
ABSTRACT This study aimed to investigate, from the perspective of People Living with HIV/Aids (PLWHA), 
the use of and satisfaction with public oral health services within the Unified Health System (SUS) in 
Fortaleza (Northeastern Brazil). Structured questionnaires on socioeconomic profile and public oral health 
service use and satisfaction were administered to 241 PLWHA attending eight Specialized Healthcare 

Services (SAE) in HIV/Aids. The mean age was 37.8 ± 9.6 years, 161 (68.3%) were male, 79 (32.8%) had 

completed high school, and 59 (24.5%) reported earning ≤1 minimum wage (USD 225). Only 155 (64.3%) 
had been to the dentist in the preceding 2 years. Of these, 68 (28.2%) attended public services, but nearly 
half (45.6%) did not complete treatment due to lack of supplies, malfunctioning equipment or ongoing 

repair of facilities. On average, the service was graded 7.6 ± 2.5, and 50 PLWHA (73.6%) reported being 
satisfied/very satisfied. As for humanized care, 86.7% were satisfied/very satisfied. Patients referred by 
SAE or residing near the facility were significantly more likely to use public services. Despite the limited 
use of public oral health services, mainly due to insufficient access and ineffective appointment scheduling 
and referral procedures, the services were mostly graded as satisfactory.

KEYWORDS Oral health. Access to health services. HIV. 

RESUMO Este estudo objetivou avaliar, na perspectiva das Pessoas Vivendo com HIV/Aids (PVHA), uso e 
satisfação com os serviços públicos de saúde bucal no Sistema Único de Saúde em Fortaleza (CE). Aplicaram-se 
questionários estruturados sobre perfil socioeconômico, uso e satisfação dos serviços públicos de saúde bucal 
para 241 PVHA que frequentam 8 Serviços de Assistência Especializada em HIV/Aids. A idade média dos 

usuários foi de 37,8 ± 9,6 anos; 161 (68,3%) do sexo masculino; com ensino médio completo (n=79; 32,8%); 59 
(24,5%) ganham até 1 salário mínimo (US$ 255). Apenas 155 (64,3%) foram ao dentista nos dois anos anterio-
res. Destes, 68 (28,2%) frequentavam serviços públicos, 31 (45,6%) dos quais não completaram o tratamento 
por falta de materiais/equipamentos defeituosos/reformas nas unidades de saúde. A nota média atribuída 

pelo paciente ao atendimento dos profissionais foi 7,6 (±2,5), 50 (73,6%) declararam-se muito satisfeitos/
satisfeitos. Quanto ao atendimento humanizado, 59 (86,7%) estavam muito satisfeitos/satisfeitos. Pacientes 
encaminhados pelo Serviços de Assistência Especializada em HIV/Aids e os que residem perto das unidades de 
saúde tiveram probabilidade significativamente maior de usar os serviços públicos. Apesar do uso limitado dos 
serviços públicos de saúde bucal, principalmente devido ao acesso insuficiente e aos procedimentos ineficazes 
de agendamento, os serviços usados pelos entrevistados foram avaliados satisfatoriamente.

PALAVRAS-CHAVE Saúde bucal. Acesso aos serviços de saúde. HIV.
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Introduction

With the introduction of antiretroviral 
therapy for Acquired Immunodeficiency 
Syndrome (Aids) in the late 1990s, the life 
expectancy and quality of life of People 
Living with HIV/Aids (PLWHA) improved 
considerably. In addition, the number of 
new Human Immunodeficiency Virus (HIV) 
infections worldwide has decreased by 19% 
in the last decade1. Despite these advances, 
HIV/Aids remains a serious public health 
problem, mainly due to its high prevalence 
and high morbidity and mortality rates2,3.

Worldwide, there were 37.9 million PLWHA 
in 20184. In Brazil, from 1980 to 2019, 966,058 
cases of Aids were identified; and 338,905 
people died with HIV/Aids as the underly-
ing cause between 1980 and 20183. However, 
integrated care for PLWHA – from health 
promotion measures and disease prevention 
to recovery and multidisciplinary monitor-
ing – is still a challenge in the care setting. to 
public health5, despite the strong legislation 
supporting this population6. 

