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Background: Endemic dental fluorosis has already been described in some regions of the world. The aim of this
study was to evaluate the functional and psychosocial impact of direct aesthetic restorative treatments in endemic
fluorosis patients in the northern state of Minas Gerais, Brazil. Was a quasi-experimental intervention study.

Methods: The reference population consisted of individuals between 9 and 27 years of age that were served by a
project intended to recover the smiles of patients with severe fluorosis. The questionnaires were administered on
two occasions, 24 months apart (before and after dental treatment). Initially, descriptive analyses were conducted.
Prevalence and severity, as well as the extent of the functional and psychosocial impact of oral disorders were
estimated based on the Oral Health Impact Profile instrument (OHIP-14). Comparisons between baseline and
follow-up and between treatment techniques were carried out using the McNemar, Wilcoxon, and Mann-Whitney

Results: The study involved 53 individuals, with a mean age of 15.9 years, treated with microabrasion, dental
composite, or a combination of both techniques. The treatments performed proved to be competent for reducing
the functional and psychosocial impact of oral disorders as measured by the OHIP-14, pointing to the possibility of
establishing protocols to be used in programs aimed at restoring the aesthetics and functionality of the anterior

Conclusions: After performing the direct aesthetic restorative treatments in patients with endemic fluorosis, a
significant improvement was observed in the prevalence and severity, as well as the extent of the functional and

Background

Dental fluorosis is a change in the enamel that results
from exposure to excessive and continued fluoride intake
during tooth formation. Its degree of manifestation de-
pends on the fluoride dose ingested, time, and exposure
duration, as well as each individual’s response [1], but a
significant dose—response relationship has been observed
[2]. Clinically, dental fluorosis is characterized by opaque
enamel, with color patches that may range from white to
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dark brown, or in more severe stages, areas of hypoplasia
and erosion [3-5].

Fluoridation of the public water supply is one of the key
measures aimed at reducing the levels of caries in the
population [6,7]. The minimum and maximums desirable
levels of fluoride in public water supplies have been de-
fined by the World Health Organization (concentrations
between 0.9 and 1.2 mg/l). However, in some regions of
the world, because of the soil, tests of the water supply
have indicated high levels of naturally occurring fluoride
that causes the serious problem of dental fluorosis in
populations, a phenomenon that was reported in several
regions across the globe [8]. In Brazil, moderate and
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severe endemic dental fluorosis (with a clinically visible
loss of tooth structure) has already been described in
some estates, such as Ceard, Minas Gerais, Paraiba, Sdo
Paulo and Santa Catarina [9-13].

In the northern region of the state of Minas Gerais,
Brazil, the 1980s water supply shortage in the rural com-
munities resulted in a demand for deep tube wells as the
only alternative during droughts. However, no fluoride
testing was done on that water. Then, in the mid-1990s
when the first cases were observed, a severe fluorosis
situation was already in place, with a high aesthetic and
functional tooth impairment in children and adolescents,
a phenomenon that became locally known as “rusty
tooth” [14].

Given these facts, scientific investigations were con-
ducted in the region to establish a diagnosis for the
problem, and average fluoride levels were between 3
and 4 mg/L [13], 4.6 times greater than that of the value
indicated by the relevant Brazilian legislation [15]. In an
epidemiological study conducted in seven rural commu-
nities in this area with a population ranging in age from
6 to 22 years, the prevalence of dental fluorosis was
80.4% and of severe dental fluorosis was 48.9% [16,17].

The observed fluorosis resulted in generations stigma-
tized by deformities of the tooth surfaces, negatively
impacting the quality of life and health of these people
[14,18]. In 2007, a project began to help predict, among its
activities, the performance of aesthetic restorative treat-
ment on the anterior teeth, which was affected by fluorosis
and intended to help the social lives of children and ad-
olescents by recovering their smiles. These children and
adolescents were perceived to be “dirty” and careless;
therefore, these children and adolescents did not usually
smile, and if they did, they hid their teeth with their
hands [14].

In dentistry many indicators have been used to evaluate
the impact of oral health on the quality of life, including
the Oral Health Impact Profile (OHIP). However, OHIP
measures the frequency with which functional and psy-
chosocial impacts associated with the oral disorders are
experienced, not explicitly address the issue of quality
of life [19-22].

Thus, this study aimed to assess the impact of aesthetic
restorative treatment (direct resin veneers or microab-
rasion) on the anterior teeth in patients with endemic
fluorosis living in the northern region of the state of
Minas Gerais, Brazil.

