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Abstract

Background: According to the World Health Organization, one in every 10 people has a disability, and more than
two-thirds of them do not receive any type of oral dental care. The Brazilian Constitution of 1988 guarantees all
civilians including disabled people the right to healthcare, shaping the guidelines of the Brazilian National Health
Care System (Sistema Único de Saúde – SUS). However, there is limited information about the true accessibility of
dental services. This study evaluated the accessibility of public dental services to persons with disabilities in
Fortaleza, Ceará, which has the third highest disability rate in Brazil.

Methods: A cross-sectional quantitative study using structured questionnaires was administered to dentists (n = 89)
and people with disabilities (n = 204) to evaluate the geographical, architectural, and organizational accessibility of
health facilities, the communication between professionals and patients with disabilities, the demand for dental
services, and factors influencing the use of dental services by people with motor, visual, and hearing impairments.

Results: 43.1% of people with disabilities do not recognize their service as a priority of Basic Health Units (BHU),
52.5% do not usually seek dental care, and of those who do (n = 97), 76.3% find it difficult to receive care and
84.5% only seek care on an emergency basis. Forty-five percent are unaware of the services offered in the BHU. Of
the dentists, 56.2% reported difficulty in communicating with deaf patients, and 97.8% desired interpreters stationed
in the BHU. People with disabilities gave better accessibility ratings than dentists (p = 0.001). 37.3% of the patients
and 43.8% of dentists reported inadequate physical access infrastructure (including doors, hallways, waiting rooms,
and offices). Dentists (60%) reported unsafe environments and transportation difficulties as geographical barriers,
while most people with disabilities did not report noticing these barriers.

Conclusions: While access to dental services has increased in Fortaleza, the lack of accessibility of health units and
their surroundings does not promote the treatment of people with disabilities. Cultural, organizational, architectural,
geographical, and communication barriers constrain the demand for and use of oral dental care services by this
social segment.
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Background
More than one billion people in the world live with
some form of disability. Despite the high prevalence of
disability, a disproportionate percentage of disabled indi-
viduals do not receive oral dental care [1-3]. In Brazil,
the Constitution of 1988 ensures the right to healthcare
for all civilians. The constitution structures the guide-
lines of the Brazilian National Health Care System, also
known as the Unified Health Care System (Sistema
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Único de Saúde – SUS) [4]. However, there is limited
evidence of the accessibility of SUS oral health services
to disabled persons.
The SUS organizes primary care through the Family

Health Strategy (FHS), which is responsible for health
promotion and the prevention, treatment, and rehabilita-
tion of diseases and health conditions. The FHS team
comprises a doctor, a nurse, a dentist, technical assis-
tants, and community health agents [5]. The Oral Health
Teams (OHT) consist of a dentist and FHS technical
assistants.
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The National Health Policy for Persons with Dis-
abilities [6], supported by various national laws [7-9],
ensures the rights of people with disabilities in many dif-
ferent fields, including dental care. OHTs must be able
to embrace, assess, and provide dental care to all pa-
tients. Patients should only be referred to secondary care
and tertiary (hospital) care when the capacity of the FHS
service is exhausted [10,11]. FHS services, including
OHTs, are provided in Family Health Care Units (FHU),
which are located in neighborhoods and which form a
strong link to the local community. Given their geo-
graphical and sociocultural proximity to the surrounding
community, FHUs should be centers for excellence in
care for people with disabilities [5,12]. However, infor-
mation about the accessibility of Brazilian dental services
in the literature is very limited.
The causes and consequences of disability vary from

country to country, and consequences can differ depen-
ding on socioeconomic circumstances and state policies
[13]. The lack of information on the identity, number,
and geographical distribution of persons with disabilities,
as well as on the nature of their disabilities, makes it dif-
ficult to design and implement targeted public health-
care policies in accordance with the actual needs of the
population. In addition, little is known about the ability
of the healthcare system to meet these needs. Fortaleza
is the capital of the State of Ceará in northeast Brazil. It
is the fifth largest city in the country, with approxi-
mately 2.5 million inhabitants. The Brazilian Institute of
Geography and Statistics (Instituto Brasileiro de Geografia
e Estatistica – IBGE) states that the State of Ceará has the
third highest rate of disability (27.69%) in Brazil, higher
than the northeastern (26.63%) and national (23.92%)
rates [14]. Despite this, little is know about assess the
accessibility of dental services by disabled persons in
Fortaleza-Ceará.
The potential vulnerability of persons with disabilities

is compounded because the incidence of caries and peri-
odontal disease in people with special needs is higher
than in the general population [3,15,16], and because
these patients should be seen by dentists who under-
stand their needs [17]. It is critical to provide this popu-
lation access to public healthcare services that take into
account their specific health, cultural, and social needs
[6]. Thus, it is necessary to implement the National Policy
for the Integration of Persons with Disabilities, ensuring
equal access to oral health in the perspective of integrated
care [18].
Accessibility is understood as the product of the