It is important to emphasize that health 
promotion is conceptualized as a determi-
nant and conditioner of health because it 
is concerned with the population’s way of 
life, with its economic, environmental, eco-
logical, and cultural factors; incorporating 
targeted policy initiatives7,8. The prevention 
of diseases, in turn, seeks the absence of 
disease, with a focus on epidemiological 
knowledge, aiming to control transmission 
and reduce the risk of health problems9.

The increasing survival of PLWHA 
implies a growing demand for oral health 
care. The training and willingness of den-
tists to treat PLWHA is essential for inte-
grated care, mainly because of the early 
onset of Aids-related injuries in the oral 
cavity. Such lesions are seen in up to 80% 
of patients with this syndrome, being an 
important marker of immunosuppression10.

Created in 1988, anchored on the prin-
ciples of universality, equity, and integrated 

care, the Unified Health System (SUS) 
offers primary, secondary, and tertiary care 
to all people11. The SUS is the first health 
system in a developing country to provide 
free and universal access to the treatment 
of PLWHA, including the systematic free 
distribution of antiretroviral drugs6.

In the 1990s, the Ministry of Health 
of Brazil encouraged state and municipal 
governments to implement the Specialized 
Healthcare Services in HIV/Aids (SAE), 
which is responsible for monitoring pa-
tients, including referrals of HIV-positive 
patients for dental care in primary care and 
dispensing of antiretroviral medication12.

The SUS provides a wide range of Primary 
Health Care (PHC) services under the aegis 
of the Family Health Strategy (ESF). Access 
to PHC services is provided by Family Health 
Teams (EqSF), which include doctors, 
nurses, nursing assistants and community 
health agents. Since the year 2000, the ESF 
has also been assisted by Oral Health Teams 
(ESB)13. Each ESF/ESB, installed in the 
Family Health Centers (CSF), covers a spe-
cific geographic area14 and, if necessary, for-
wards patients to Dental Specialty Centers 
(CEO). In 2019, the ESF covered 96% of 
Brazilian municipalities, corresponding to 
64.2% of the population. Likewise, in the 
same year, 28,797 ESB were implemented 
throughout the country, corresponding to 
a coverage of 42.8% of the population15. In 
the municipality of Fortaleza, Ceará (CE), in 
addition to the 8 SAE, the Care Network, in 
2019, was composed of 109 CSF, 10 munici-
pal public hospitals (secondary and tertiary 
care), 9 Emergency Care Units (UPA); 11 
Psychosocial Care Centers (Caps), 4 CEO, 
and 4 Polyclinics. Information from the 
National Register of Health Establishments 
(CNES) reveals a coverage of the ESF in 
the city of 56% (379 EqSF) and 33% of Oral 
Health (260 ESB)15. 

Studies have shown low average levels of 
education and income among PLWHA16,17, 
indicating that an important part of this 
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population depends on public services for 
their health needs. However, little is known 
about access, use of services, and satisfac-
tion with public oral health services in coun-
tries with free universal health systems such 
as Brazil. Thus, the aim of this study was to 
evaluate, from the perspective of PLWHA, 
the use and satisfaction of public oral health 
services in a large Brazilian city.

Material and methods

Quantitative, descriptive, and analytical 
study carried out in all SAEs in Fortaleza 
(CE). Located in the Northeast region, it is 
the fifth largest capital in Brazil (2.5 million 
inhabitants). In this poor region, the Aids 
detection rate is above the national average 
in 2018 (Fortaleza and Brazil, detection 
rates 26.4 and 17.8 per 100,000 inhabitants, 
respectively)3,18. 

The study population consisted of 2,153 
PLWHA residing in Fortaleza (CE) and 
registered in all eight municipal SAEs, ac-
cording to secondary data obtained from 
the Epidemiological Surveillance Service 
of the municipality and the Coordination 
of Sexually Transmitted Diseases/Aids/
Viral Hepatitis. With the level of statistical 
significance set at 90% and the sampling 
error at 5%, a sample size of 241 individuals 
was calculated. 