Methods

Design (Study Area and Sample)

This was a quasi-experimental intervention study. The
study was conducted in the rural area of the municipal-
ity of Sao Francisco, a semiarid region of the state that
is supplied with water collected in deep tube wells. Of
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the 53,828 inhabitants, 36.5% live in rural areas, and
19.7% of the households consume water from tube
wells. It is a poor area with few jobs and scarce access to
goods and services. It has an average per capita house-
hold monthly income of US$133.00 and a Human Devel-
opment Index (HDI) of 0.68. The HDI is composed of
indicators of health, education and income, ranging from
zero (lowest value) to a (higher value). The municipality is
situated in the range of Medium Human Development
Index (HDI between 0.6 and 0.699) [23].

The reference population consisted of individuals who
had dental fluorosis with an aesthetic impairment. Initially,
subjects with fluorosis and a Thylstrup and Fejerskov
index (TFI) of =5 were given preference. The TFI classifies
dental fluorosis based on clinical appearance with scores
ranging from zero (enamel presents the normal translu-
cency) to nine (loss of main part of enamel with change
in anatomic appearance of surface). Scores of 5 or more
denote increasing degrees of loss of outermost enamel
[3]. Later, subjects with fluorosis and a TFI <5 were also
included, given the subjective nature of aesthetic per-
ception. Planning for the restorative procedures only in-
cluded the restoration of the anterior teeth primarily
because of two reasons: these were the prime targets of
smile restoration, and these were the procedures that
could actually be performed.

Restorative treatment began in 2009 and was performed
by a dental surgeon previously trained according to spe-
cific protocols for building direct resin veneers [24] and
microabrasion [25], intended to reduce any possible bias.
The direct technique was chosen because it was feasible
to be performed in the individuals’ homes, using mobile
equipment. The affected posterior teeth would require
prosthetic restoration, which was not covered by these
services and impractical for the researchers in terms of
time, travel, and available resources. Patients requiring
treatments other than the ones proposed by the project
were referred to the municipal health network.

The subjects were informed of the existence of the smile
restoration project through posters, flyers, local radio
news, and lectures in schools. Additionally, the cooper-
ation of the community health workers was instrumental.
These professionals previously participated in training
sessions that included information on the causes and
dental manifestations of fluorosis.

The timing and scheduling for the visits was provided.
The restorative dental treatments performed on these
patients were microabrasion of the dental enamel, direct
aesthetic veneers of the composite resin, or a combin-
ation of microabrasion and veneers, according to the se-
verity of the case. The greater the loss of tooth structure
and aesthetic impairment, the greater the indication of
direct veneers. Participants who had several teeth treated
and received veneers or a combination of microabrasion
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and veneers were included in the group with the highest
score (direct veneers).

This study followed the standards and guidelines of
the Resolution 466/2012 of the National Health Council
that regulates research involving human subjects and
was approved by the Ethics Committee of the Federal
University of Minas Gerais (UFMG) under opinion
no. 260/06.

Measurements and analysis

In this study, two trained researchers interviewed the par-
ticipants on two occasions, 24 months apart. The first
interview (baseline) was performed during the completion
of the patients’ dental records (prior to the aesthetic re-
storative treatment). The second interview (follow-up)
was performed 24 months after baseline and was con-
ducted in the homes of the participants, whether living
in an urban or a rural area. Socio-demographic informa-
tion (gender, date of birth, nationality, occupation, and
address) and the initiated treatment (treated tooth,
treatment type, date, color choice, and brand of resin
used) were collected in the dental records.

In order to assess the functional and psychosocial im-
pact of fluorosis, as well as the intervention, the short
version of the Oral Health Impact Profile (OHIP-14) in-
strument was used [26] that is tested and validated for
the Portuguese language [27]. This instrument consists
of seven conceptual dimensions (functional limitation,
pain, psychological discomfort, physical inability, psycho-
logical inability, social inability, and disability) that are for-
mulated with two items in each dimension. The questions
have five answer choices, according to the Likert Scale:
never (0), rarely (1) sometimes (2), often (3), and always
(4). It was requested that the answers be based on experi-
ences from the last 12 months [26].

A descriptive analysis of the results was performed, and
the frequency of responses obtained (always, often, some-
times, rarely, and never) for each item in the instrument
at two times: baseline and follow-up. The always/often
and rarely/never categories were aggregated.

