, race and marital status) and socioeconomic
factors (personal and family income, educational
level, occupation, type of residence and number of
household residents), use of dental services and oral
health impact on self-perceived quality of life,* in
both study phases.

Variables
The dependent variables were social inequality

markers, based on the following criteria:

a. Social class: the socioeconomic classification
was carried out according to Graciano et
al,® using a score based on educational
level, household income, occupation, type of
residence and number of household residents,
and resulted in six social classes. The social
classes of this study were grouped into the
categories of high, medium and low.

b. Type of dental service used: last dental visit,
and public, private and health insurance.
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The independent variables were oral health
conditions, observed in the clinical exam, as follows:
a. Visible biofilm: considered ‘yes’ (at least one

tooth surface with visible dental biofilm), or ‘no’

(all tooth surfaces without visible dental biofilm);
b. Decayed teeth (D component of the DMFT):

considered ‘yes’ (or present) (at least one tooth

decay), or no’ (absence of tooth decay);

c. Filled teeth (F component of the DMFT):
considered ‘yes’ (at least one filled tooth), or ‘no’
(absence of filled teeth);

d. Missing teeth (M component of the DMFT):
considered ‘yes’ (at least one missing tooth)
(Codes 4 or 5 of the index), or 'no’” (absence of
missing teeth);

e. Bleeding gums: measured using the Community
Periodontal Index (CPI), and considered ‘yes” if
at least one sextant presented bleeding (Code 1
of the index);

f. Periodontal disease: measured using the CPI,
and considered ‘yes’ if at least one sextant
presented clinical attachment loss (CAL) of
more than 4 mm (Code 3 and 4 of the index);

g. Impact on Oral Health-Related Quality of Life
(OHRQoL) was measured by the Oral Health

Profile-14  (OHIP-14)* prevalence,

according to the proportion of individuals

Impact

whose response to at least one of the 14 items
was “fairly often/very often.”

Data analysis

The data were tabulated using the Statistical
Package for the Social Sciences, version 20.0. A
descriptive analysis was performed to obtain
the absolute and percentage distribution of the
variables under study. Statistical analyses were
also performed between each variable of the
social inequality markers and the oral health
conditions, in 2011 and 2015, separately, by the
chi-squared or Fisher tests (p<0.05). In addition,
the results for 2011 were compared with those of
2015, using Cochran’s Q test (p<0.05). Equiplots
(www.equidade.org/equiplot) were performed with
Stata 12.1 (StataCorp LP, College Station, USA),
and used for the graphic display of inequalities
between 2011 and 2015.
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Results

Most of the sample was composed of older women
in a de facto relationship, with a family income
up to two minimum monthly wages, educational
level of over 11 years, and belonging to the middle
class (Table 1).

Regarding the study population, 54 (39.1%)
volunteers presented visible biofilm in 2011, and 53
(38.4%) in 2015. A total of 47 (32.9%) and 49 (34.3%) had
dental caries in 2011 and 2015, respectively. Twenty
(14.0%) versus eighteen (12.6%) individuals did not
have a restoration or tooth loss in 2011 compared
with 2015, respectively. A periodontal pocket above

Table 1. Demographic and socioeconomic characteristics
at baseline and follow-up of adults living in Piracicaba, SR
Brazil, 2011-2015.

Baseline Follow-up
Characteristic*
2011 n (%) 2015 n (%)
Demographic
Sex
Man 40 (28.0) 40 (28.0)
Woman 103 (72.0) 103 (72.0)
Age™*
20-44 years-old 70 (49.0) 70 (49.0)
45-64 years-old 73 (51.0) 73 (51.0)
Marital status
Stable union 112 (78.3) 108 (75.5)
No stable union 31 (21.7) 35 (24.5)
Socio-economic
Household income
< 1 minimum wage 07 (4.9) 09 (6.3)
1-2 minimum wages 16 (11.2) 18 (12.6)
= 2 minimum wages 116 (81.1) 94 (65.7)

Not informed 04 (2.8) 22 (15.4)
Education level

< 4 years 30 (21.0) 31 (21.7)