To be included as a participant in the 
study, it was necessary to be PLWHA, 
user of one of the SAEs in Fortaleza (CE). 
PLWHA were proportionally recruited in 
all eight SAEs. After a routine consultation 
with infectologists, the patient was asked 
if he could participate in the research by 
the physician. These professionals were 
previously contacted by the researcher, 
being sensitized to support the research. All 
infectologists agreed to participate in the re-
cruitment of patients for the present study. 
Patients were referred to the researcher 
after being accepted to participate in the 

research. Patients were excluded from the 
sample if: i) they lived outside Fortaleza 
(CE); ii) were under 18 years of age; iii) 
were on their first appointment; and iv) 
had been diagnosed with HIV for less than 
two years. The information was collected 
through a structured questionnaire, applied 
in person in 2013 by a single researcher in a 
private room, including questions about the 
socioeconomic level, use and satisfaction of 
the public oral health service, humanized 
care and health care processes, as defined 
by Donabedian19. 

In the statistical software Epidata 3.1., 
the database was built, being processed and 
analyzed in the Statistical Package for Social 
Science (SPSS) 19.0 for Windows (SPSS Inc, 
Chicago, IL, USA). Descriptive results were 
processed using simple frequencies and per-
centages. In addition, the analysis of asso-
ciations between categorical variables was 
performed by cross-referencing, calculating 
Pearson’s chi-square test (x²). The p value 
was considered significant when less than 
or equal to 0.05.

All participants were informed of the 
objectives and methodology of the study 
and signed the Informed Consent Form. The 
research complied with all ethical precepts 
of Resolution No 466/2012, having been ap-
proved by the Research Ethics Committee of 
the State University of Ceará under number 
357.459.

Results

A total of 241 PLWHA, proportionally dis-
tributed among the 8 SAEs in Fortaleza (CE), 
were included in the survey. Seven subjects 
refused to participate. Mean age was 37.8 
± 9.6 years (range: 18-65). Most were male 
(n=161; 68.3%), brown (n=183; 75.9%), single 
(n=152; 63.1%), with high school education 
(n=79; 32.8%), without children (n=126; 
52.3%). Regarding economic conditions, 49 
(20.3%) have no income, 59 (24.5%) earn up 
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to one minimum wage and 83 (34.4%) earn 
between one and two minimum wages – at 
the time of writing this article, the official 
minimum wage was equivalent to R$ 998.00 
(US$ 255) per month.

Regarding the use of the public oral 
health service, 122 (50.6%) reported receiv-
ing dental treatment in private clinics, 78 
(32.4%) had health insurance, 68 (28.2%) 
attended public services (CSF/CEO), 44 
(18.3%) used services provided by unions, 
16 (6.6%) were attended at the Faculty of 
Dentistry, and 5 (2.0%) had funeral insur-
ance with dental coverage. Only 155 (64.3%) 
of respondents had been to the dentist in 
the last 2 years, 83 (34.4%) had been to the 
dentist for more than 2 years and 3 (1.2%) 
had never received oral health care. In the 

first subset, 120 (77.4%) were routine ap-
pointments; 19 (12.6%), emergencies; and 
16 (10.3%) were specialized care.

Respondents reported attending public 
services such as CSF (n=61; 25.3%) and 
CEO (n=7; 2.9%) or other services (n=173; 
71.8%). Half (n=34; 50%) of the PLWHA 
who use public services (CSF/CEO) did so 
by spontaneous demand, while 19 (27.9%) 
were referred by the SAE. Almost two-thirds 
(64.7%; n=44) of patients using the public 
health system reported that their oral health 
problem had been resolved. Table 1 shows 
the evaluation of respondents who used 
the public health system in relation to ease 
of access, problem solving, and treatment 
completion (n=68).

Table 1. Means of access, problem resolution and complete treatment in oral health services (CSF/CEO). Information on 
PLWHA registered in the municipal SAE. Fortaleza (Ceará, Brazil) – n=68

n %

How did you get access to the consultation?