The prevalence, extent and severity of the functional
and psychosocial impact of oral disorders (fluorosis)
were estimated, as suggested by Slade and colleagues
[28] at both times. To estimate prevalence of the impact,
the frequency of interviewees who answered always/
often to one or more questions on the OHIP-14 was cal-
culated. Participants who answered always or often to
one or more questions on the OHIP-14 were considered
with impact. The extent of the impact was evaluated by
calculating the sum of the number of items denoting im-
pact (always/often answers), ranging from 0 to 14. On
the other hand, the severity was estimated by adding the
codes assigned to each item that resulted in scores ranging
from 0 to 56 points, with the highest values corresponding
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to the greatest functional and psychosocial impact of oral
disorders [26].

The effect of the intervention, specifically, the aesthetic
restorative treatment, as perceived by the subjects, was
verified by comparing the prevalence of participants who
had distinguished an impact between both times using
McNemar’s test. The Wilcoxon test was used to compare
the severity of impact between baseline and follow-up,
considering the total OHIP-14 score and the score for
each dimension. These comparisons were also performed
separately considering those participants whose treatment
was microabrasion, composite resin, or a combination of
both methods. These last two formed a single group as
the most invasive intervention (composite resin) was indi-
cated during the restorative planning for both of these
treatments. The Wilcoxon test was also used to compare
the extent of the impact between baseline and follow-up.

The Mann—Whitney test was used to compare the se-
verity of the impact among participants undergoing dif-
ferent types of aesthetic restorative treatments at both
evaluation times. The Statistical Package for the Social
Sciences software (SPSS, version 17.0) was used for ana-
lysis of the data.

Results and discussion

Results

There were 57 individuals who participated in this study,
of which 50.9% were male. The mean age of the partici-
pants was 15.9 years (+4.8 years; 9-27 years), and the
median age was 16 years. Regarding occupation, most
were students (77.2%), followed by rural workers (14%),
domestic workers (3.5%), merchants, housewives, and
teachers (1.8% each).

Fifteen participants were lost to follow-up. Most
dropped out because they left the city to find jobs (ac-
cording to their family members), and two individuals
refused to continue as participants in the study.

As for the aesthetic restorative dental treatment
(Figure 1), most of the participants had microabrasion of
the dental enamel (70.2%), while 14.0% of the participants
had direct aesthetic composite resin veneers and 15.8%
had a combination of microabrasion and veneers.

At baseline, most participants reported never for 11 of
the 14 OHIP-14 items. Approximately one-third of the
participants (33.3%) reported always or often feeling
“worried about their teeth”, and 17.5% reported being
“ashamed of their teeth”. At follow-up, there was a re-
duction in the frequency of participants who reported
always or often feeling “worried about their teeth” (9.5%)
and feeling “ashamed of their teeth” (7.1%). Taking into
account all items of the OHIP-14, the prevalence of the
functional and psychosocial impact on oral disorders
was 43.9% and 11.9%, at baseline and follow-up, respect-
ively (Table 1).
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Figure 1 Teeth with severe fluorosis treated with direct resin aesthetic veneers (baseline, after treatment, and follow-up).

J

Table 2 depicts the prevalence changes observed be-
tween baseline and follow-up, highlighting the migration
of participants from “no impact” conditions (sometimes,
rarely, or never) to “with impact” (always or often) con-
ditions. Of the 15 participants who had an impact at
baseline, 11 had no impact after the aesthetic restorative
treatment (p = 0.006). Considering the prevalence of func-
tional and psychosocial impact according to the OHIP-14
dimensions, there was a significant reduction in the
prevalence of impact on the psychological discomfort

dimension (Table 3). While considering the groups
treated with microabrasion, composite resin, or com-
posite resin/microabrasion, a comparison of the preva-
lence of the impact at the two separate times showed a
significant reduction in the frequency of subjects who
had an impact among those treated with resin (p = 0.031).
There was no significant reduction in the group treated
with microabrasion (p = 0.219).

Regarding severity (sum of all scores), the mean OHIP-
14 value found at baseline was 9.8 (+6.7), with a minimum

Table 1 Impact frequency reported in each dimension of the OHIP-14 among study participants at baseline and upon

follow-up, Sao Francisco, Brazil

OHIP-14 Never/Rarely Sometimes Often/Always
Baseline Follow-up* Baseline Follow-up* Baseline Follow-up*
n % n % n % n % n % n %

Functional 1 Have you ever had problems speaking a word 54 947 39 929 3 53 3 7.1 0 0 0 0

limitation because of your teeth?