5-10 years 37 (25.9) 34 (23.8)

=11 years 76 (51.3) 78 (54.5)
Social class

Low 23 (16.1) 17 (11.9)

Medium 96 (67.1) 71 (49.6)

High 24 (16.8) 18 (12.6)

Data missing 37 (25.9)

*Data referring to the collection held in 2011 and 2015; ** Data
referring to the collection held in 2011.
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4 mm was present in at least one sextant in 43 (30.1%)
and 50 (35.0%) adults assessed, and 71 (49.6%) and
58 (40.6%) individuals reported at least one severe
impact of oral health on self-perceived quality of
life (Table 2 and 3).

At the baseline, tooth decay ranged according to
social class gradients (Figure 1) and type of service
used (p < 0.05) (Tables 2, 3 and 4) (Figure 2). The
social class showed an association with visible biofilm
and with periodontal pockets over 4 mm (2011 and
2015) (Table 2), and between type of service used for
biofilm (2015) and oral health impact on self-perceived
quality of life (2011) (Table 3) (Figure 2). A reduction
in inequality was observed among the lower social
classes regarding tooth decay and oral health impact
on self-perceived quality of life between 2011 and
2015 (Table 2).

Discussion

Associations were observed between inequalities
and oral health conditions of the adults in the study.
The lowest social class stratum and the public service
users showed an association between presence of
biofilm and periodontal pockets after the four years
of the study. However, a reduction in the impact of
social inequalities was found among lower social
classes, regarding tooth decay and oral health impact
on self-perceived quality of life. This is because of
an association observed in 2011 but not in 2015, and
the great difference after the four years of follow-up.
This result was different from another Brazilian
study that established increased access in these four
years, but no reduction in socioeconomic inequalities
regarding the use of dental services between 2003
and 2008.” This longitudinal study was conducted
among the same individuals as our study, and used
an expanded adult age group. Its results are of great
relevance to dentistry, because they infer an oral
disease distribution that can help us understand
the impact of public policies throughout the years.

Untreated early-stage caries and periodontal
disease have tooth loss as the main consequence.’.It
is difficult to think about reducing tooth loss without
reducing its main clinical risk factors: caries and
periodontal disease.” However, despite advances in
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Table 2. Association between social class and adult oral health variables. Piracicaba, SP, Brazil, 2011-2015.

Baseline*
Variables
High Medium Low Total
n (%) n (%) n (%) n (%)

Visible biofilm

No 19 (22.6) 56 (66.7) 9(10.7) 84 (100.0)

Yes 5(9.3)  35(64.8) 14(25.9) 54 (100.0)
Decayed teeth

No 23 (24.0) 63(65.6) 10(10.4) 96 (100.0)

Yos 1(2.1)  33(702) 13(27.7) 47(100.0)
Filled teeth

No 2(10.0) 14(70.0) 4(20.0) 20 (100.0)

Yes 22(17.9) 82(66.7) 19(15.4) 123(100.0)
Missing teeth

No 4 (20.0) 13 (65.0) 3(15.00 20 (100.0)

Yes 20 (16.3) 83 (67.4 20 (16.3) 123 (100.0)
Incidence of missing teeth

No - - - -

Yes - - - -
Bleeding

No 12 (19.0) 43(68.3) 08(12.7) 63 (100.0)

Yes 12 (15.0) 53 (66.2) 15(18.8) 80 (100.0)

Periodontal pockets
No 22 (22.0)
Yes 2 (4.6)

69 (69.0) 9 (9.0)
27 (62.8) 14 (32.6) 43 (100.0)
Oral health related quality of life

0.019 21 (24.1) 56 (64.4)

0.001 19 (20.2)

0.558 11 (12.8)

Social class
Follow-up*
High Medium Low Total
p-value p-value
n (%) n (%) n (%) n (%)

10(11.5) 87 (100.0) 0.006
3(5.7)  37(69.8) 13 (24.5) 53(100.0)
94 (100.0) 0.150

5(10.2) 33(67.3) 11(22.5) 49 (100.0)