relationship between the effective availability of health
services due to the resistance presented by the environ-
ment, and the individuals’ access to these services [19].
It can also be understood as the ease with which persons
with disabilities can use health services owing to the
characteristics of the system and the services, and the
chance they have to overcome organizational and geo-
graphical barriers [12] as well as barriers presented by
the physical structure of the FHU and the difficulty of
communication between professionals and patients.
This study aims to assess the accessibility of dental

services in Fortaleza-Ceará, Brazil, to people with motor,
visual, and hearing disabilities, considering the presence
or absence of geographical, architectural, organizational,
cultural, economic, and communication barriers.
Methods
A quantitative cross-sectional study was conducted in
the city of Fortaleza. Because of the lack of exact infor-
mation about the number of people with disabilities in
the city, the research estimated that 15% of the total
population (2.5 million) had disabilities. This percentage
was based on the percentage of people with disabilities
in the region and access to local documents [14,20]. A
probability sample of 204 people (the ‘disability’ group)
with motor, hearing, or visual disabilities was obtained
(sampling error of 7% and a 95% confidence interval). A
sample of 89 dentists (the ‘dentist’ group) was recruited
by randomly selecting one OHT dentist at each of the
89 FHU in the city. Data were collected using author-
developed structured questionnaires, which were first
piloted on 10 dentists and 10 persons with disabilities
(not included in the samples) to adjust the instrument to
account for the subjects’ perceptions, understanding,
and ability to answer the questions.
The dentists were interviewed in the FHU where they

worked to 1) assess geographical accessibility, the archi-
tectural structure of the FHU and dental offices, the
communication between professionals and users with
disabilities, and the organizational structure of dental
services in the FHU; and 2) to identify the demand for
dental services and factors that hinder or facilitate the
use of these services by people with motor, visual, and
hearing impairments.
The dentists and Community Health Agents (CHA) at

each FHU helped to identify the persons with disabilities
residing in the adjacent area. Interviews were carried
out at individuals’ houses, at the Center for Integrated
Medical Care (Núcleo de Atenção Médica Integrada –
NAMI) of the University of Fortaleza (Universidade de
Fortaleza), and at the Ceará Deaf Education Institute
(Instituto Cearense de Educação de Surdos – ICES).
NAMI was chosen because it is part of the SUS and is a
reference center for the city of Fortaleza. The ICES
is a bilingual school (Portuguese and Brazilian Sign
Language – Língua Brasileira de Sinais – LIBRAS) and
it is the only state public institution devoted exclusively
to educational services for deaf people.
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The results were analyzed using SPSS version 19.0
(SPSS Inc., Chicago, IL, USA). The Research Ethics
Committee of the University of Fortaleza (Universidade
de Fortaleza – UNIFOR) approved the study protocol
(process No. 409/2011) and all participants signed an
informed consent form.

Results
Responses were collected from 293 people: 89 dentists
and 204 people with a disability. The ages in the disability
group ranged from 3 to 97 years (mean 39.8, SD = 22.7),
while the dentists were aged between 25 and 55 years
(mean 35.8, SD = 6.3).
In the disability group, 104 (51.0%) had a motor dis-

ability, 75 (36.8%) a hearing disability, and 25 (12.3%) a
visual disability. One hundred and twelve (54.9%) were
male, 71 (34.8%) had not completed high school,
62 (30.4%) dropped school before completing elementary
school, and 24 (11.8%) had never attended school. One
hundred and nine (53.4%) people were retired or pen-
sioners, 109 (53.4%) were single, 195 (95.6%) lived with
their parents or relatives, and 135 (66.2%) had a family
income between one to two times the minimum wage
(approximately US$330–660).
From the 204 individuals interviewed, 88 (43.1%) do

not feel that their service is a priority. One hundred and
seven (52.5%) reported not seeking dental services at the
FHU on a regular basis, except in emergency situations
(n = 82, 84.5%), while 23.5% (n = 48) used private ser-
vices. Of those who seek care in the FHU (n = 97),
74 (76.3%) have difficulty receiving dental care. Forty five
percent (n = 92) of users with disabilities do not know
how dental services are organized in the FHU because
they do not use them.
Of the dentists, 67 (75.3%) were women, 63 (70.8%)

had completed a specialization program, 39 (43.8%) de-
voted their time exclusively to the FHS, and 60 (67.4%)
had a family income of more than 10 minimum wages
(approximately US$3,300). Their mean duration of work
at the FHS was 7.9 years (SD = 3.3). A total of 74 (83.1%)
dentists had no special training for working with dis-
abled patients. Seventy-two dentists (80.9%) reported
that there is no daily scheduling of dental visits for pa-
tients with disabilities. Forty-nine (55.1%) mentioned a
long wait for consultation; 64 (71.9%) reported insuf-
ficient staff to meet the demand; 48 (53.9%) reported not
feeling qualified to work with people with special needs
because of the difficulty of the clinical management of
these patients; and 72 (80.9%) reported difficulties in
communicating with patients with disabilities, especially
deaf people. In addition, 87 dentists (97.8%) reported the
lack of LIBRAS interpreters in the FHU.
The architectural, geographical, organizational, and

communicational characteristics of the FHU, from the
point of view of dentists and people with disabilities, can
be seen in Tables 1, 2, and 3. The tables show that den-
tists and people with disabilities evaluate these items
differently.

