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Oral health care after the National Policy on Oral Health 
– “Smiling Brazil”: a case study

Abstract  In 2004, the National Oral Health Pol-
icy (PNSB) – Smiling Brazil was launched. Its 
guidelines seek to qualify Primary Health Care, 
ensure comprehensive actions, work on the basis 
of health surveillance, plan actions in accordance 
with the epidemiology and information available 
on the territory, financing and scheduling the re-
search agenda so that the work can be based on 
scientific evidence. The purpose of this case study 
was to investigate the perspectives of health care 
professionals and managers on oral health care 
after launching the PNSB. For the gathering of in-
formation, an oral interview was conducted with 
health care professionals and managers and direct 
observation of oral health services. The interpre-
tation of meaning method was used for analysis 
of the interviews. Approximately 10 years after 
launching the PNSB, even though the care and the 
oral health actions have been amplified and qual-
ified, the cities still find it difficult to implement 
their basic premises.
Key words  Oral health, Health policy, Research 
into health services, Evaluation of health projects 
and programs
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Introduction

The Brazilian public oral health care system, 
which is focused on curative/mutilating1 treat-
ment, was modelled on the ‘Incremental System’ 
that was imported from the USA through the 
SESP Foundation in the 1950s. This approach fo-
cuses on the treatment needs of a defined popu-
lation, including full treatment. In Brazil, clinical 
care and fluoride application for school children 
up to the age of 14 was prioritized because this 
was the group that was most vulnerable, most 
sensitive to public health interventions, and eas-
iest to reach because it was concentrated in the 
school environment2-6

.
 Adults and the elderly 

were offered emergency dental procedures.
The SUS (National Health Service) attempted 

to break this SESP-based model. However, there 
was only very limited success in expanding ac-
cess, developing promotion and prevention pol-
icies, and offering more complex treatments1,2,7. 
In 2004, the National Oral Health Policy (PNSB), 
‘Smiling Brazil’, was launched, which sought to 
incorporate principles of universal and compre-
hensive treatment, and which was intended to do 
the following: refocus assistance by promoting 
health as an axis of care; provide universal access 
to services by inserting oral health in the lines of 
care; and to consider all levels of care (integrali-
ty) by installing DSCs (dental specialty centers) 
and regional laboratories of prosthodontics. 
Public service oral health care was no longer re-
stricted to primary care for school children and 
pregnant women4,8,9 because the PNSB expanded 
access to services, mainly through including oral 
health teams in the Family Health Strategy and 
by the opening of DSCs7,8,10-14. 

A decade later, the challenge that still remains 
is to build a consistent oral health care policy 
with the principles of the SUS. In this context, 
this study investigates treatment conditions in 
municipalities within the Regional Health De-
partment of São Paulo (RHD III) after the launch 
of the PNSB. 

Methodological approach

A case study approach was chosen because it 
was felt that this was an appropriate strategy to 
understand the ‘how’ and ‘why’ of a situation or 
episode, over which the evaluator had little con-
trol, and to highlight connections between inter-
ventions and real-life situations and the context 
in which interventions occurred, demonstrating 

their trajectories and how to modify them15. This 
was the case in relation to the PNSB in the cities 
that were studied. 

Given the human tendency to form opinions 
and attitudes within the collective of which one 
is a part, in order to describe and analyze the 
contexts, relationships and perceptions of indi-
viduals concerning the PNSB, and in order to 
assess the understanding of references and rele-
vant structures, interviews with semi-structured 
scripts were used16,17, which were complemented 
with focus groups15. In order to provide insights 
into the everyday practices and organization of 
services and actions, we conducted participant 
observation of the physical and relational envi-
ronments, which is important in characterizing 
contexts to be studied15,16.