2 Did the taste of food become worse because of your 49 860 40 952 8 140 2 48 0 O 0 0
teeth?

Physical pain 3 Did you feel pain in your teeth? 16 281 23 548 39 684 19 452 2 35 0 0
4 Did you have any trouble eating food because of your 38 667 28 667 17 298 13 31 2 35 1 24
teeth?

Psychological 5 Were you worried because of your teeth? 14 246 17 405 24 421 21 5 19 333 4 95

discomfort 6 Did you feel stressed (nervous) because of your teeth? 37 649 30 714 17 298 12 286 3 53 0 0

Physical 7 Did you have trouble eating because of your teeth? 44 772 32 762 12 211 9 214 1 18 1 24

disability 8 Did you have to stop eating because of your teeth? 52 912 38 905 5 88 3 7170 0 1 24

Psychological 9 Did you have trouble relaxing (staying calm) because 46 80.7 34 81 11 193 8 9 0 0 0 0

disability of your teeth?

10 Did you feel ashamed of your teeth?

Social disability 11 Did you get angry with others because of your

teeth?

12 Did you have trouble performing your work and
daily activities because of your teeth?

Handicap 13 Did you feel that life had worsened because of your

teeth?

14 Were you unable to do the things you normally do
every day, because of your teeth?

Functional and psychosocial impact of oral disorders — Taking into account

all itens of the OHIP-14

17 298 28 667 30 526 11 262 10 175 3 7.1
35 614 33 786 18 316 9 214 4 7 0 0
53 93 40 952 2 35 2 48 2 35 O 0
38 667 37 881 16 281 4 95 3 53 1 24
51 895 41 976 4 7 1 24 2 35 0 0

No impact (%) With impact (%)

Baseline Follow-up Baseline

88.1

Follow-up

56.1 439 11.9

*15 participants were lost to follow-up.
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Table 2 Participants with and without functional and
psychosocial impact of oral disorders at baseline and
follow-up, Sao Francisco, Brazil

Follow-up
No impact With impact Total
Baseline No impact 26 1 27
With impact 11 4 15
Total 37 5 42

p =0,006 (McNemar's test)

of zero, a maximum of 32, and a median of 10. Upon
follow-up, the mean OHIP-14 value was 5.9 (+5.5), with a
minimum of zero, a maximum of 20, and a median of 4.
There was a significant reduction in OHIP-14 scores at
the follow-up for the total sample and in the group of
participants whose were treated with microabrasion. At
both times, the greatest impact was observed among
participants in the group whose treatment was composite
resin or composite resin and microabrasion combination
(Table 4). A comparison of the severity OHIP-14 scores
by dimension between the two times showed a signifi-
cant reduction for the domains psychological discom-
fort (p =0.04), psychological disability (p =0.009), and
handicap (p = 0.008) at the follow-up.

Regarding the extent of the impact (number of items
with always/often answers), the average at baseline was
0.82 and upon follow-up was 0.26 (p =0.05, Wilcoxon
test). At baseline, 15 (26.3%) of the participants had one
impact, 4 (7.0%) had two impacts, and 6 (10.7%) had
three or more impacts (3 had three impacts, 1 had four,
1 had five and 1 had seven impacts); the frequencies
for the number of impacts upon follow-up were: one
impact=1 (2.4%), two impact=2 (4.8%), and three
impact =2 (4.8%). The maximum number of impacts
upon follow-up was three (Figure 2).
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Discussion

The study site was a region of Minas Gerais with a history
of a high prevalence and severity of endemic fluorosis
caused by natural fluoride in the water supply of the rural
communities [16-18]. The participants in the study were res-
idents of this region, and most of them were students, with
a mean age of 15.9 years, thus, during adolescence [29].

This study showed that two years after the performance
of the direct aesthetic restorative treatments in patients
with endemic fluorosis, significant improvements were
noted in the prevalence, severity and extent of functional
and psychosocial impact of the oral disorders, as measured
by the OHIP-14. As dental fluorosis in its moderate or se-
vere forms causes functional and aesthetic changes that
interfere with personality development and integration in
the labor market [10], the participants’ reports of concern
and embarrassment because of their teeth at the initiation
of the study are concerning. The significant reduction in
the prevalence of the functional and psychosocial impact
of oral disorders following direct restorative dental
treatment reinforces previous findings from studies on
fluorosis pertaining to the patients’ dissatisfaction with
their appearance, low self-esteem, and feelings of social
exclusion [10,18,30].