 Referenced by SAE 19 27.9

 By scheduling with the ACS or ASB 3 4.4

 Register distributed on the day 34 50.0

 Other 12 17.7

Are you satisfied with the way you got access to the consultation?

 Yes 56 82.4

 No 10 14.7

 Partly 2 2.9

Do you think your problem has been resolved?

 Yes 44 64.7

 No 21 30.9

 Partly 3 4.4

Did the dentist complete the treatment?

 Yes 37 54.4

 No 31 45.6

Why didn’t the dentist complete the treatment?

 Lack of material, equipment problem, or CSF under renovation 18 58.1

 Dentist missed work 2 06.4
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Table 2 shows the results of the assessment 
of patients in a sub-sample of 39 people who 
received oral health care in public (CSF/CEO) 
and private clinics. Two of them (5.2%) con-
sidered CSF/CEO better or much better than 
private clinics, 19 (48.7%) rated CSF/CEO 
worse or much worse, while 18 (46.1%) deemed 

the two options to be similar. Many users of 
public health services reported having omitted 
their HIV-positive status during dental ap-
pointments (n=16; 23.5%). Fourteen (87.6%) 
did so for fear of discrimination or denial of 
the appointment.

n %

 Dentist did not schedule the return 4 12.9

 Patient missed the appointment and did not reschedule 3 9.7

 Dentist knew the user was HIV+, told him to look for another CSF 4 12.9

Souce: Our own elaboration. 

CSF = Family Health Center (Centro de Saúde da Família); CEO = Dental Specialties Center (Centro de Especialidades Odontológicas); 
SAE = Specialized Healthcare Services in HIV/Aids (Serviço de Assistência Especializada em HIV/Aids). ACS = Community Health Agent 
(Agente Comunitário de Saúde); ASB = Oral Health Assistant (Auxiliar em Saúde Bucal). 

Table 2. Participation in educational activity, comparison of public and private services and discrimination or resistance 
by the team in oral health services (CSF/CEO). Information on PLWHA registered in the municipal SAE. Fortaleza (Ceará, 
Brazil) – n = 68

n       %

Did you participate in an educational activity with an oral health team?

 Yes 18 26.5

 No 50 73.5

If so, was it satisfactory? 18 100.0

If you were seen in a private service (hospital, doctor’s office, health insurance), how would you rate the service 
provided by the CSF/CEO?*

 Much better 1 2.6

 Better 1 2.6

 Same 18 46.1

 Worse 15 38.4

 Much worse 4 10.3

Did you experience any form of discrimination / prejudice during the service?

 Yes 2 2.9

 No 66 97.1

Did you notice any kind of resistance on the part of the dentist or the assistants in seeing you or during the care?

 Yes 4 5.9

 No 64 94.1

Table 1. (cont.)
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Table 3 shows the respondents’ responses 
regarding location, physical structure and 
availability of supplies in public health units 
(CSF/CEO). Only 68 (28.2%) attended public 
services, 31 (45.6%) did not complete treat-
ment for various reasons, including lack of 

materials/supplies, defective equipment or 
infrastructure reforms at the health facility. 
Almost half (n=32; 47.1%) considered the 
physical structure adequate, while 28 (41.2%) 
confirmed the availability of the necessary 
supplies to treat their condition.

Table 2. (cont.)

n       %

Have you ever omitted that you are HIV+ during dental care at CSF/CEO?

 Yes 16 23.5

 No 52 76.5

If so, why did you omit it?

 Fear of discrimination 09 56.3

 Fear of not being seen 5 31.3

 Dentist knew the patient’s family 1 6.3

 Thought you shouldn’t talk 1 6.3

Souce: Our own elaboration.

CSF = Family Health Center (Centro de Saúde da Família); CEO = Dental Specialties Center (Centro de Especialidades Odontológicas); 
SAE = Specialized Healthcare Services in HIV/Aids (Serviço de Assistência Especializada em HIV/Aids).

* Based on a sub-sample of 39 patients who received care at both the CSF/CEO and private clinics.

