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Introduction

The prevalence of edentulism in the global population has 
declined over the last few decades, with a 45% reduction 
between 1990 and 2010, but it remains a public health prob-
lem in Brazil and several parts of the world, affecting 2.3% 
of the world population in 2010, corresponding to 158 mil-
lion people.1 In 2010, countries such as Brazil, Turkey, Iran, 
Mexico, and New Zealand showed a prevalence for severe 
tooth loss (<9 permanent teeth) significantly higher than the 
global average.1

Edentulism is an essential marker for evaluating oral 
health policies and is associated with the health conditions of 
the population.2 However, this condition is not yet seen 
socially as an issue deriving from wasteful programs and 
policies, but as a typical lifelong process that is influenced by 
fatalistic beliefs about the inevitable loss of teeth with age, 
acting negatively on the acceptance of dental treatment.3,4

Dental absences can be considered a devastating and bio-
logically disturbing event that can lead to the impairment of 

oral functions and ensuing psychological problems, with 
lower self-esteem, lower social integration,4–6 and a feeling 
of disadvantage for many individuals.7 In this context, reha-
bilitation with a dental prosthesis is seen as a replacement of 
part of the missing body because it can recover the compro-
mised oral functions and is a return to socially accepted 
standards and rejuvenated self-image.4,8,9
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There are many studies about the perception of tooth 
loss2,3,5,10 and feelings involving prosthetic rehabilita-
tion.4,9,10 However, qualitative studies that investigated the 
feelings of edentulous individuals throughout the course 
from tooth loss to prosthetic rehabilitation carried out among 
successful cases of rehabilitation with complete dentures 
were not identified. The reconstruction of this course can 
contribute to the comprehension of the connections among 
different feelings involving tooth loss and dental rehabilita-
tion. In addition, the recognition of subjectivity is vital for 
the care plan of individuals and can guide the choice of 
approach that provides improved well-being and contributes 
to more qualified and humanized care.

In this context, this study aimed to evaluate the perception 
and feelings of users of complete dentures (successful cases) 
provided by the public health service throughout the course 
from the tooth loss to the rehabilitation.

Methods

Design

This article was reported according to the consolidated 
criteria for reporting qualitative research (COREQ)11 
(Supplemental material). A qualitative descriptive case study 
was conducted.12 Qualitative methods are indicated to inter-
pret phenomena that are difficult to measure quantitatively, 
as people’s life experiences,13 perspectives, their beliefs, and 
attitudes, as well as providing an in-depth study of a specific 
topic, contributing to studies in the field of Dentistry.14 In 
this study, the phenomenon under investigation is the per-
ception and feelings of users of complete dentures provided 
by the public health service throughout the course from the 
tooth loss to the rehabilitation.

Research team

Six researchers (five women and one man) participated in 
this study, including a public oral health MSc student 
(L.M.L.L.d.P.), a dental prosthetist (A.A.S.), an undergradu-
ate dental student (J.G.C.), and four researchers in public 
oral health (E.F.E.F., V.E.G., A.A.S., and R.C.F.). Four of the 
researchers (E.F.E.F., V.E.G., A.A.S., and R.C.F.) had previ-
ous experience in qualitative study designs and had no prior 
relations with the patients included. All the interviews were 
conducted by L.M.L.L.d.P.

Participants

The subjects were edentulous individuals of both genders 
with different age groups, marital status, and household 
income, who used the public oral health service. A purposive 
sampling was used. These individuals were intentionally 
selected among participants of a 7-year follow-up study that 
evaluated user satisfaction and the quality of complete 
dentures provided by primary health care (PHC) in Belo 
Horizonte, Brazil15 and who used at least one of the complete 

dentures (successful cases), considering the individual neces-
sity. This led to 11 participants being involved in the study.

Recruitment

The recruitment was initially conducted by phone, where the 
individuals were asked about the place they wanted to be 
interviewed and all chose their homes. The home visit was 
scheduled after subjects consent and took place from January 
to March 2018. The researchers, during the home contact 
session, presented themselves and explained the purpose and 
methods of the study to the individuals who met the inclu-
sion criteria. The subjects were clarified as to the formation 
and institutional link of the researchers with the university 
and the confidentiality of their identities during the publica-
tion of the research results. The researchers also clarified all 
questions of the subjects. It is important to highlight that the 
interviewers had no conflicts of interest or any relationships 
that could bias the results of this study.