Discussion
To the authors’ best knowledge, this is the first study of
this nature and scope to be performed in Brazil, with re-
sults that may reflect the national reality. Moreover, the
state of Ceará ranks third in Brazil in the number of
people with disabilities [20], which by itself justified the
development of this study. This research contributes to
the civil and scientific community, because the data ob-
tained identify the characteristics of people with disabil-
ities and the need for public policies targeting this
population, and especially those with a low income and
education level who lack access to existing goods and
services.
The important findings include the lack of demand for

general dental services by people with disabilities and,
more specifically, the poor use of dental services pro-
vided by the SUS. Approximately one-third of people
with disabilities said that they had never sought dental
care in the FHU, and roughly 40% had never been exa-
mined by a dentist in Fortaleza’s public health service.
The cause of this service gap is unclear, but it may be
based on the sociodemographic, educational, and cul-
tural profiles of people with disabilities, the lack of prio-
rity given to disability services, misunderstandings of the
dental care system, and barriers to communication and
access to healthcare services caused by geographical and
architectural problems in the local area and in the FHU.
The prevalence of people with disabilities who were

male and who had low income and education levels may
explain the decreased demand for dental care and the
poor use of services, given that sociodemographic fac-
tors, perceived need, beliefs, and the importance given
to oral health strongly influence the use of dental ser-
vices. These data are corroborated by Rohr and Barcellos
[21] who found that women, people with a higher educa-
tion level, and those with a better socioeconomic status
are more likely to visit the dentist on a regular basis.
Other studies show that men, and particularly those with
lower levels of education, seek health services less fre-
quently than women do because they see this type of
care as a ‘woman’s thing’. Moreover, the opening hours
of dental services match the men’s working hours, their
needs are not met in a single consultation, and they tend
to feel invulnerable to harm [22,23].
Although people with disabilities have achieved gov-

ernment policies that ensure their access to goods and
services, health inequalities are still present [24]. They
still experience difficulties in education and in the labor
market because of their generally low level of education



Table 1 Archtectural accessibility from the point of view
of the persons with disability and the dentists

Archtectural accessibility Persons with
disability

Dentists p* value

n % n %

Adapted physical structure p < 0.001

Yes 94 46.1 19 21.3

No 76 37.3 39 43.8

Partially - - 31 34.8

I do not know 34 16.6 - -

Ramps p = 0.001

Yes 111 54.4 57 64.0

No 65 31.9 32 36.0

I do not know 28 13.7 - -

Handrails p = 0.001

Yes 40 19.6 15 16.9

No 136 66.7 74 83.1

I do not know 28 13.7 - -

Steps p < 0.001

Yes 56 27.5 44 49.4

No 120 58.8 45 50.6

I do not know 28 13.7 - - p = 0.001

Parking spaces

Yes 8 3.9 7 7.9

No 168 82.4 82 92.1

I do not know 28 13.7 - -

Wide doors p < 0.001

Yes 102 50.0 32 36.0

No 74 36.3 57 64.0

I do not know 28 13.7 - -

Wide corridors p < 0.001

Yes 95 46.6 39 43.8

No 81 39.7 50 56.2

I do not know 28 13.7 - -

Corridor signs p < 0.001

Yes 28 13.7 9 10.1

No 148 72.6 80 89.9

I do not know 28 13.7 - -

Braille orientation in the FHC p = 0.001

Yes 3 1.5 1 1.1

No 173 84.8 88 98.9

I do not know 28 13.7 - -

Adapted waiting rooms p < 0.001

Yes 107 52.5 29 32.6

No 69 33.8 60 67.4

I do not know 28 13.7 - -

Table 1 Archtectural accessibility from the point of view
of the persons with disability and the dentists (Continued)

Adapted dental offices p < 0.001

Yes 109 53.4 33 37.1

No 66 32.4 56 62.9

I do not know 29 14.2 - -

Adapted toilet p = 0.001

Yes 38 18.6 14 15.7

No 138 67.6 75 84.3

I do not know 28 13.7 - -

Wheelchair p < 0.001

Yes 58 28.4 43 48.3

No 118 57.8 46 51.7

I do not know 28 13.7 - -

Fortaleza-CE, 2012.
Source: Developed by the author (2012). *Pearson’s chi-squared test.
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and lack of qualifications, and because of companies’ re-
sistance to hire this group of people [18]. These diffi-
culties affect other social sectors, including oral health,
demonstrating the need to implement educational, health-
care, and rehabilitation interventions to reintegrate them
into society.
The large percentage of this population that only seeks

dental treatment for urgent care requires attention. Pre-
vious research corroborates the finding that pain is the
main reason for seeking professional help [25]. The
authors identified pain as a major reason for dental
visits. They argued that most oral problems are not a
threat to life and are, in general, treatable episodes, and
that this perceived lack of urgency significantly limits
the use of dental services [21]. Indeed, a large percentage
of the users in our sample reported attending the FHU
for dental emergencies only, rather than for preventive
and restorative care.
This pattern of health-seeking behavior is not re-