0.642 2(11.1) 14(77.8) 2(11.1) 18(100.0) 0.589
22(17.6) 82(65.6) 21(16.8) 125(100.0)

0916  4(22.2) 11(61.1) 3(167) 18(100.0) 0.787
20(16.0) 85(68.0) 20 (16.0) 125 (100.0)
20 (21.8) 59 (64.1) 13 (14.1) 92(100.0) 0.094

10 (10.6) 51 (100.0)

15(17.4) 86 (100.0) 0.284
13(22.8) 36(63.2) 8(14.0) 57 (100.0)

100 (100.0) < 0.001 21(22.6) 62(66.7) 10(10.7) 93(100.0) 0.007

3(6.0) 34 (68.0) 13(26.0) 50 (100.0)

No 14 (19.4)  49(68.1)  9(12.5) 72(100.0) 0.409 16(19.0) 58(69.1) 10(11.9) 84(100.0) 0.229
Yes 10 (14.1) 47 (66.2) 14(19.7) 71 (100.0) 8(13.6)  38(64.4) 13(22.00 59(100.0)
Some variables do not add n = 143 for containing missing data. *Data referring to the collection held in 2011.

professional dental practice and public health efforts
to prevent these diseases, these factors are still among
the most prevalent in the world, and no reduction in
their prevalence has been observed in adults in the
last decades.* This situation was also observed in
this study, where the results for occurrence of caries
and periodontal disease did not decrease in the four-
year study period.

In this study, tooth decay was associated with
variables of inequalities in 2011, with higher
prevalence in the lowest social class level, and with
public dental service users. However, in the 2015
follow-up, this association was not significant, thereby
showing a reduction in the impact of inequalities on

caries. This may reflect the investment in the public
dental service in the country, by implementation
of the National Oral Health Policy in 2004, to meet
the aim of integrating the country’s healthcare into
SUS. SUS is now the largest public health system
in the world, and one of its principles is equity. In
the last 15 years, coverage of the Family Health
Strategy (FHS) has extended its access to primary
healthcare, especially in the country’s poorest
regions, and has improved its access to health
services among vulnerable populations'®?. Despite
the world economic crisis, the authors observed an
increase in access to healthcare in Brazil between
2008 and 2013, including the FHS, and both medical

Braz. Oral Res. 2019;33:e102 5
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Table 3. Association between type of service used and adult oral health variables. Piracicaba, SP, Brazil, 2011-2015.

Type of service

Oral health Baseline Follow-up
variables Private Insurance Public Private Insurance Public
Total p-value Total p-value
n (%) n (%) n (%) n (%) n (%) n (%)
Visible biofilm
No 41 (50.0) 26(31.7) 15(18.3) 82(100.0) 0.130 47 (55.3) 24 (28.2 14 (16.5) 85(100.0) 0.013
Yes 23 (42.6) 13(24.1) 18(33.3) 54 (100.0) 46 (50.0) 14 (26.4) 20(37.7) 53(100.0)

Decayed teeth

No 46 (48.9) 32(34.1) 16(17.0) 94(100.0) 0.010 21 (42.8) 26(28.3) 20(21.7) 92(100.0) 0.618
Yes 21 (44.7) 08(17.0) 18(38.3) 47 (100.0) 14(28.6) 14 (28.6) 49 (100.0)
Filled teeth
No 09 (45.0) 03 (15.0) 08 (40.0) 20(100.0) 0.140 09 (53.0) 04 (23.5) 04 (23.5 17(100.0) 0.869
Yes 58 (47.9) 37 (30.6) 26 (21.5) 121 (100.0) 58 (46.8) 36 (29.0) 30(24.2) 124 (100.0)
Missing teeth
No 07 (36.8) 06 (31.6) 06 (31.6) 19(100.0) 0.573 05(29.4) 06(35.3) 06(35.3) 17(100.0) 0.264
Yes 60 (49.2) 34(27.9) 28(22.9) 122(100.0) 62 (50.0) 34 (27.4) 28(22.6) 124 (100.0)
Incidence of missing teeth
No - - - - - 40 (44.4) 32(35.6) 18(20.0) 90(100.0) 0.034
Yes - - - - - 27 (52.9) 08(15.7) 16(31.4) 51(100.0)
Bleeding
No 31(80.8) 16(26.2) 14(23.0) 61(100.00 0.786 43(51.2) 25(29.8 16 (19.0) 84 (100.0) 0.230
Yes 36 (45.0) 24 (30.0) 20(25.00 80 (100.0) 24 (42.1)  15(26.3) 18(31.6) 57 (100.0)
Periodontal pockets
No 49 (50.0) 29 (29.6) 20(20.4) 98(100.0) 0.299 49(53.8) 23(25.3) 19(20.9) 91(100.0) 0.126
Yes 18(41.9) 11(25.6) 14(32.5) 43(100.0) 18(36.0) 17(34.0) 15(30.0) 50 (100.0)