Then, it was allowed for patients to decide whether they 
wish to participate, and they were given a replica of the 
informed consent, where it was requested to provide written 
informed consent and permission to tape the interviews. Two 
selected subjects did not agree to participate in the study, 
arguing that they would not like to be interviewed.

Data collection

A semi-structured interview, in Portuguese, lasting about 40 
min, was conducted and audio taped with each subject using 
an interview guide. According to the study aim, three themes 
were pre-established for this research: (1) tooth loss, (2) living 
without teeth, and (3) living with complete dentures. The 
interview was conducted by a researcher followed by an 
observer researcher. Data collection and analysis were con-
ducted simultaneously and continued until new interviews did 
not provide any additional information and data already found 
were rich and deep for researchers (saturation strategy).16,17 
The saturation strategy of responses was used to close the 
number of interviews and interviewees included in the study. 
The participant validated the summary of the data presented 
by interviewer shortly after the end of the interview.

Initially, a pilot study was conducted with three taped 
interviews with subjects selected from the same sample of 
the follow-up study. These interviews were transcribed and 
discussed among the team of researchers (interviewer, 
observer, and four experts in qualitative research). There was 
a change in the interview guide and the interviewers’ 
approach to ask about the participants’ feelings and percep-
tion, according to the study aim. The data obtained by these 
interviews were not included in the principal study.

Data analysis

The interviews were transcribed by one researcher, and the 
team of researchers performed the analysis. The transcribed 
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material was read exhaustively to obtain a more in-depth 
understanding.16 Subsequently, data were categorized using 
the MAXQDA 12 software and analyzed according to the 
content analysis proposed by Graneheim and Lundman,18 
where the units of meaning were identified and established 
through statements. In the next step, the essence of each unit 
of meaning was extracted, creating the condensed meaning. 
From then on, the analysis allowed the identification of cat-
egories referring to the pre-established themes. In this study, 
codes were used to represent each of the subjects (e.g. E01 
and E02).

Ethical considerations

The Research Ethics Committee of the Federal University of 
Minas Gerais and the Municipality of Belo Horizonte 
approved this research (CAAE: 06781912.8.0000.5149), 
and all subjects signed the informed consent form before 
their participation in the study. The subjects were informed 
about the objectives and procedures of the research and 
about the absence of a relationship between the research 
team and professionals of the oral health public service 
where the dentures were provided, ensuring the privacy and 
confidentiality of the information.

Results and discussion

Seven women and four men with a mean age of 71.1 years 
(±6.3) participated in this study. Concerning the marital sta-
tus, nine (81.8%) had a partner. Six respondents had a 
monthly household income of <US$253.00 (US$253.01–
US$759.00: four participants; >US$759.00: one partici-
pant), reflecting the context of the Brazilian population of 
public health service users. Eight were using the pair of com-
plete dentures, and three used only the upper denture.

The analysis showed that the course from tooth loss to 
rehabilitation with complete dentures involved positive and 
negative feelings (Figure 1). The socioeconomic status 
emerged from the subject’s statements and was not a pre-
defined theme. However, it was present in several of the par-
ticipants’ statements who associated it with lifelong oral health 
experiences, therefore, also presenting as a theme. For better 
elucidation, the statements were shown within each theme, 
highlighting their most relevant aspects (Tables 1–4).

Socioeconomic status

A lack of financial resources was the leading cause of tooth 
loss for many since it made access to dental treatment 

Figure 1. Patients’ perceptions reported from tooth loss up to full denture rehabilitation.
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difficult. These individuals accessed only public oral health 
services which did not offer conservative treatments for 
adults.2,19 The current policy at the time they experienced 
their tooth losses was not based on comprehensive care that 
includes oral health education and promotion (Table 1).20 
The struggle for survival and other priorities (raising chil-
dren, providing a home, and supporting a family) used the 
life and financial resources of the subjects. Thus, oral hygiene 
care was left on the sidelines, contributing to deteriorating 

oral health. The location of the health centers was a geo-
graphical barrier to access to the service, possibly due to the 
difficulties of moving from one place to another experienced 
by these subjects.