stricted to the city of Fortaleza or to Brazil. Research
conducted in the province of Ontario, Canada, revealed
that although 89% of dentists treat disabled people, only
a small percentage of these people seek dental care, even
though most of them recognize the importance of oral
healthcare and have no barriers to physical access
[26,27]. A large percentage of these individuals reported
finding it very difficult to carry out their daily life activ-
ities and to access the dental facilities because over 70%
require an escort. The specific difficulties in this sample
can be explained, to some extent, by the greater pro-
portion of people with motor disabilities and by the geo-
graphical and architectural barriers involved. Lack of
autonomy is known to be an access-limiting factor,
which may partially explain the low demand for oral ser-
vices [28]. It is interesting to note that the ability of



Table 2 Data on geographical accessibility from the
point of view of the persons with disability and the
Dentists - chi-squared test between variables

Geographical accessibility Persons with
disability

Dentists p* value

n % n %

Long time to get to the FHC p = 0.001

Yes 60 29.4 36 40.4

No 114 55.9 53 59.6

I do not know 30 14.7 - -

Home very far from the FHC p = 0.001

Yes 44 21.6 25 28.1

No 130 63.7 64 71.9

I do not know 30 14.7 - -

Needs a scort p < 0.001

Yes 146 71.6 86 96.6

No 28 13.7 3 3.4

I do not know 30 14.7 - -

Dificulty with transportation p < 0.001

Yes 64 31.4 53 59.6

No 110 53.9 36 40.4

I do not know 30 14.7 - -

High expenses with
transportation

p < 0.001

Yes 35 17.2 24 27.0

No 139 68.1 65 73.0

I do not know 30 14.7 - -

Presence of slopes p < 0.001

Yes 24 11.8 34 38.2

No 150 73.5 55 61.8

I do not know 30 14.7 - -

Presence of stairs p < 0.001

Yes 10 4.9 8 9.0

No 164 80.4 81 91.0

I do not know 30 14.7 - -

Unsafe surroundings p < 0.001

Yes 48 23.5 58 65.2

No 126 61.8 31 34.8

I do not know 30 14.7 - -

Fortaleza-CE, 2012.
Source: Developed by the author (2012). *Pearson’s chi-squared test.
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persons with disabilities to access health services auto-
nomously depends, in addition to their physical condi-
tion, on mobility conditions in the streets and social
spaces.
Notably, in Fortaleza, there was a difference in percep-

tion between dentists and persons with disabilities. A
large number of dentists reported that they prioritized
the care of people with disabilities in the basic health-
care unit, while a striking percentage of people with dis-
abilities did not feel that their care was prioritized.
Subjects with disabilities reported having difficulty recei-
ving dental care at the basic healthcare unit in Fortaleza.
Furthermore, although the SUS remains the preferred
place of care for most of these subjects, 23.5% used pri-
vate services. This finding is related to the subjects’ un-
familiarity with the organizational system of FHU dental
services and may explain the low level of demand, justi-
fying why a large number of people with disabilities do
not use this service and therefore cannot answer ques-
tions on issues related to dental care.
The dentists’ biggest criticisms of geographical, archi-

tectural, and organizational barriers can be attributed to
their higher educational and sociocultural level, when
compared with people with disabilities. They have a dif-
ferent understanding of accessibility and a greater ability
to problematize it. Their education leads dentists to
understand that the real rights of people with disabilities
are not being fully considered and will never be satisfied
by partial improvements, while people with disabilities
do not claim the fulfillment of these aspects.
The main organizational barriers identified by the den-

tists relate to the difficulty in booking dental appoint-
ments, despite the reception system for receiving the
patient in the health unit and listening to their requests
and needs. Dentists also cite the long waiting time for
consultations and insufficient staff to meet demands,
and more than half reported not feeling qualified to
work with people with special needs because of the diffi-
culty in the clinical management of and communication
with these people, especially the deaf individuals. This
need for training is also felt in other countries, with edu-
cational resources for dentists on providing care to special
needs patients being considered essential to ensure the
provision of high-quality care for those in need [17,29].
These barriers affect access, quality of care, and pa-

tient reception, thus compromising the outcomes of oral
healthcare. The findings in Brazil are legitimated by
other studies in which barriers related to the mode of
health services organization stand out. Given the ab-
sence of protocols for scheduling, reception, and patient
care within primary healthcare, accessibility is greatly in-
fluenced by the units’ organizational characteristics,
which reflect the different local management and profes-
sional profiles [12,19].
Difficulties in communication are commonly empha-

sized as a barrier for patients with special needs [30].
The difficulty in communicating with the dentist during
clinical care reported by the majority of deaf people and
the lack of LIBRAS interpreters at the clinic necessitates
the presence of a family member or a listener to inter-
mediate the communication. This is corroborated by



Table 3 Data on organizational and communicational
accessibility of dental services from the point of view of
the person with disability and the Dentists