Oral health related quality of life
No 29 (41.4) 27(38.6) 14(20.00 70(100.0) 0.028 42 (50.6)
Yes 38(53.5) 13(18.3) 20(28.2) 71(100.0)

Some variables do not add n = 143 for containing missing data.

18 (21.7) 83(100.0) 0.629
16 (27.6) 58 (100.0)

and dental visits?®>. We also observed a smaller
disparity between rich and poor users of the FHS or
20111 @ ® ® health insurance.” Moreover, Brazil has undergone
substantial socioeconomic changes in the last decades,
which have reduced poverty and improved living
2015 - @ O © conditions.* Considering Brazil’s current scenario of

political and financial crisis, it goes without saying
that the investments in social and health policies

0O 10 20 30 40 50 60 70 80 90 100
Percentage (%)

W High B Medium M Low

Figure 1. Reduction in inequality of dental caries prevalence

should be maintained; otherwise, all gains achieved
in the country thus far could be lost.”

Even though Brazil has improved considerably in
addressing the suppressed demands of its population,

according to social class, among adults residing in Piracicaba,
SP Brazil, 2011-2015.

6 Braz. Oral Res. 2019;33:e102

more must be done if it ever expects to reduce the
occurrence of preventable oral diseases. In regard
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Figure 2. Reduction in (A) inequality of dental caries prevalence, and (B) impact on oral health-related quality of life, according
to type of dental service used, among adulls residing in Piracicaba, SP. Brazil, 2011-2015.

to periodontal disease, the lowest social class was
associated with the presence of periodontal pockets,
aresult that remained unchanged during the study.
Some studies have shown stronger association
between periodontal diseases and socioeconomic
factors.” Ecological studies found that the highest
levels of income inequality in developed countries,
according to the Gini coefficient, were significantly
associated with periodontal disease severity in
adults.? A possible explanation would be the
lack of both regular clinical visits and clinical
follow-up, resulting from inadequate access to dental
services. In addition, some studies emphasize greater
association of periodontal disease with socioeconomic,
psychosocial and behavioral factors and stress,”* in
comparison with other oral health conditions, such
as tooth decay and oral cancer.?®

Visible biofilm is an essential predisposing
factor for the occurrence of caries and periodontal
disease; therefore, measures should be put in place
to reduce it by ensuring the population’s oral health.
Although our study found a reduction in the impact
of inequalities on tooth decay—but not on periodontal
disease—it observed an alarming high prevalence
of visible biofilm in the population studied. More
importantly, this condition remained unchanged
between 2011 and 2015 regarding social class, and
was associated with the type of public service in
2015. In this respect, it is hard to imagine how
reducing the impact on oral diseases, tooth loss
and quality of life of most of the sample can be

minimized if no measures are put into place to
prevent or reduce the incidence of these diseases.
In this regard, health services should promote the
autonomy and co-responsibility of users regarding
their health condition, so that healthier choices
may be made, and better health behaviors may
be adopted, a partnership that can be established
through primary healthcare.