Historically, in Brazil, there has been a lack of access to 
public oral health services for adults due to low coverage,21 
especially for individuals living far from large urban cent-
ers.22,23 The previous study showed the impossibility of oral 
health care by individuals belonging to a lower social class 

Table 2. Statements concerning the positive and negative feelings related to the theme “tooth loss.”

Tooth loss Categories  

Negative 
feelings

Experience of pain 
amputation

“My case is this, what forced me to extract my teeth was the pain, I extracted one, then another 
. . . a toothache is unbearable, it is a very unpleasant thing” (E07).
“It was terrible because I was very vain. I felt that, by losing my teeth, I was losing something of 
myself, and I was indeed, wasn’t I?” (E03).

Positive 
feelings

Pain relief “So . . . I’d rather have no teeth than feeling pain. A toothache is a problem. You have to remove 
the problem, extract everything. I’d rather be toothless and painless, understand? . . . and so, I felt 
better, I was without the pain, and I’m laughing” (E07).
“You will not feel pain anymore, inflammation, you will not need to be going to the dentist” (E08).

 Solving problems “I had teeth, and then I learned that my teeth were large and bending outwards, but the root was 
short. So, over time, the spacing increased” (E07).
“My teeth fell one after the other. When I submitted to treatment, it was too late to recover; I had 
to extract everything . . . that disease was called pyorrhea” PRJ (E06).
“It’s better for you to do an extraction than to try something to mend your teeth” (E09).
“I had several problems: earache, sore throat, and stomachache. The doctor told me: do you want 
to get treatment because of your teeth? Or do you want to extract them all? However, fangs were 
in good shape. So, I said: Since it hurts, I feel pain and don’t feel well, I extracted everything” (E10).

 Natural life event “. . . in my mother’s family people were like this (toothless mouth), my father, too . . . it was even a 
regular thing . . .” (E07).
“I lost my teeth that way, due to aging” (E07).
“It’s part of life” (E09).

Table 1. Statements related to the theme “socioeconomic status.”

Socioeconomic 
condition

“We were sad because the parents could not afford it. They were wage-earners, fighting hard to make a living . . . He 
said: ‘Well, my daughter, God bless you, you’ll manage to get it, we have to sort it out, put some money aside. How 
can we save some money, now? I have a small child, I’m a wage-earner, I’m paying a lot, for the building’” (E01).

“There was no way to treat or brush. I had to work straight; if not, we would all starve” (E02).

“We were much more miserable than we are today; we could not treat teeth . . . Moreover, we ended up losing 
them. It’s because you’re dealing with things at home and you see that there is no way. I had two children to care for; 
I paid rent . . . so it was hard” (E03).

“So, I washed them with vila-vila because I lived in the countryside and I did not have money to treat my teeth. They 
hurt and then fell out until I was toothless because I washed them with vila-vila like others taught me to. They said it 
was good I washed them, because the pain was too much, it drove us crazy. That’s how it went on until all was over” 
(E05).

“I never expected it, because I could not afford a dentist to put dentures in. I could not afford to pay; then the post 
gave me that denture. It’s a miracle! I was so happy!” (E02).

“I would never be able to put the pin (implant) in my life. How do you put the pin in without having a gum?” (E06).

“At the time, I was going through the last stage of extracting my teeth. We suffered a lot because we had to walk a 
lot. We used to leave home at dawn to get to the small town to get a ticket to extract a tooth” (E04).
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and living in inequality contexts.2 In this context, popular 
practices were used as an alternative to resolving pain and 
suffering. Similarly, self-care with home treatment methods 
was a strategy for pain relief among patients with a low 

socioeconomic status in rural areas of India24 and North 
Florida.25

The socioeconomic status determined the choices and 
possibilities of treatment with complete dentures or other 

Table 3. Statements concerning the negative feelings related to the theme “living toothless.”