Organizational/communicational
accessibility

Persons with
disabilities

Dentists p* value

n % n %

Persons with disabilities receive
priority care in the FHC

p < 0.001

Yes 99 48.5 75 84.3

No 88 43.1 6 6.7

Partially 17 8.3 8 9.0

Type of priority p < 0.001

Home visit 19 9.3 - -

Examinations 1 0.5 - -

Scheduling of consultations 7 3.4 15 16.9

Clinical care 31 15.2 53 59.5

Do not wait in line 1 0.5 - -

Did not answer 145 71.1 21 23.4

Persons with disabilities seek
dental services in the FHC

p < 0.001

Yes 97 47.5 46 51.7

No 107 52.5 43 48.3

FHC works during day and
night time (up to 10 pm)

p < 0,001

Yes 27 13.2 51 57.3

No 85 41.7 38 42.7

I do not know 92 45.1 - -

Dentist participate in the
embracement**

Yes - - 59 66.3

No - - 30 33.7

I do not know - - - -

Daily scheduling of dental
consultations

p < 0.001

Yes 25 12.3 17 19.1

No 87 42.6 72 80.9

I do not know 92 45.1 - -

Existence of waiting list p < 0.001

Yes 72 35.3 27 30.3

No 41 20.1 62 69.7

I do not know 91 44.6 - -

Long waiting time for care p < 0.001

Yes 73 35.8 49 55.1

No 40 19.6 40 44.9

I do not know 91 44.6 - -

Table 3 Data on organizational and communicational
accessibility of dental services from the point of view of
the person with disability and the Dentists (Continued)

Referred through the reference
system

p < 0.001

Yes 106 52.0 81 91.0

No 6 2.9 8 9.0

I do not know 92 45.1 - -

Return to the unit through the
counter-reference system

p < 0.001

Yes 97 47.5 67 75.3

No 15 7.4 22 24.7

I do not know 92 45.1 - -

Enough Dentists to meet
the demand

p < 0.001

Yes 57 27.9 25 28.1

No 55 27.0 64 71.9

I do not know 92 45.1 - -

Dentist qualified to work with
persons with disabilities

p < 0.001

Yes 83 40.7 41 46.8

No 31 15.2 48 53.9

I do not know 90 44.1 - -

Dentist can easily communicate
with deaf people***

p < 0.001

Yes 58 77.3 50 56.2

No 6 8.0 10 11.2

Partially 6 8.0 29 32.6

Never communicated 5 6.7 - -

Libras interpreter in the FHC p < 0.001

Yes 4 2.0 2 2.2

No 108 52.9 87 97.8

I do not know 92 45.1 - -

Fortaleza-CE, 2012.
Source: Developed by the author (2012). *Pearson’s chi-squared test.
**This question was not asked to persons with disabilities.
***This question was asked to people with hearing impairments and
the Dentists.
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studies showing that the communication barriers, the
lack of interpreters, and the lack of staff training specific
to caring for this population are responsible for gene-
rating mismatch between legal decisions, the expecta-
tions of the deaf patients, and the actual services that
can be offered at healthcare units [31].
According to the Brazilian Decree 5626/05 [32], health

services must provide specific high-quality care for the
deaf community to enable them to use dental services.
In practice, this was not the reality found in Fortaleza’s
FHU, where there were multiple barriers to adequate
care for this community.
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In keeping with Freitas et al. [33], who evaluated how
deaf individuals perceived communication with dental
professionals, this study observed that people with dis-
abilities with low income are the ones who seek public
healthcare services. These patients report that they are
well assisted when they need dental care. However, the
dentists do not know LIBRAS and they believe that the
presence of interpreters in the FHU would facilitate
communication with and care of those individuals with
hearing loss.
Other studies have found that dentists try to maintain

communication through written or verbal language, but
because their speech is fast, lip reading is compromised,
indicating that training dental professionals on the use
of LIBRAS could improve accessibility by facilitating
communication with deaf people, reducing the gap iden-
tified [33,34].
Although most people with disabilities did not em-

phasize geographical and architectural barriers as the
main factors preventing access, approximately one-third
of these users reported substantial time and difficulty
traveling to the FHU. Likewise, they did not emphasize
the lack of physical adaptations of the facility to meet
their needs, including the lack of handrails and the lack
of adaptation of doors, corridors, waiting rooms, and
dental offices.
The difficulties in traveling to the health services iden-

tified by most dentists, including time, transportation,
escort needs, and patient security, compromise acces-
sibility. These findings are in agreement with those of
Silva Junior et al. [35] concerning healthcare professionals
from a sanitary district in Salvador, Bahia, Northeastern
Brazil, where some coverage areas were far away from the
FHU; this distance was a key barrier to access. Geogra-
phical accessibility is known to be an important factor in
the effective use of health services, and the correct spatial
distribution of services and patients will promote the ap-
propriate use of health services [36].
Around 10% of dentists mentioned the poor condition of