The direct dental treatments (which eliminate the need
for dental prosthetic laboratories) were chosen because of
their lower cost, greater preservation of the healthy tooth
structure, and good aesthetics. This option opposes the
hegemonic idea in dentistry that traditionally associates
quality with more sophisticated treatments, which are
causing financial barriers to access dental care. Moreover,
it helps achieve the ethical premise of balance between
“good aesthetics” and avoiding biological damage over the
long run [31]. Microabrasion of the dental enamel, a pro-
cedure performed on most of the participants’ teeth, is a
simple and low-cost technique [32].

Table 3 Comparison of the frequency of participants with an impact at baseline and no impact upon follow-up accord-

ing to the OHIP-14 dimensions, Sao Francisco, Brazil

Baseline* (n=57) Follow-up (n = 42)* p-value***
n (%) n (%)
OHIP-14 dimensions with impact
No impact With impact** Losses**

Functional limitation 0 0 0 0 -
Physical pain 4(7.0) 3(70) 0 1(24) 0.625
Psychological discomfort 19 (33.3) 8 (19.1) 3(7.1) 8 (19.1) 0.039
Physical disability 1(1.8) 1(24) 0 0 1.00
Psychological disability 10 (17.5) 5(11.9) 1(24) 4 (9.5) 0453
Social disability 5(88) 3(7.0) 0 2(48) 0.250
Handicap 3(5.3) 1(24) 1(24) 1(24) 1.00

*Individuals with no impact at baseline were not presented.

**The frequencies of individuals with no impact and losses upon follow-up were included to highlight the migration of responses.

***p-value assessed by McNemar’s test.
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Table 4 Comparisons of the severity of impact (sum of all scores), at the two times in both restorative treatment

groups, Sao Francisco, Brazil

Total Treatment p-value
sample Microabrasion Composite resin; Combination of (Mann-Whitney test)
microabrasion and composite resin
Baseline 10 (5)* 80 (6.0)* 10 (8.0)* 0.002
Follow-up 4 (8.0)* 30 (8.0)* 8 (8.0)* 0.015
p-value (Wilcoxon test) 0.003 0.007 0.180

*Values refer to medians and interquartile distances.

After having the restorative treatments for 24 months,
the participants experienced a reduction in the prevalence
of the functional and psychosocial impact of oral disorders
from 43.9% to 11.9%. The higher frequency of “always” or
“often” responses for the dimensions of discomfort and
psychological disability at baseline and upon follow-up
indicates the chronic (non-transient) character of the
psychosocial impact of oral disorders on the participants’
lives [22,28]. A study by Castilho and colleagues [18]
found that students affected with fluorosis felt embar-
rassed to smile at strangers, because of an apparent as-
sociation between fluorosis and a lack of dental hygiene.
Findings from the study included conflicts between
affected and unaffected students, problems pursuing a
romantic relationship, and uncertainty regarding a future
career. The severe dental fluorosis injuries appeared to be
a stigmatizing factor and contributed to the exclusion of
an entire generation of adolescents and young people by
negatively impacting the quality of life and health of these
people. Restorative treatment seems to have contributed
towards a significant reduction in impact among the
participants. Only one participant migrated from the
“no impact” condition to the “with impact” condition in
the period between treatment completion and follow-up.
At the time of assessment, this participant reported not

visiting a dentist for a long time and considered his own
teeth dark, requiring bleaching. After 24 months, the
effect of the treatment did not satisfy him any longer.

A reduction in the prevalence of impact only among
those subjects treated with resin can be related to the issue
of expectations generated by the treatment. Patients in
need of composite resin or composite resin combined with
microabrasion clinically demonstrated a greater aesthetic
impairment prior to treatment. It is believed that these in-
dividuals have incurred more embarrassment than those
whose treatment only included microabrasion, and their
satisfaction with the end result had a greater impact (easily
achieved). Studies by Castilho and colleagues [14,18] re-
ported that the desire of students with fluorosis to receive
dental treatment improved their social relationships, thus
reinforcing the hypothesis regarding the anticipation of
treatment. Such reports support the significant reduction
in the number of participants experiencing an impact on
the dimension of psychological discomfort.