Living toothless Categories  

Negative feelings Functional 
losses

“If you cannot chew food, what can you do? You swallow the whole thing! Like an alligator, an 
ox. Food breaks down slowly in the stomach, doesn’t it? I eat what the tongue helps to smash 
and throw away the rest. It’s difficult, very difficult for me” (E06).
“You will run out of teeth for a while until your gum heals and you are negatively surprised. Your 
face changes because of your flabby mouth, that ugly, soiled mouth” (E09).
“Being toothless is very bad, we don’t look like anything at all. We lose our teeth; we lose 
everything . . . Being toothless is being poorly finished . . . a smile is very precious, isn’t it?” (E02).
“I’m incomplete. Who is going to say that I am complete? Toothless like I am here” (E06).
“Look at me; you would feel this way, uneven, a different thing, you would advise me to put the 
denture in” (E07).
“The toothless person will end up . . . not chewing food, which goes to the stomach, and this is 
bad. Not being able to chew is harmful; it is terrible” (E08).
“While I was without dentures, I had to smash the food well, put it in my mouth and swallow it 
without feeling the taste. Eating had no taste for me” (E05).

 Socialization “It’s complicated, challenging! . . . to participate in parties, to chew” (E08).
“I miss the teeth I had. There are times when I’m going to talk, and I end up spitting. Some saliva 
comes out of the mouth . . . It bothers me so much” (E04).
“You look ugly; you feel ashamed of even going out, talking to people” (E11).

 Unintentional 
food selection

“I cannot eat. You cannot eat fried chicken or any food that is very hard. So, I think my God, 
being without my teeth . . . I always think like this: my God, I would eat peanuts, and it was so 
good, years ago! They were roasted. I ate and ate; it was too good. Today, I can’t do that” (E04).

Table 4. Statements concerning the positive and negative feelings related to the theme “living with complete dentures.”

Living with complete 
dentures

Categories  

Negative feelings Problems in the 
adaptation period

“It was tough in the first thirty days. I had to mix the vegetables, mix everything, drink 
everything . . . as if it was soup” (E09).
“You have to avoid whatever is solid, don’t you?” (E07).
“I’m signing my death certificate by not using the lower denture because everything I 
eat, and I swallow whole is received here (stomach). At night, it swells; there’s a lump 
here (pointing to the stomach)!” (E06).
“Without a denture, you cannot chew the food, isn’t it? What can you do? You swallow 
it whole! Like an alligator, an ox, the food breaks down slowly in the stomach” (E06).
“However, the bottom one, I could not keep it . . . At last, I got fed up, and I said, it did 
not work anyway, so I left that tooth out there” (E04).
“Having horns is like having dentures, you get used to it over time” (E06).
“You have to work on your psychology. If you do not, you don’t get used to it, because 
it hurts, it bothers you. You have to be calm; you will get used to it, your self-esteem 
will be different, even to get a girlfriend. Ask God to give you peace, take a deep breath 
and ask God” (E08).

Positive feelings Interpersonal 
Relationships

“You get back to normal; you go back to that person you were before” (E09).
“People are more comfortable; they are complete. It may be that to me it is hurting, but 
for the audience that sees me with teeth there, I laugh, I am complete” (E06).
“I will put it in, and my self-esteem will improve, I will attend the parties, I will meet 
with my relatives, and they will see the difference. That’s the way it is” (E08).

 Functional gains “After I put the denture in, it was very good; I started to chew. Meat may be hard, but I 
chew very hard” (E05).
“I eat everything, crackling, meat, everything I chewed before. Also, now . . . I do not 
live without it at all. You know, I eat everything! It’s perfect! . . . with your teeth in, you 
will smile better. It’s beautiful . . . however, once I take it out, it’s over; I’m ashamed too 
. . . to get my denture off around others. Then, my mouth gets flabby” (E02).



6 SAGE Open Medicine

options for dental rehabilitation. The high cost and lack of 
access to oral health services were barriers between the need 
for and use of the dental prosthesis, keeping the edentulous 
condition for longer. The desire to have a prosthesis was 
often idealized in people’s dreams and imaginations.2 In 
Brazil, the supply of complete dentures in PHC was estab-
lished in 2004 through the National Oral Health Policy 
(PNSB).20,26 With this policy, public health service users 
achieved their dreams and felt grateful for the “miracle” or 
“received gift.” This feeling reveals that participants did not 
recognize oral health care as a constitutional right.