sidewalks and street paving. This observation is important
because these conditions can impede or even prevent the
mobility of people with disabilities, especially visually im-
paired individuals and people in wheelchairs. Vasconcelos
and Pagliuca [37] mapped public roads in a city in Ceará,
and they highlighted the unsafe conditions to which
people with disabilities are exposed to on the way to
healthcare facilities. They emphasized that these condi-
tions limit free movement, especially for people in wheel-
chairs, who use crutches, or who have otherwise reduced
mobility. In addition, the roads lacked audible traffic sig-
nals, tactile paving, and other adaptations that would fa-
cilitate the movement of people with disabilities.
The dentists identified barriers present in the physical

structure of the FHUs that make them less suitable for
people with special needs. They note that most FHUs in
Fortaleza have no handrails and no parking spaces re-
served for people with special needs. Most FHU corri-
dors have no guide signs or information in Braille, and
more than half have no adapted toilets or wheelchairs.
The width of doors and corridors and the size of waiting
rooms and dental offices were also identified as restric-
tions, corroborating other studies that show breaches of
accessibility rules for healthcare units and the need to
improve the physical infrastructure [28,37].
In this perspective, geographical accessibility describes

the distance traveled by users to obtain healthcare,
encompassing the linear distance, traveling time, and
costs related to traveling [19,38]. Architectural acces-
sibility includes the physical structure of the property
insofar as it facilitates or impedes the easy access and
movement of people with disabilities, preventing them
from performing the most basic right of any citizen: to
move freely [28].
Despite the numerous barriers identified in this study,

there is evidence that access to dental services by the
Brazilian population is improving. Comparing the data
from the 1998 National Survey of Households (Pesquisa
Nacional por Amostra de Domicílios – PNAD) to the
data from PNAD/2008, the number of Brazilians who
have never been to the dentist dropped from 19% to
7.8% [14].
The dentists in this study identified positive factors fa-

cilitating access to dental care, including that most units
work during the third shift (night-time), dentists partici-
pate in patient reception, referrals are made to dental
reference services for specialized care (Centro de Espe-
cialidades Odontológicas – CEO), and patients referred
to CEOs are guaranteed return to basic healthcare units
(counter-reference protocol).
These positive factors accord with the criteria outlined

in the National Health Policy for Persons with Dis-
abilities [39]. They show improvements in the processes
of reception, care, reference, and counter-reference that
are specialized to provide people with disabilities with
better access to health facilities. Despite the many bar-
riers to access found, the results of this study also de-
monstrate advances in the care of people with disabilities.
The institutionalization of more articulated and clearer

practices concerning routines for the care and referral of
patients in the public health system can positively affect
accessibility [12]. However, patients should be made
aware of this information through the visible disclosure
of actions promoted by the health system; this com-
munication is probably not reaching a population of in-
dividuals who do not exert their right as citizens.
Access to public dental services has recently expanded

as a result of the implementation of the OHT in the
FHS, the reorganization of the care model in primary
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care, and a greater supply and availability of health ser-
vices. This study’s findings highlight the urgent need for
actions aiming to improve access to dental services to
promote inclusion and enable comprehensive care for
people with disabilities. This process needs to be imple-
mented worldwide. It is important to understand that a
series of requirements need to be meet to better assist
this population, including reducing social, economic,
architectural, and geographical barriers. This article
highlights some of the ways that these barriers influence
access to dental care, both in Fortaleza and in situations
found around the world. A limitation of this study is that
only patients with certain specific physical disabilities
were evaluated. Further investigation of other forms of
disabilities is needed.
Conclusion
Access to FHUs in Fortaleza for persons with motor,
visual, and hearing disabilities is inadequate. Physical
barriers include geographical location, travel time and
cost, and lack of adaptive instruments including hand-
rails, parking spaces, signage, adapted toilets, and wheel-
chairs. The low demand for and use of dental services at
FHUs by persons with disabilities also results from cul-
tural barriers, low awareness of SUS services in this
population, and the urgent need to restructure services
and processes including the scheduling of dental visits,
patient reception, waiting time for consultations, and
training of professionals. Communication barriers must
be acknowledged and overcome to promote access for
people with disabilities, both for emergency dental care
and for preventive and restorative care.

Abbreviations
CEO: Dental Reference Services for Specialized Care - Centro de Especialidades
Odontológicas; CHA: Community Health Agents; FHS: Family Health Strategy;
FHU: Family Health Care Unit; IBGE: Brazilian Institute of Geography and
Statistics - Instituto Brasileiro de Geografia e Estatistica; ICES: Ceará Deaf
Education Institute - Instituto Cearense de Educação de Surdos; LIBRAS: Brazilian
Sign Language - Língua Brasileira de Sinais; NAMI: Center for Integrated
Medical Care - Núcleo de Atenção Médica Integrada; OHT: Oral Health Teams;
PNAD: National Survey of Households - Pesquisa Nacional por Amostra de
Domicílios; SPSS: Statistical Package for Social Sciences for Windows;
SUS: Unified Health Care System - Sistema Único de Saúde; UNIFOR: University of
Fortaleza - Universidade de Fortaleza.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
APGFV and MVLS were responsible for the conception of the study design.
LLR was responsible for data collection and organization. All authors, who
were also responsible for the draft of the manuscript, performed data
analysis and interpretation. All authors read and approved the final manuscript.