Table 3. Physical structure of the dental office and its distance to the user’s residence. Information on PLWHA registered 
in the municipal SAE. Fortaleza (Ceará, Brazil) – n=68

n         %

Is the physical structure of the CSF/CEO office adequate for the service?

 Yes 32 47.1

 No 15 22.1

 Partly 3 4.4

 I don’t know 18 26.5

Does the CSF/CEO office have all the necessary materials for the service?

 Yes 28 41.2

 No 22 32.4

 Partly 5 7.4

 I don’t know 13 19.1

Over the last 12 months, has the service stopped due to lack of material or maintenance?

 Yes 38 55.9

 No 1 1.5

 I don’t know 29 42.6
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When CSF/CEO users were asked to rate 
the care received (0-10), the mean score was 
7.6 ± 2.5. Three quarters (n=50; 73.6%) were 
satisfied/very satisfied with the service, while 
one quarter (n=18; 26.5%) were not very satis-
fied/dissatisfied. Table 4 shows the responses 
of users of the CSF/CEO in relation to hu-
manized care practices observed during the 
consultation.

To verify the association between the use 
of the public oral health care service and the 
variables in tables 1 to 4, the findings were 
submitted to cross tabulation and the chi-
square test. The results indicate that patients 
referred by the SAE and patients living close to 
health facilities were significantly more likely 
to use public services (p≤0.001 and p≤0.01 
respectively).

Table 3. (cont.)

n         %

If so, for how long?

 Between two and four weeks 2 5.3

 Between one and two months 9 23.7

 Between two and four months 13 34.2

 Between four and six months 9 23.7

 Between six months and one year 3 7.9

 More than one year 1 2.6

 I don’t know 1 2.6

Do you live in the neighborhood near the CSF/CEO where you were seen?

 Yes 42 61.8

 No 26 38.2

If not, why was choose the care service away from the neighborhood where you live?

 User request 11 42.3

 Referral of the SAE 11 42.3

 Other 4 15.4

Did you have difficulty moving from your home to the CSF/CEO where you were treated?

 Yes 9 13.2

 No 59 86.8

Source: Our own elaboration.

CSF = Family Health Center (Centro de Saúde da Família); CEO = Dental Specialties Center (Centro de Especialidades Odontológicas); SAE = 
Specialized Healthcare Services in HIV/Aids (Serviço de Assistência Especializada em HIV/Aids).
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Table 4. Devices for the humanization of care in oral health services (CSF/CEO). Information on PLWHA registered in the 
municipal SAE. Fortaleza (Ceará, Brazil) – n=68 

n %

Is the dentist prepared to solve the patient’s oral health problems?

 Yes 57 83.8

 No 6 8.8

 Partly 1 1.5

 I don’t know 4 5.9

Degree of general satisfaction with the dentist’s service

 Very satisfied 15 22.1

 Satisfied 35 51.5

 Little satisfied 10 14.7

 Dissatisfied 8 11.8

 Regarding respect and attention in dental care

 Very satisfied 23 33.8

 Satisfied 36 52.9

 Little satisfied 6 8.8

 Dissatisfied 3 4.4

Regarding the transfer of information clearly during the service by the dentist

 Very satisfied 19 27.9

 Satisfied 31 45.6

 Little satisfied 11 16.2

 Dissatisfied 7 10.3

Regarding the reception, listening to the complaint, understanding the fears, anxieties, vulnerability, on the part of 
the dentist

 Very satisfied 27 39.7

 Satisfied 28 41.2

 Little satisfied 5 7.4

 Dissatisfied 8 11.8

Regarding the dentist’s effort to seek interactions with other EqSF professionals or help from other sectors in order 
to meet all their patient needs

 Very satisfied 4 5.9

 Satisfied 2 2.9

 Little satisfied 1 1.5

 Dissatisfied 3 4.4

 I don’t know 58 85.3

Souce: Our own elaboration. 