When the severity of impact was estimated, there was a
significant reduction in the overall OHIP-14 score be-
tween baseline and follow-up in the dimensions of psycho-
logical discomfort, psychological disability, and handicap.
These dimensions include emotional behavior, difficulty
relaxing, feelings of shame, and disadvantages in daily life.

40
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15—
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Number of participants

10

m Follow-up
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Figure 2 Extent of impact (number of items with always/often answers) at baseline and upon follow-up, Sao Francisco, Brazil.




Santa-Rosa et al. BVIC Oral Health 2014, 14:52
http://www.biomedcentral.com/1472-6831/14/52

By separating the study participants into two groups ac-
cording to the treatment received, a significant reduction
in severity was detected in the microabrasion group;
however, the greatest impacts were still observed among
participants in the group whose treatment was composite
resin or composite resin combined with microabrasion at
both times.

A significant reduction in the overall OHIP-14 score
can be interpreted as an improvement in the functional
impact, psychosocial impact, or both on the oral health
in the lives of participants, considering that it denotes a
change in the chronic nature of this impact [22].

During the interviews, the OHIP-14 showed to be quick
and easy application and good understanding by respon-
dents. The OHIP-14 was used in this study, seeking infor-
mation regarding the functional and psychosocial impact
of the oral disorders before and after restorative treatment
by estimating the prevalence, severity, and extent of this
impact, as recommended by Slade and colleagues [28].
Therefore, no attempt was made to assess the impact of
the oral health condition on the quality of life based on
the OHIP-14, a question already well discussed by Locker
and Quifionez [22].

The two-year follow-up evaluation was deliberate, as
the visual impact is large and proportional to satisfaction
immediately after the aesthetic restoration through any
type of treatment [33].

Strengths and limitations

Study participants had long been yearning for restorative
dental treatment that might bring back their ability to
smile, even at strangers, thus facilitating social inclusion.
Moreover, smiling is a universal act of human behavior,
common to all cultures and is “a ritual of approach”
[34]. The treatments performed proved to be competent
for reducing the functional and psychosocial impact of the
oral disorders as measured by the OHIP-14, pointing to
the possibility of establishing protocols to be used in pro-
grams aimed at restoring the aesthetics and functionality
of the anterior teeth in large populations.

Besides the importance of dental intervention, it should
be noted that another contribution of this study was the
training of the community health workers regarding the
causes and dental manifestations of fluorosis. Considering
that this profession came into existence with the core idea
of serving as a link between the community and the public
health system [35], as well as acting as multipliers of infor-
mation, it was essential to clarify that the dental changes
were a result of the excessive and continued ingestion of
fluoride and not of a lack of personal hygiene (self-care) as
many thought.

Because of ethical issues, the study had no comparison
group; therefore, it cannot be assumed with certainty that
the impact was secondary to the treatment. The sample
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size and the losses may have influenced the analysis, due
to loss of statistical power in hypothesis testing. Despite
these limitations, the results showed the importance of re-
storative intervention in decrease the prevalence, severity
and extent of the functional and psychosocial impact of
oral disorders. It is essential to highlight that the original-
ity of this study complied with the ethical limits of re-
search involving humans.

Conclusions

Two years after the performance of the direct aesthetic
restorative treatments in patients with endemic fluorosis,
significant improvements were noted in the prevalence
and severity, as well as the extent of the functional and
psychosocial impact of the oral disorders, as measured
by the OHIP-14.

Competing interest
The authors declare no competing interest.

Authors’ contributions

TTASR was responsible for the acquisition of the data, the analysis and
interpretation of the data and the organization and drafting of the paper.
RCF was responsible for data analysis and interpretation. AMAD and CSM
was responsible for acquisition and data interpretation. AMDV and EFF were
responsible for the study supervision during data collection and assisted
with the data analysis and interpretation, thus contributing critically to the
progress of the study. All authors reading and approving the final
manuscript.

Acknowledgements
The authors are grateful to CNPq and FAPEMIG for the financial support.

Author details

'Department of Dentistry, State University of Montes Claros, Montes Claros,
MG, Brazil. “Department of Community and Preventive Dentistry, School of
Dentistry, Federal University of Minas Gerais, Belo Horizonte, MG, Brazil.
3postgradute Program in Dentistry, Department of Community and
Preventive Dentistry, School of Dentistry, Federal University of Minas Gerais,
Belo Horizonte, MG, Brazil. “Department of Restorative Dentistry, School of
Dentistry, Federal University of Minas Gerais, Belo Horizonte, MG, Brazil.