Fieldwork

The project was approved by the Research 
Ethics Committee of the Federal University of 
São Paulo and was presented to the local health 
managers of the 24 municipalities and the Board 
of the RHD III. After the quantitative analysis of 
a questionnaire, which was previously sent to the 
coordinators for oral health of the 24 municipali-
ties by convenience sampling15

,
 six municipalities 

were chosen that showed the best contexts of im-
plementation of the PNSB. The following were 
interviewed: RHD oral health managers (2); mu-
nicipal oral health managers (9); dental surgeons 
(23); and oral health assistants and technicians 
(23). Focus groups were held in four municipali-
ties and the following participated: 28 oral health 
professionals; 15 dentists; and 13 oral health as-
sistants and technicians. Participant observation 
was carried out where the interviews and focus 
groups took place.

Analysis of information

The collected material was organized ac-
cording to the manner in which it was obtained 
(interview, focus group and participant obser-
vation) after the individual interviews and focus 
groups were recorded. The anonymity of respon-
dents was ensured by using alpha-numerical 
coding according to profession or occupation 
in the following manner: SM – state manager; 
MM – municipal manager; DS – dental surgeons; 
OHT – oral health technician; OHA – oral health 
assistants. The type of information was coded as 
follows: I - interview; FG – focus group, with a 
randomly assigned number for the interviewee 
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or focus group and fictitious names used for the 
municipalities (Açaí, Banana, Fig, Jambo, Orange 
and Mango). 

The analysis considered the modes of collec-
tion (interviews, focus groups and participant 
observation) and the following stages of the 
method of interpretation of senses18: description 
(to preserve the information given by the indi-
viduals participating in the study as accurately 
as possible); analysis (to identify the explicit and 
implicit categories of the information collect-
ed); and interpretation (to establish the mean-
ings of the words and actions for understand-
ing or explanation beyond the limits of what is 
described and analyzed). The information that 
was obtained through interviews, focus groups 
and participant observation was analyzed in the 
aforementioned manner in an attempt to seek 
a deeper understanding of the process of poli-
cy implementation. Seven analysis dimensions 
were used to categorize the results of this study: 
comprehensive care; interdisciplinarity; compre-
hensiveness of the health system; intersectorality; 
reception, linkage and accountability; humaniza-
tion; and health surveillance.

Results and discussion

Comprehensive care

Comprehensive care, defined as the joint ac-
tions of health promotion, prevention and treat-
ment in individual and collective areas19

,
 implies 

a paradigmatic shift in professional oral health 
practices, which have been historically based 
on individual clinical care. The continuation of 
centralization in clinical practices is justified by 
pent-up demand in the area of ​​oral health11,20,21.

The breakthrough came by looking at health 
in a totally different way. Before, we were just con-
cerned about illness, and now the model is com-
pletely different, now we look at health. (MM8_
Mango)

Most units assist the patient in emergencies; 
there is no sequence in patient treatment. Even 
though the patient does not come here for their first 
consultation the follow-up is done here and the 
whole preservation treatment, until there is a re-
view of all the treatment that was done. So, I think 
the bad part is the curative aspect because here we 
focus a lot on the curative aspect and not on the 
preventive aspect. (DS9_Orange)

A similar situation has been described in oth-
er studies11,21-25, which identified dental surgeons 

(DSs) as being restricted to basic outpatient clin-
ical care (extractions, plaque disclosure, dietary 
guidance, topical application of fluoride, resto-
rations, oral hygiene care and basic periodontic 
procedures), and oral health assistants (OHAs) as 
being centred on conventional activities (provid-
ing instruments for DSs, disinfection and steril-
ization of instruments and materials), without 
prioritizing collective actions (home visits, pre-
vention and health promotion, and conducting 
community outreach meetings). The current sit-
uation reinforces the need for professionals with 
a wider vision of the health/disease process who 
can find a balance between prevention and cure, 
performing actions such as participating in iden-
tifying the problems of population groups with-
in their geographical area of responsibility for 
health care, and performing in multidisciplinary 
and interdisciplinary teams26.