CSF = Family Health Center (Centro de Saúde da Família); CEO = Dental Specialties Center (Centro de Especialidades Odontológicas); SAE = 
Specialized Healthcare Services in HIV/Aids (Serviço de Assistência Especializada em HIV/Aids); EqSF = Family Health Team (Equipe de Saúde da 
Família).



SAÚDE DEBATE   |  RIO DE JANEIRO, V. 45, N. 129, P. 406-419, ABR-JUN 2021

Maia LA, Vieira-Meyer APGF, Saintrain MVL, Nuto SAS, Morais APP414

Discussion

Due to its amplitude, this study allowed a 
better understanding of the use and satisfac-
tion regarding the public oral health service 
among PLWHA and some of the aspects that 
can moderate its use from the perspective of 
these people. Furthermore, the level of satis-
faction of PLWHA with the quality, access, 
and resoluteness of services enables an un-
derstanding of the challenges faced by free 
universal systems that encompass oral health 
care, serving as a basis for the formulation of 
public policies in the field.

The sample of this investigation is consid-
ered representative of the general popula-
tion of PLWHA living in Fortaleza (CE), as 
they were interviewed where antiretroviral 
drugs are dispensed. Due to the high cost of 
antiretroviral drugs and their free distribu-
tion through the SUS, it is unlikely that a 
significant proportion of PLWHA would not 
use the public health system to purchase 
their drugs.

Integrated care by multidisciplinary teams 
is necessary to minimize the risk of avoid-
able health2. However, the limited access 
of PLWHA to oral health care is a serious 
problem, considering that they have a greater 
need for this care than the general popula-
tion20,21. Unmet oral health care needs are 
common among PLWHA, and barriers to care 
seem to be associated with race and socioeco-
nomic status22. In fact, as demonstrated by the 
socioeconomic indicators surveyed, the needs 
for oral health care are substantial in these 
patients. Only a third of those interviewed 
had completed high school, a quarter had no 
income, and the majority earned less than two 
minimum wages. These findings are corrobo-
rated by other studies that indicate low levels 
of education and income among PLWHA16,17. 
Due to unfavorable socioeconomic and educa-
tional conditions, a significant proportion of 
PLWHA depend exclusively on the SUS and 
are in urgent need of access to public services. 

In a study based on a population sample 

from the United States of America (USA), 
almost half of the participants reported 
having unmet oral health needs after being 
diagnosed with HIV22. In Mississippi, oral 
health care and oral examination were 
the most frequently unmet needs among 
PLWHA23. However, it is necessary to 
understand that the comparison between 
Brazil and the USA cannot be direct, given 
the discrepancy between the health care 
models used in the two countries. While 
Brazil has a public, universal and free 
system, which encompasses oral health, 
the USA has a private system, accessed by 
the majority of the population via health in-
surance, which does not always include oral 
health in the list of available procedures24. 
Thus, the low access of PLWHA patients 
among North Americans is understandable, 
which would not be so predictable in the 
Brazilian system. 

In a sample of Nigerian patients, unmet 
needs were reported by 79.4%25. A Brazilian 
study demonstrated a high demand for oral 
health care services in PLWHA16. On the 
other hand, participation in government 
programs aimed at improving access to oral 
health care was associated with general 
well-being in low-income PLWHA26, which 
should encourage these patients to seek oral 
health care. However, in this study, the use 
of free public health services was limited, as 
only a quarter of the sample reported that 
they got care at the CSF/CEO. 

Understanding the importance of oral 
health care in the quality of life of PLWHA, 
we sought to understand how it is being 
performed in the researched group. The 
results revealed that more than a third of the 
interviewees had not seen a dentist in the 
last two years, and that, of those who were 
seen, more than half had dental treatment 
using private services. In this context, it is 
important to mention that the findings by 
Cavalcante et al.27 and Araújo16 highlight 
that 21.0% and 45.1% of users, respectively, 
claimed to have consulted a dentist for less 
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than a year; while in a study in the USA, 
most patients (52.4%) had not consulted 
a dentist for more than two years, 48.2% 
reported one or more oral needs not met 
after HIV diagnosis, and 63.2% classified 
the health of their teeth and gums as ‘fair’ 
or ‘poor’27. Considering that the costs of 
private dental services are high and that 
the population studied, for the most part, 
is of low socioeconomic status, the interest 
of PLWHA in dental consultation and a low 
accessibility of public dental services to this 
population. This highlights the importance 
of developing strategies to reduce costs, 
increase use and reduce personal barriers 
to oral health care, especially considering 
the impact of poor oral health among this 
population22.