Acknowledgements
The authors would like to thank all health professionals and persons with
disabilities that contributed to this research.
Author details
1Dentist of the Family Health Program - Secretaria Municipal de Saúde –
Fortaleza, Ce, Rua do Rosário, 283, Fortaleza, Ce, Brazil. 2Professor at the
Public Health Master Program – UNIFOR, Av. Washington Soares, 1321 Sala
S1, 60811-905 Fortaleza, Ce, Brazil. 3Researcher at the Oswaldo Cruz
Foundation – FIOCRUZ, Av. Santos Dumont, 5753 Sala, 1303, 60175-047
Fortaleza, Ce, Brazil.

Received: 15 January 2015 Accepted: 25 February 2015
References
1. World Health Organization. World report on disability. 2011. www.who.int/

disabilities/world_report/2011/report.pdf.
2. Dougall A, Fiske J. Access to special care dentistry, part 1. Access. Br Dent J.

2008;204(11):605–16.
3. North Carolina. Special care dentistry advisory group special care oral health

services A North Carolina Commitment; 2010. http://www.ncdhhs.gov/dph/
oralhealth/library/includes/Special%20CareDentistry%20Report%203-3-10.pdf.

4. Brasil. Constituição 1988. Constituição: República Federativa do Brasil.
Brasília: Senado Federal; 1988.

5. Portaria GM 648/06. Política Nacional da Atenção Básica. Brasília,
DF: Ministério da Saúde; 2006a.

6. Portaria GM 1.060/02. Política Nacional de Saúde da Pessoa com Deficiência.
Brasília, DF: Ministério da Saúde; 2002.

7. Portaria SAS 306/92. Atenção à saúde da pessoa portadora de deficiência
no Sistema de saúde. Brasília, DF: Ministério da Saúde; 1992.

8. Decreto 3.298/99. Política Nacional para a Integração da Pessoa Portadora
de Deficiência. Brasília, DF: Ministério da Saúde; 1999.

9. Decreto 5.296/04. Prioridade de atendimento às pessoas portadoras de
deficiência ou com mobilidade reduzida e promoção da acessibilidade.
Brasília, DF: Ministério da Saúde; 2004.

10. Ministério da Saúde. Caderno de Atenção Básica, n° 17, Saúde Bucal. Brasília,
DF: Ministério da Saúde; 2006b.

11. Ministério da Saúde. Portaria n° 1032/ GM, de 05 de maio de 2010. In: Inclui
procedimento odontológico na Tabela de Procedimentos, Medicamentos,
Órteses e Próteses e Materiais Especiais do SUS, para atendimento às
pessoas com necessidades especiais. Brasília, DF: Ministério da Saúde; 2010a.

12. Cunha A, Vieira-da-Silva L. Acessibilidade aos serviços de saúde em um
município do Estado da Bahia, Brasil, em gestão plena do sistema. Cad
Saude Publica. 2010;26(4):725–37.

13. Cunha E. Programa de ação mundial para as pessoas com deficiência.
Brasília: CORDE- Coordenadoria Nacional para Integração da Pessoa
Portadora de Deficiência- United Nations. General Assembly Corde; 2001.

14. Instituto Brasileiro de Geografia e Estatística - IBGE. Acesso e utilização dos
serviços, condições de saúde, fatores de risco e proteção à saúde. PNAD,
2008. Rio de Janeiro: IBGE; 2010.

15. Nunn J, Gordon P, Carmichael C. Dental disease and current treatment
needs in a group of physically handicapped children. Community Dent
Health. 1993;10:389–96.

16. Canadian Dental Association. Position paper on access to oral health care
for canadians. 2010. www.cda-adc.ca/_files/position_statements/
accessToCarePaper.pdf.

17. Academy of General Dentistry. Barriers and solutions to accessing care.
2012. www.agd.org/media/54371/advocacywhitepaper2.pdf.

18. França I, Pagliuca L, Baptista R. Polices for inclusion of disabled people:
limits and possibilities. Acta Paul Enferm. 2008;21(1):112–6.

19. Castro S, Lefèvre F, Lefèvre A, Cesar C. Acessibilidade aos serviços de saúde
por pessoas com deficiência. Rev Saude Publica. 2011;45(1):99–105.

20. IPECE - Instituto de Pesquisa e Estratégia Econômica do Ceará. Perfil Básico
Municipal. Fortaleza: IPECE; 2010 [http://www.ipece.ce.gov.br/publicacoes/
perfil_basico/pbm-2010/Fortaleza.pdf]

21. Rohr R, Barcellos A. As barreiras de acesso para os serviços odontológicos.
UFES Rev Odontol. 2008;10(3):37–41.

22. Gomes R, Nascimento E, Araujo F. Por que os homens buscam menos
os serviços de saúde do que as mulheres? Cad Saude Publica.
2007;23(3):565–74.