Received: 22 September 2013 Accepted: 7 May 2014
Published: 13 May 2014

References

1. Besten PK: Dental fluorosis: its use as biomarker. Adv Dent Res 1994,
8:105-110.

2. McDonagh MS, Whiting PF, Wilson PM, Sutton AJ, Chestnutt |, Cooper J,
Misso K, Bradley M, Treasure E, Kleijnen J: A systematic review of public
water fluoridation. BMJ 2000, 321:855-859.

3. Thylstrup A, Fejerskov O: Clinical appearance of dental fluorosis in
permanent teeth in relation to histological changes. Community Dent
Oral Epidemiol 1978, 6:315-328.

4. Fejerskov O, Baelum V, Manji F, Malle IJ: Dental Fluorosis: A Handbook for
Health Workers. Copenhagen, Denmark: Munksgaard; 1988:123.

5. Kock G, Fejerskov O, Thylstrup A: Flior no tratamento da carie dentaria.
In Cariologia clinica. Edited by Thylstrup A, Fejerskov O. Sdo Paulo, Brasil:
Santos; 1997:259-281.

6. Baldani MH, Aratjo PFF, Wambier DS, Strosky ML, Lopes CML: Percepcao
estética de fluorose dentaria entre jovens universitarios. Rev Bras
Epidemiol 2008, 11:597-607.

7. Tenuta LMA, Cury JA: Fluoride: its role in dentistry. Braz Oral Res 2010,
2:9-17.

8. World Health Organization: Guidelines for drinking-water quality. Geneva,
Switzerland: WHO; 2011:564.



Santa-Rosa et al. BVIC Oral Health 2014, 14:52
http://www.biomedcentral.com/1472-6831/14/52

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

Paiva SM, Barros-Filho MA: Contribution to the study of dental fluorosis, in 33.
permanent dentition, in a community with endemic fluorosis (Cocal,
Urussanga, Santa Catarina). Rev Odontopediatria 1993, 2:5-15.
Cangussu MCT, Narvai PC, Fernandez RC, Djehizian V: Dental fluorosis in
Brazil: a critical review. Cad Saude Publ 2002, 18:7-15. 35.
Furtado GES, Sousa MLR, Barbosa TS, Wada RS, Martinez-Mier EA, Aimeida
MEL: Perception of dental fluorosis and assessment of agreement
between parents and children: validation of an instrument. Cad Saude

34.

Page 8 of 8

Silva MES, Magalhaes CS, Ferreira EF: Complete removable prostheses:
from expectation to (dis)satisfaction. Gerodontology 2009, 26:143-149.
Wolf SMR: The psychological significance of tooth loss in adult subjects.
Rev APCD 1988, 52:307-316.

Brasil: Lei n. 11.350, de 5 de outubro de 2006 (in Portuguese). National
Congress. Avaialable at http://www.planalto.gov.br/ccivil_03/_ato2004-2006/
2006/1ei/111350.htm Acessed June 2013.

Publ 2012, 28(8):1493-1505.

De Souza CF, Lima JF Jr, Adriano MSPF, Carvalho FG, Forte FDS, Oliveira RF,
Silva AP, Sampaio FC: Assessment of groundwater quality in a region of
endemic fluorosis in the northeast of Brazil. Environ Monit Assess 2013,

doi:10.1186/1472-6831-14-52

Cite this article as: Santa-Rosa et al: Impact of aesthetic restorative
treatment on anterior teeth with fluorosis among residents of an
endemic area in Brazil: intervention study. BMC Oral Health 2014 14:52.

185(6):4735-4743.

Veldsquez LNM, Fantinel LM, Ferreira EF, Castilho LS: Dental fluorosis
endemism related to natural groundwater contamination by fluoride in
Mid Sao Francisco basin, Minas Gerais State, Brazil. In Proceedings of
Fourth International Conference on Safe Water. RJ, Brazil: Rio de Janeiro;
2006:1-21.

Castilho LS, Ferreira EF, Veldsquez LNM, Fantinel LM, Perini E: Beliefs and
attitudes about endemic dental fluorosis among adolescents in rural
Brazil. Rev Saude Publ 2010, 44:261-266.

Brasil, Ministério da Saude: Portaria n° 635, de 26 de dezembro de 1975.
Aprova normas e padrdes sobre fluoretagdo da agua dos sistemas
publicos de abastecimento, destinada ao consumo humano. In Didrio
Oficial da Unido, Brasilia, Poder Executivo, DF,26 dez. 1975.