However, this desired paradigm shift will not 
occur simply through the implementation of oral 
health teams. The reproduction of the biomedi-
cal model was also observed in the Family Health 
Units (FHUs) in the RHD III, indicating that this 
practice seems to be more linked to the profile 
of training of professionals than the type of ser-
vice to which they provide. There are structural 
features within the dental profession that confer 
specific characteristics to oral health and which 
hinder their practice in the public sector, such as 
the need for the use of hard technologies (equip-
ment)23. This structural dependence on hard 
technologies (equipment) reinforces resistance 
to changes in the biomedical model, which is 
strongly supported by universities and the dental 
equipment and supplies industry, as well as the 
social imaginary of dental surgeons as profes-
sionals working in private practice. It is necessary 
to debate the practice of oral health in order to 
arrive at a model that provides a more-embrac-
ing service27 so that the wider population, which 
is accustomed to the procedures of the health 
services, can be covered by public health policies 
that enhance the promotion of health28.

Interdisciplinarity

Interdisciplinarity is an approach that seeks 
to provide a wider approach to the health/disease 
process through interaction between profession-
als from different fields of knowledge. Teamwork 
can achieve a positive impact on the factors in-
volved in the health/disease process. Given the 
complexity of the issue of health, interdisciplin-
arity offers the means to preserve a measure of 
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humanity in the face of technical/scientific ratio-
nality29-32.

However, changes in labour relations happen 
at a slow pace because the social roles of health 
professionals have been constructed over a long 
period. 

Although the mutilation component is tend-
ing to become less evident33, dental surgeons 
come from a predominantly curative practice, 
while doctors are legitimized as central and dom-
inant figures in the health services, which make 
labour relations both hierarchical and vertical34.

Naturally, differences were identified regard-
ing interpersonal relationships resulting from 
working in teams.

The work here is very good, it’s enjoyable, we 
work with pleasure. The team interacts; we talk a 
lot, so it’s great to work here. (DS2_Açaí)

What are missing here are professional rela-
tionships, meetings. [...] There isn’t that human 
warmth you need for a job to be done well, so that 
you might be able to develop your work. [...] There 
is no team here, only individuals. (DS5_Fig)

Araújo35 also identified difficulties related to 
teamwork, and hierarchy is a factor that compro-
mises comprehensive care. Despite the difficul-
ties, there have been advances in RHD III, espe-
cially in the FHUs, where there are regular meet-
ings and structured health education groups. 

These weekly meetings we have. [...] We get to-
gether, sort out things and look at situations, every-
thing that we see in relation to certain patients we 
discuss. Very often you find out how the team can 
help in this or that situation. [...] Yes, [we discuss 
aspects of the relationship between the profes-
sionals in the team], but it is not very open, it is 
not very open, no. (DS16_Banana)

The meetings end up being only focused only 
on the [community health] agent and nursing, 
which are the biggest problems, so there’s not much 
to discuss in relation to the dentist in the meetings, 
[...] 99% of the meetings are concerned with them, 
so sometimes we didn’t even attend the meetings. 
Now we have begun to participate more often in 
meetings – so as not to let the service down. (DS8_
Jambo)

Because the work of DSs rarely intersects 
with the practices of professionals in other areas 
they develop their actions autonomously, inde-
pendently and individually36 and what occurs in 
many cases is that the oral health teams (OHTs) 
remain as an appendix to the family health teams, 
which can be attributed to the late introduction of 
the OHT’s into the Family Health Strategy11,21,24.

Interdisciplinary work does not represent a 
negation of disciplinary bases; it seeks solutions 
for problems that are shared by people and in-
stitutions. An interdisciplinary approach can 
suggest focusing on a smaller section of a wider 
field of knowledge. However, these smaller sec-
tions should always be viewed as such, and can-
not replace the larger whole30,37-40. Workers from 
different areas tend to distance themselves from 
things they consider to be outside their area of ​​
expertise, so as not to leave their ‘comfort zone’, 
and this can transform the field of healthcare 
into a space of individualism and fragmented 
therapeutic actions. Despite sharing the same 
workspaces, practices remain focused on the core 
knowledge of each worker without the sharing of 
knowledge27 because proposals focused on a collec-
tive approach still represent a challenge within the 
field of dentistry because training in the field is ori-
entated towards the individual, and also because 
only a small part of investment in science and tech-
nology is used to address the oral health problems 
of relevance to public health41. 