The literature addresses an association between
negative perception of oral health among lower
income individuals and less education. This reflects
a worsening of oral health conditions and social
inequalities.??® Nevertheless, the impact of oral
health on quality of life, observed in this study,
was associated only with the type of dental service
used at baseline. In addition, the impact on quality
of life was the only oral health condition that had a
significant reduction in prevalence in 2015 versus
2011. Although negative self-perception was reduced
in 2015, the authors observed that disease prevalence
did not fall in the study population; therefore, more
value should be ascribed to improving the means of
promoting self-perception and seeking health services.

The study limitations included sample loss,
mainly in the age group studied, the follow-up
time and the population-based sample. Since adults
are economically active, they are hard to find in
households, and the information about them is
difficult to keep track of due to home address change.
However, the socioeconomic characteristics of the
study profile for the representative sample at the study

Braz. Oral Res. 2019;33:¢102 7
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location were maintained from baseline to follow-up.”
This may lessen the chance of sample selection bias,
further reduced by allowing only individuals who
participated in both phases of the investigation to
be studied, to ensure a valid comparison between
the two study periods.

Our findings revealed that there is still a high
prevalence of oral diseases in the adult population,
including biofilm as a predisposing factor, tooth
decay, periodontal pockets and its sequelae, tooth loss
and quality of life. Other studies have associated the
greater occurrence of oral diseases with individuals
of lower income gradients, educational level and
social class.?? There is evidence to support the
association between oral disease and living conditions
of individuals. It is known that inadequate individual
behavior is influenced by the social context; therefore,
it follows that poor health is associated with SDH.*!
Social determinants can affect oral health conditions,
leading to greater exposure to risk factors, and
hindering access to and use of oral health services.
Hence, efforts must be made to carry out integrated
interventions for the prevention and promotion of
oral health.*

Health promotion strategies should encompass
all determinants®, ranging from the improvement
of the population’s socioeconomic conditions to
greater control over risk factors. Fair public policies
can be expected to achieve positive outcomes
that include creating economic opportunities to
encourage the building of support networks and
increase the ability of individuals to address local
and global issues, fostering their relations with
other groups, strengthening their organization and
participation in collective actions, and committing
to their role of social players and active participants
in social life decisions.” On the other hand, public
health interventions introduced without any
strategic planning may produce an undesirable
effect and widen health inequalities, instead of
promoting the universalization of benefits or
allowing additional direct funds to be granted to
groups with greater needs. This effect is called
inverse equity, that is to say, groups with better
socioeconomic conditions absorb the benefits of
public policies earlier and more intensely. This

8 Braz. Oral Res. 2019;33:e102

increases inequalities in health. In the future, a
reduction in oral diseases and their physical and
social sequelae can be expected to preserve teeth
better, which is a determining factor in reducing
the impact of oral diseases on the quality of life
of individuals.?

Finding a solution to the problem of health
inequalities remains a challenge,* but the adoption of
strategies to reduce the disease burden and improve
access to healthcare is fundamental to achieving
better results for these health disparities. A model
policy must be adopted in all countries to reduce
the burden of diseases in an equitable manner.
Although the Unified Health System is recent in
Brazil, specifically the National Oral Health Policy,
it has already minimized the polarization of oral
diseases, mostly affecting the lower socioeconomic
strata. Moreover, it is expected to continue impacting
other oral health conditions, such as dental loss,
in the long-term. It is noteworthy that this adult
population has experienced the benefits of a very
exclusive health system, especially regarding oral
healthcare. An increase in FHS coverage is expected
to positively impact the continuous care of the
population in the long-term.

Conclusion

No reduction was found in the prevalence of
oral health conditions, and an association was
observed among the lowest social class, use of
public services and worse oral health conditions
(presence of visible biofilm, tooth decay, periodontal
pockets and oral health impact on self-perceived
quality of life). Nevertheless, there was a reduction
in inequalities regarding dental caries, and in the
impact on the oral health-related quality of life of
adults belonging to the lower social class, in the
study period.

These results suggest that, although the Brazilian
National Oral Health Policy is recent, it has achieved
its mission, especially that of integrality and equity.
In this regard, the scope and reach of the Brazilian
Unified Health System should be duly valued,
and should serve as a model for other countries to
implement their own universal healthcare system.
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