In addition, there is the concern about 
the difficulty of access to health services 
by this population, the low level of health 
education activities developed by the ESB 
to PLWHA. More than two thirds of SUS 
users who were assisted in the CSF/CEO did 
not participate in this educational activity, 
results in agreement with other studies16,27. 
This finding is worrisome, given that oral 
health care impacts the quality of life of 
PLWHA28, especially when supported by 
health education for the prevention of peri-
odontal diseases, as well as opportunistic 
oral infections2.

However, having access to the public 
oral health care service does not mean 
resoluteness/completion of treatment. 
Almost half of users reported not having 
completed their dental treatment. Lack of 
materials, equipment problems, or renova-
tions to the CSF were the reasons most cited 
by PLWHA who did not complete dental 
treatment. These difficulties, along with 
the overcrowding and lack of vacancies in 
the CSF, were described by almost all users 
who tried but were unable to be assisted in 
municipal services. These findings indicate 
a serious problem of access and problem-
solving in the care of PLWHA seeking public 

oral health care in Fortaleza (CE). Araújo16 
highlights the lack of vacancies in public 
services as the main problem for PLWHA to 
get access to dental appointments, pointed 
out by 46.2% of users. In addition, the 
author highlights the professionals’ refusal 
of care as a relevant inconvenience. This 
may explain the high percentage of patients 
who omit their HIV-positive status to dental 
professionals23.

Discrimination, or the fear of it, can 
induce PLWHA to self-discriminate in their 
search for dental care, causing them to hide 
their seropositivity and/or seek treatment 
far from their home, where, theoretically, 
they are less known, and, consequently, 
they end up having less connection with 
the service and greater access difficul-
ties. Corroborating the results of the lit-
erature16,17,23,25-27, the present investigation 
showed that more than a third of the users 
who had access to the CSF/CEO were as-
sisted far from the neighborhood in which 
they live; and, of these, when referred by the 
SAE to the dentist, almost half requested 
care far from their home. 

Researches showed that more than half of 
PLWHA did not reveal their serological status 
to the dental surgeon before dental treatment. 
The main justifications of these people for 
omitting their HIV-positive status are the fear 
of refusal of care and the fear of being discrimi-
nated against or treated with prejudice16,17. 
Likewise, in the present investigation, almost 
a quarter of the users seen stated that they 
had already omitted the HIV-positive status 
during dental care. Almost 90% mentioned 
fear of being refused in their care or being 
discriminated against as reasons. 

Difficulties in accessing the service can 
be a consequence of the vulnerability and 
prejudice that this group suffers. They may 
also be related to the precarious humanistic 
and technical training of health professionals; 
with the way of the work process of the EqSFs, 
which do not favor the creation of a bond 
with the user and the living territory; with 
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the non-prioritization of vulnerable groups, 
which may allow discrimination (explicit or 
implicit) to be installed in the CSF; with the 
social, cultural, economic and political struc-
ture of society. These issues can be considered 
as structural violence against PLWHA, which 
is expressed in unequal opportunities, dis-
crimination and injustice, such as, for example, 
access to education and health services. Johan 
Galtung29 defines it as violence that is not prac-
ticed by a concrete agent with the objective 
of inflicting suffering, but is generated by the 
social structure itself. Structural violence is not 
necessarily an active and deliberate process, 
it can be revealed by the absence of protec-
tion and guarantee of rights and needs. It is 
closely linked to social injustice, as it affects 
people in different ways within different social 
structures30. These aspects lead, then, to the 
reflect upon the importance of applying the 
principles of ethics and bioethics in the care of 
PLWHA, since discriminatory and prejudiced 
environments, which generate invasion of 
privacy, make it difficult to assist this group of 
users31, and can compromise their access and 
adherence to treatment, affecting their health.