23. Albano B, Basílio M, Neves J. Desafios para inclusão dos homens nos
serviços de atenção primária à saúde. Ipatinga: Unileste-MG Rev Enferm
Integrada. 2010;3(2):554–62.

http://www.who.int/disabilities/world_report/2011/report.pdf
http://www.who.int/disabilities/world_report/2011/report.pdf
http://www.ncdhhs.gov/dph/oralhealth/library/includes/Special%20CareDentistry%20Report%203-3-10.pdf
http://www.ncdhhs.gov/dph/oralhealth/library/includes/Special%20CareDentistry%20Report%203-3-10.pdf
http://www.cda-adc.ca/_files/position_statements/accessToCarePaper.pdf
http://www.cda-adc.ca/_files/position_statements/accessToCarePaper.pdf
http://www.agd.org/media/54371/advocacywhitepaper2.pdf
http://www.ipece.ce.gov.br/publicacoes/perfil_basico/pbm-2010/Fortaleza.pdf
http://www.ipece.ce.gov.br/publicacoes/perfil_basico/pbm-2010/Fortaleza.pdf


Leal Rocha et al. BMC Oral Health  (2015) 15:35 Page 9 of 9
24. Emerson E, Baines S, Allerton L, Welch V. Health inequalities & people with
learning disabilities in the UK: 2011. Report. London: Department of Health;
2011.

25. Costa I, Maciel S, Cavalcanti A. Acesso aos serviços odontológicos e motivos
da procura por atendimentos por pacientes idosos em Campina Grande-PB.
Rev Odontol clín- cient. 2008;7(4):331–5.

26. Koneru A, Sigal M. Access to dental care for persons with developmental
disabilities in Ontario. JCDA. 2009;75(2):121–121j.

27. Loeppky W, Sigal M. Patients with special health care needs in general and
pediatric dental practices in Ontario. JCDA. 2007;72(10):915–915f.

28. Siqueira F, Facchini L, Silveira D, Piccini R, Thumé E, Tomasi E. Barreiras
arquitetônicas a idosos e portadores de deficiência física: um estudo
epidemiológico da estrutura física das unidades básicas de saúde em sete
estados do Brasil. Ciênc Saúde Coletiva. 2009;14(1):39–44.

29. Hannequin M, Moysan V, Jourdan D, Dorin M, Nicolas E. Inequalities in oral
health for children with disabilities: a french national survey in special
schools. Plos One. 2008;3(6):e2564.

30. Casamassimo PS. Children with special health care needs: patient,
professional and systems issues. www.astdd.org/docs/cshcn-systemds-
issues-backgroundcassamassimo.pdf. Accessed October 1st 2014.

31. Ianni A, Pereira P. Acesso da Comunidade Surda à Rede Básica de Saúde.
Saúde Soc. 2009;18(2):89–92.

32. Brasil. Ministério da Saúde. Decreto 5626/05 que regulamenta a Lei n°
10436 de 24 de abril de 2002. Brasília, DF: Ministério da Saúde; 2005.

33. Freitas D, Antunes S, Caldeira A, Silveira MD. Odontologia Inclusiva.
Percepções de indivíduos surdos sobre a comunicação com profissionais da
Odontologia. Buenos Aires: EFDeportes.com. revista digital. 2011;16(155).
[http://www.efdeportes.com]

34. Freire D, Gigante L, Beria J, Palazzo L, Figueiredo A, Raymann B. Acesso de
pessoas deficientes auditivas a serviços de saúde em cidade do sul do
Brasil. Cad Saude Publica. 2009;25(4):889–97.

35. Silva Junior E, Medina M, Aquino R, Fonseca A, Vilasboas A. Acessibilidade
geográfica à atenção primária à saúde em distrito sanitário do município de
Salvador, Bahia. Rev Bras Saúde Matern Infant. 2010;10(1):49–60.

36. Travassos C, Martins M. Uma revisão sobre conceitos de acesso e utilização
de serviços de saúde. Cad Saude Publica. 2004;20(2):190–8.

37. Vasconcelos L, Pagliuca L. Mapeamento da Acessibilidade do Portador de
Limitação Física a Serviços Básicos de Saúde. Esc Anna Nery Rev Enferm.
2006;10(3):494–500.

38. Travassos C, Castro M. Determinantes e Desigualdades Sociais no Acesso e
na Utilização de Serviços de Saúde. In: Giovanella L, editor. Políticas e
Sistema de Saúde no Brasil. Rio de Janeiro: Fiocruz; 2008.

39. Brasil. Ministério da Saúde. Atenção à Saúde da Pessoa com Deficiência no
Sistema Único de Saúde (SUS). Secretaria de Atenção à Saúde,
Departamento de Ações Programáticas Estratégicas, Área Técnica Saúde da
Pessoa com Deficiência; 2010b.
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

http://www.astdd.org/docs/cshcn-systemds-issues-backgroundcassamassimo.pdf
http://www.astdd.org/docs/cshcn-systemds-issues-backgroundcassamassimo.pdf
http://www.efdeportes.com/

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Results
	Discussion
	Conclusion
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References