The secret of interdisciplinarity lies in the 
successful competence of each professional, who 
should also be aware of their conceptual, meth-
odological and technical limits. This awareness 
causes them to seek interaction with other pro-
fessionals31.

Comprehensiveness of the health system

The comprehensiveness of a health system 
is related to the articulation of different levels 
of care (basic/primary, specialist/secondary, and 
hospital/tertiary) in order to allow service users 
to transit through the system so that all their 
health needs are met, regardless of how or where 
they accessed the system19. Despite some advanc-
es, what was observed in the RHD III was that the 
pyramid model still predominated, where com-
pulsory primary health care represents the point 
of entry to services. 

We have three levels: primary care has dentists 
as well as in the BHU [basic health unit]; the FHUs 
have specialized care and the DSCs have five spe-
cialties [endodontics, periodontics, oral lesion di-
agnosis, surgery and special patients] and the den-
tal hospital, that’s the third level. (MM8_Mango)

The point of entry is always the basic health 
unit; the service user enters via the unit, is assessed, 
or whatever needs to be done, and then the referral 
is made by the dentist within the unit. (MM7_Ba-
nana)
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The issue of integration of services is one of 
the most serious impediments to comprehensive 
health care. In a qualitative assessment study of 
comprehensiveness with respect to municipal 
health management, Kantorski et al.42 noted that 
the various services did not communicate with 
each other and had their own distinct approach-
es. In addition, the axis of the organization was 
not focused on the health needs of the users. The 
present study found that integrated actions were 
restricted to the FHUs, under the principles of 
ascription and linkage. When actions of other 
levels of complexity were necessary, the system 
proved to be vulnerable and unable to satisfac-
torily address the needs of users. These results 
are similar to those of research by Oliveira and 
Saliba22

,
 who found that the oral health care in 

the Family Health Strategy in Campos dos Goy-
tacazes eventually became the entry point to the 
system. However, it was not possible to organize 
oral health care because there were insufficient 
resources for more complex cases, i.e. the popu-
lation was restricted to basic procedures and did 
not receive a full level of treatment. On the other 
hand, the results of a survey by Baldani et al.11, 
conducted in Paraná, were more promising; in 
only 9.5% of the municipal districts in the state 
were more complex cases unresolved or referred 
elsewhere.

In some municipalities in the RHD III, the 
system of reference and counter-reference works, 
while others have difficulty in operating this tool, 
both internally and for referrals to other cities 
with larger capacity.

Because the pent-up demand was very great at 
the start, it created some waiting lists. Also, there 
was no such service here in the city, so even the 
referrals that came in from the health units were 
missing details, they were incorrect about what 
had been done in the health unit, missing baseline 
data, such as patient-specific data. So, even with 
scheduling sometimes it gets complicated for us to 
find a patient because there are many patients on 
the waiting list. [...] Also, [on] our [part] improv-
ing counter-references to also give feedback to the 
dentist at the health unit for them to continue the 
service there. [...] The reference and counter-refer-
ence are divided and we report, in my case, I report 
everything that was done and what I also hope that 
the unit will carry out maintenance for me because 
it is actually much closer to the patient. [...] It’s all 
done by an internal mailing service through a cou-
rier, between us and the unit. I think it should be 
computerized, they promise to computerize. Actu-

ally, I think it would speed up more if it came via 
computer, but that would require having a comput-
er in all the units, and we could do it all online [...]. 
(DS18_Mango)

The dental surgeons that work in emergency 
care units end up getting completely distanced 
from the oral health service network because 
they cannot even reference the users formally.