Considering all these issues under dis-
cussion, it was also evidenced that, in order 
to carry out a resolute and continuous oral 
health care, it is essential to guarantee the 
user’s adherence to the treatment, in addition 
to wide access and good quality of service. 
Therefore, the practice of humanized care for 
PLWHA, by the ESB, can significantly contrib-
ute, supporting these users in the continuity 
of treatment. The humanization of care must 
be carried out in the daily service, establishing 
a good professional-patient relationship and 
seeking to improve the quality of life of users32. 
Technically, humanization means quality care, 
associated with the recognition of patients’ 
subjectivity, rights and cultural references33. 
In this sense, the humanization of care seeks 
to change the relationships between workers 
and users and among workers, establishing 
a bond/responsibility of teams with users. 
Autonomy must be respected, considering 

its uniqueness, and, when it comes to care for 
PLWHA, its vulnerability, taking into account 
the subjectivity of the disease32,33.

Regarding the humanized care practices 
observed during the consultation of PLWHA, 
it was found, in this present study, a score of 
7.6 (±2.5) attributed by patients to the care 
provided by the dentist. Most users inter-
viewed believe that the professionals who 
saw them were prepared to solve their oral 
health problems, declaring themselves very 
satisfied or satisfied in relation to the level of 
general satisfaction with the service. More 
than 70% of the PLWHA seen at the CSF/CEO 
marked very satisfied or satisfied, considering 
the respect, attention, and clear transfer of 
information during the service. 

In contrast to a previous study34, in the 
present investigation, when the PLWHA seen 
at the CSF/CEO were asked if they had already 
experienced any form of discrimination and/
or prejudice during dental care, or if they had 
observed any type of resistance on the part of 
the professionals in assisting them, only a very 
low percentage answered yes. This finding is 
relevant, as it proves that, at least from the 
perspective of the PLWHA attended, the 
ESB has been able to offer humanized care, 
considering the results discussed. In other 
words, the professionals who are willing to 
assist PLWHA do it in a way that is humanized 
and free from prejudice. 

It is interesting to emphasize, as discussed 
above, that greater user adherence to treat-
ment involves several issues, ranging from ac-
cessibility (for example, distance of the health 
unit from their residence, availability of ap-
pointments), to presence of dental material in 
the necessary quantity and quality, profession-
als who are qualified for the service and able to 
welcome and solve the patient’s demands, to 
more subjective issues, such as humanization 
of care and creation of a patient-professional 
bond. Thus, it is necessary that public policies 
aimed at the care of those patients understand 
and work on these aspects, focusing on profes-
sional training, the organization of the care 
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network, the qualification of the referral and 
counter-referral process, the structuring of 
oral health services, among others aspects. 

Final considerations

We can conclude that humanized dental care 
for PLWHA in the CSF/CEO of Fortaleza (CE) 
may be a fundamental tool in the process of 
user adherence to treatment, as well as its 
importance in the evaluation of these ser-
vices. Thus, the methodology used in this 
study allowed a description of the reality, 
with most users declaring themselves sat-
isfied with the quality of the dental service 
provided by the ESB, although complaints 
were observed regarding the interruption of 
treatment caused by the lack of physical re-
sources and materials. It is evident, therefore, 
that oral health care for PLWHA in Fortaleza 
(CE) is difficult to access and has obstacles 
in the scheduling and referral procedures of 
patients. Professionals willing to treat PLWHA 
were perceived as offering a satisfactory level 
of care, although significant advances in access 

to antiretroviral drugs and the establishment 
of reference centers for PLWHA, integrated 
public health services – including oral health 
care – are still at an early stage.

This study highlighted the importance of 
integrated care for PLWHA, requiring the 
distribution of antiretroviral drugs, which 
proves to be insufficient to fully support the 
quality of life of these patients. Furthermore, 
this research may contribute to a relevant dis-
cussion about these issues while taken into 
account by systems that intend to face the 
challenge of caring for PLWHA.
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