Adelério AC, Vilas-Novas LS, Castilho LS, Vargas AMD, Ferreira EF, Abreu
MHNG: Accuracy of the simplified Thylstrup & Fejerskov index in rural
communities with endemic fluorosis. Int J Environ Res Publ Health 2010,
7:927-937.

Ferreira EF, Vargas AMD, Castilho LS, Veldsquez LNM, Fantinel LM, Abreu
MHNG: Factors associated to endemic dental fluorosis in Brazilian rural
communities. Int J Environ Res Publ Health 2010, 7:3115-3128.

Castilho LS, Ferreira EF, Perini E: Perceptions of adolescents and young
people regarding endemic dental fluorosis: psychosocial suffering. Health
Soc Care Community 2009, 17:557-563.

McGrath C, Bedi R: A national study of the importance of oral health to
life quality to inform scales of oral health related quality of life. Qual Life
Res 2004, 13:813-818.

Biazevic MGH, Rissotto RR, Michel-Crosato E, Mendes LA, Mendes MOA:
Relationship between oral health and its impact on quality of life among
adolescents. Braz Oral Res 2008, 22:36-42.

Gabardo MCL, Moysés ST, Moysés S: Autopercepcao de saude bucal
conforme o Perfil de Impacto da Saude Bucal (OHIP) e fatores
associados: revisdo sistematica. Rev Panam Salud Publ 2013, 33:439-445.
Locker D, Quifionez C: To what extent do oral disorders compromise the
quality of life? Community Dent Oral Epidemiol 2011, 39:3-11.

United Nations Development Programme: UNPD; 2013. http://www.pnud.
org.br/IDH/Atlas2013.aspx?indiceAccordion=1&li=li_Atlas2013.

|6rio PC: Dentistica Clinica Adesiva e Estética. Sao Paulo, Brasil: Editora Santos;
1999:88-124.

Mondelli J, Mondelli RFL, Bastos MTAA, Franco EB: Microabrasion with
phosphoric acid. Rev Bras Odontol 1995, 2:20-22.

Slade GD: Derivation and validation of a short-form oral health impact
profile. Community Dent Oral Epidemiol 1997, 25:284-290.

Oliveira BH, Nadanovsky P: Psychometric properties of the Brazilian

version of the oral health impact profile-short form. Community Dent Ve
Oral Epidemiol 2005, 33:307-314.

Slade GD, Nuttall NN, Sanders AE, Steele JG, Allen PF, Lahti SS: Impacts of
oral disorders in the United Kingdom and Australia. Br Dent J 2005,
198:489-493.

Peres F, Rosenburg CP: Unveiling the design of teenage/adolescent in
public health discourse. Satide Soc 1998, 7:53-86.

Astrom AN, Mashoto K: Determinants of self-rated oral health status
among school children in northern Tanzania. Int J Paediatr Dent 2002,
12:90-100.

Kelleher MM: Ethical issues, dilemmas and controversies in ‘cosmetic' or
aesthetic dentistry. A personal opinion. Br Dent J 2012, 212:365-367.
Croll TP, Donly KJ: Enamel microabrasion for removal of decalcification,
dysmineralization, and surface texture defects. Am J Esthetic Dent 2013,
3:92-99.

~
Submit your next manuscript to BioMed Central
and take full advantage of:
¢ Convenient online submission
¢ Thorough peer review
* No space constraints or color figure charges
¢ Immediate publication on acceptance
¢ Inclusion in PubMed, CAS, Scopus and Google Scholar
* Research which is freely available for redistribution
Submit your manuscript at ( -
www.biomedcentral.com/submit BiolVed Central
J



http://www.pnud.org.br/IDH/Atlas2013.aspx?indiceAccordion=1&li=li_Atlas2013
http://www.pnud.org.br/IDH/Atlas2013.aspx?indiceAccordion=1&li=li_Atlas2013
http://www.planalto.gov.br/ccivil_03/_ato2004-2006/2006/lei/l11350.htm
http://www.planalto.gov.br/ccivil_03/_ato2004-2006/2006/lei/l11350.htm

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Design (Study Area and Sample)
	Measurements and analysis

	Results and discussion
	Results
	Discussion
	Strengths and limitations

	Conclusions
	Competing interest
	Authors’ contributions
	Acknowledgements
	Author details
	References