It is all done orally, by word of mouth; we don’t 
have counter-referencing, nothing. (DS14_Ba-
nana)

There are established protocols regarding the 
scope of procedures for each level of care, which 
are still appropriated by some professionals.

There are certain rules laid down by the coor-
dinator [municipal coordinator of oral health], 
which we must initially submit to the DSCs, for 
the experts here. When the service is not offered, 
the coordinator will try to make a referral to the 
Araraquara School of Dentistry, for example, or 
another service which can attend patients. There 
is a specific guideline; the patient is examined, if 
we do root canal treatment the treatment is urgent 
and emergency, we remove their pain and refer 
them to the specialist DSC. The guide is given to 
the patient and they come here and are scheduled 
for treatment. [After completing treatment in the 
DSC, the patient receives the guide for] count-
er-referral and take it to the Basic Unit [Health]. 
(FG4_Orange)

Analysing the process of referral and count-
er-referral in the municipalities that were visit-
ed, it is clear that this process is limited to the 
bureaucratic issue, in which each level of care 
‘pushes’ the user to the services at another level. 
Given this framework, it is necessary to build a 
mechanism that actually constitutes shared care.

In the case study under consideration, the 
specialties of prosthodontics, periodontics and 
endodontics were those with the highest pent-
up demand; the latter has waiting lists that can 
exceed two years, which compromises the conti-
nuity of care at the secondary and tertiary levels 
and leaves users in a situation of greater vulnera-
bility and facing future treatment involving mu-
tilation. Scheduling has improved access to oral 
health services after it was included in the Fam-
ily Health Strategy. However, much of the time 
such access is restricted to the primary care level, 
without proper attention to the secondary and 
tertiary levels28,36

.
 This is often due to insufficient 

specialized services, which ultimately generates 
excessive demand10. Thus, comprehensive care 
provided to an enrolled population ceases to be 
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administered by dental surgeons and families fail 
to have their needs and expectations met24.

Intersectorality

Intersectorality has been historically marked 
by partnerships between health and education 
departments; a partnership that has not always 
been amicable. The proposed strengthening of 
primary health care set out in the Family Health 
Strategy considers other areas/sectors of civil so-
ciety to be desirable for the development of ac-
tions that expand the concept of the health-dis-
ease-care process, such as workplaces, commerce, 
the media, industry, non-governmental organi-
zations and other institutions43,44.

I programmed a lot of things; everything was 
designed to address dental issues: for example, 
mathematics would be used to calculate how much 
tooth decay there is in Brazil,. We did a lot of things. 
But although the professors were enthusiastic, af-
terwards no one wanted to do anything, so I said: 
“I can’t do this alone; to do it properly I would need 
your help”. So I did some work there with some stu-
dents and then it finished. (DS16_Banana)

There is very strong support from the commu-
nity through the support of [the] Rotary [Club], 
and that school was a very structured school in 
terms of helping meet the region’s needs. At that 
time there was a director who was an example, they 
did a great job with the help of SENAC, the schools, 
who went there to cut hair, to teach things to fami-
lies. This started before the Family Health Strategy 
began, it started working there in that school with 
that structure, the more educational part, more 
towards education than health, and we were wel-
comed and we supported it. (FG3_Mango)

A study by Mattos et al.28 regarding the de-
velopment of intersectoral action, which includ-
ed the participation of 57 dental surgeons and 
managers, found that 75.44% of the participants 
reported performing intersectoral actions aimed 
at integrating oral health with other health ser-
vices. Information and prevention regarding oral 
health in the community or schools were among 
the most important activities that were consid-
ered in that study.

Hosting, linkage and accountability 

The concept of ‘hosting’ argues that health 
services should provide an answer for service us-
ers, whether clinical or not, in order to contrib-
ute to increased levels of resolution of problems. 
The linkage is constituted in the accountability of 

health services regarding the care of patients, and 
should be the result of reception19.

We have a big problem related to pent-up de-
mand. We tried to solve this with reception, car-
rying it out in the units with risk rating. (MM9_
Mango)

It is usually a case involving pain, drainage of 
an abscess, or an opening [coronary]. If the per-
son has tooth decay we do a provisional restoration 
and the person ends up waiting to enter treatment, 
sometimes urgently. What we refer to as reception 
ends up being the point of entry to the program, 
sometimes it happens like that. (FG1_Banana)

Research by Santos et al.45, carried out in Ala-
goinhas (BA) with professionals and service us-
ers of the Family Health Strategy, identified lines 
of tension associated with reception. In terms of 
individual care, basically three standards were 
established. Firstly, professional, with all tech-
nological apparatus available and appropriate 
related technology, but limited technical capac-
ity, which compromised the quality of the proce-
dures that were performed. Secondly, profession-
al, with good technical ability and available tech-
nological apparatus, but restricted with respect 
to reception; and thirdly, creative situations were 
observed in the midst of procedures, i.e. profes-
sionals with limited capacity for resolution, but 
who sought, with the tools available to them, to 
overcome the difficulties and to develop process-
es for user-centred care. 

The oral health professionals who participat-
ed in the present study observed little account-
ability of the part of service users for the care 
of their own health. While some professionals 
considered it almost impossible to act within this 
context and tended to blame individuals, others 
sought to develop tools to develop autonomy.

We work with a public that does not care [...], 
perfect hygiene. If you do not force them to brush 
their teeth or you don’t teach them to use a pros-
thesis; there is no point in putting in a prosthesis, 
in six months they will lose it [...], because this is a 
very serious problem, it is a class that only goes to 
the dentist when they are in pain . (DS11_Orange)

To enable service users to make sense of the 
information that we pass onto them, so that they 
might change their daily habits, and that they can 
see that what we’re telling them is interesting and 
that they can do their part at home, which will sup-
port us in our efforts to achieve the expected results. 
(DS23_Mango)

Evaluations of service user accountability 
from the perspective of oral health profession-
als should be analyzed with caution because 
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there is a perceived tendency to blame patients 
themselves for their health problems. Because 
oral health professionals often have a limited 
and uncritical view of the social and economic 
conditions that influence the health of the pop-
ulation, they ultimately do not realize the com-
plexity of social determinants and are doomed to 
fail because they disregard factors such as mal-
nutrition, the cost of food, poor access to health 
services in general, as well as the fact that health 
services practice curative-mutilating dentistry. 
Without access to services, and facing so many 
other needs, the large majority of the population 
is not able to place great value on dental and soft 
tissue problems41.

Humanization

Humanization is one of the principles of a 
comprehensive approach to health care and it 
advocates an expanded vision of human beings, 
which is built and rebuilt, taking into consider-
ation biological, subjective and social aspects19. 
This implies accountability on the part of ser-
vices and health workers to collaboratively build, 
with the input of service users, wide-ranging care 
plans that are focused not only on consultations 
and appointments, but also on the expectation 
that the care process will produce knowledge, 
accountability and autonomy in each service 
user43. In practice, what was observed in RHD III 
is that the principles and guidelines of the Family 
Health Strategy have contributed to the integra-
tion of the aforementioned aspects in terms of 
oral health care. 

We have to see the person and their mouth 
as a whole, [...] total care. We worry about the 
well-being of the patients. [...] We do restorations, 
extractions, canal treatment and then we refer 
them on to see if they will have a prosthesis fitted. 
We refer them on so that they can smile, for their 
well-being. (OHA3_Açaí)

It’s not enough just to see that context in isola-
tion – that individual who comes here with a sim-
ple tooth problem, [...] You have to understand that 
they live in a place where they are influenced by 
their environment, there is a whole context that has 
an influence, and that has an effect on any com-
plications that are reported to us. (DS23_Mango)

Health surveillance

The concept of health surveillance requires a 
paradigm shift in attitudes because it marks the 
transition of services that work on demand to 

services that actively pursue and constantly mon-
itor service users43. The inclusion of oral health 
teams in the Family Health Strategy has been 
hailed as a potential break with oral health care 
models that are exclusive, curative, technical and 
biological, towards a health surveillance model 
that is based on a comprehensive approach that 
actively seeks out families23. Santos et al.45 suggest 
that in order to solve the problem of pent-up de-
mand it is necessary to organize spaces for nego-
tiation in order to develop criteria for treatment 
in FHUs, home visits, and to carry out collective 
activities of promotion and prevention.

We also do visits to check the needs of the popu-
lation. [...]We go out into the street. If the heath of-
ficer comes to us with a problem and says, “There is 
a case in such-and-such street, can you go and have 
a look?” [...] I program it into my diary and we go to 
the patient’s house, the dentist and I, both of us. The 
majority are bedridden people, the elderly, someone 
with a mouth ulcer or an oral lesion that the family 
is in doubt about and the patient can’t come to us. 
So, we go to their home. (OHA8_Jambo)

The registration of people in the community, 
as well as home visits, should be opportunities 
for the strengthening of relationships between 
professionals and also between professionals and 
service users. Visiting people in their own social 
and family context enables health workers to 
strengthen links with patients and contributes to 
the accessibility of services. It also makes it possi-
ble to solve problems that cause pain for patients 
who are unable to attend health units34.

I have a patient who is able to come here to the 
health unit [...] He has a complicated cognitive im-
pairment [...] and an extremely complicated rela-
tionship with his family. In order to make contact 
with him I could simply make an appointment for 
him here in the health unit and ask him to come 
here. I had to go to his house to check out his home 
environment and then I realized that I was more 
than a dentist, I could be a friend of the family. 
[...] And today he comes, he is treated here. [...] I 
identified that he needs an occupational therapist, 
a psychologist and a speech therapist, something I 
would not have noticed otherwise. So, he had these 
needs, which I was able to verify by seeing him at 
home, which was the reason why he didn’t want to 
come to the unit. (DS23_Mango)

Final considerations

Almost 10 years after the launch of the PNSB, 
municipalities in the RHD III still tend to main-
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tain a health care model that is focused on dis-
ease. A positive point to mention is the increase 
that has occurred in solving oral health cases at 
the primary health care level. Aspects of care that 
are present in the PNSB are consistent with the 
work done by the oral health teams working in 
family health units, where there is more evidence 
of a comprehensive approach, including the fol-
lowing aspects; interdisciplinarity; intersecto-
rality; reception, linkage and accountability; the 
humanization of care; and working from a per-
spective of health surveillance. 

Oral health professionals are also developing 
preventive intersectoral actions, which have been 
limited to lectures and topical fluoride applica-
tions in the community or in schools. There is 
also the prioritization of mothers/children and 
school children, a remnant of the incremental 
model of oral health care that prevailed in the 
period 1950-80.

A positive aspect of the PNSB is that it has 
afforded access to oral health care for many cit-
izens. The strengthening and expansion of oral 

health practices in primary health care has in-
creased demand for specialized treatment and 
the dental speciality centers are unable to satis-
factorily meet that demand. 

Another aspect is that the municipalities that 
presented the best contexts for implementing the 
PNSB participated in this study, which suggests 
that there may be similar or even worse situations 
regarding oral health care in other municipalities.

Thinking about changes in oral health care 
that can produce curative actions effectively in 
terms of results related to healing, promotion 
and protection is a critical issue that needs to 
be resolved by all health managers and health 
workers. Consolidation of the proposed changes 
will only occur through a reinterpretation of the 
work process in health and vocational training.

The results of this study were presented to 
the collegiate of the respective municipal oral 
health coordinators to support decision making 
by managers and it seems to have motivated a 
positive reflection and discussion of the results.
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