The participants’ socioeconomic status may also have 
influenced the acceptance of the complete dentures by them 
as conventional complete dentures were the only available 
treatment for dental rehabilitation in the public service; par-
ticipants seem to accept the status quo. According to Vieira 
and Leles,27 sociocultural factors may influence the subjects’ 
attitudes depending on their vulnerability. Although implants 
are an appropriate option for the retention and stability of the 
prosthesis,7 few participants expressed the desire for this 
treatment. This may be because the participants considered 
the implant to be still inaccessible, and others referred to bone 
loss and age as a contraindication for this therapy. Among the 
main reasons for the refusal of treatment with implants in 
elderly patients were fear of pain, complications, and social 
embarrassment, all of which were exacerbated by age.28

Tooth loss

Table 2 summarizes the positive and negative feelings of the 
theme of tooth loss.

Extraction was the way to pain relief, the solution to den-
tal, buccal, and systemic problems, and it was considered a 
natural event of life. As previously observed among individ-
uals of a disadvantaged social class,29 extractions were seen 
as the only possible and definitive solution to solve tooth-
ache.3 Pain relief was the primary compensatory benefit for 
the disadvantages of edentulism. Extractions were also a 
solution for the appearance and embarrassment when natural 
teeth were big and with a large overjet due to periodontal 
disease. The inflammation and severe loss of tooth-support-
ing tissues, formerly known as “pyorrhea,” has also been 
previously reported30,31 as a reason for tooth extraction, 
because it is commonly considered to be irreversible and 
unavoidable. Tooth loss was also associated with improved 
bad breath and easier oral hygiene. Tooth extraction was a 
quicker and less problematic solution than other dental treat-
ments, and it was considered a consequence of the failure of 
previous conservative treatments since the restorations are 
seen as “patches” that do not compensate. This perception 
can manifest previous negative or frustrating experiences or 
the disbelief of individuals in conservative dental practice. 
As already observed,32 the participants like not having to 
consult the dentist anymore since with extractions, the prob-
lems would be solved in a single visit, thus being free of 
“engine noise” and “needles.”

The teeth were associated with the presence of systemic 
diseases and extracting them was the solution. Guidance from 
dentists and physicians has been shown to interfere in deci-
sion-making. As already mentioned by Gibson et al.,30 the 
decisions and actions of the dentist in the treatment through 
dental extractions and prostheses are perceived by the indi-
viduals as a natural solution to problems related to the teeth 
and gums. On the contrary, it is explicit that the previously 
existing mutilating practice in Brazil19 made the dentist pri-
marily responsible for the act and the patient a passive sub-
ject. This can be observed in the following statement: “The 
dentist prescribed some drugs and said: ‘come back and 
extract it when the inflammation wears off’” (E08).

In this study, the respondents perceived the tooth loss as a 
natural, inevitable, and culturally common event of life; they 
did not feel stigmatized by edentulism, although previously it 
has been seen as a marker of social inequalities.15 The feeling 
that tooth loss is a natural part of aging31–33 was previously 
observed. Another aspect that may interfere with the percep-
tion and attitude toward edentulism concerns interpersonal 
comparisons and would lead someone to believe that being 
edentulous is normal when other family members are as well.

Those who became edentulous also manifested negative 
feelings since tooth loss was compared with amputation, 
resulting in incompleteness. This “terrible” feeling has psy-
chosocial and physical consequences for those who recog-
nized themselves without a part of the body.33

Living toothless

Living toothless was considered “a negative surprise,” and 
the participants manifested only negative feelings (Table 3).

Edentulism was related to disability and impairments, 
psychosocial implications and constraints, due to physical, 
biological, and emotional changes; these findings were simi-
lar to Ferreira et al.2 The most frequent impacts felt in living 
toothless were on the functional losses in chewing, swallow-
ing, and appearance, contributing to the feeling of being 
“badly finished,” incomplete, and unequal. Without teeth 
and prostheses, chewing was compromised, and food became 
“tasteless,” and as a coping strategy, subjects began to select 
or blend foods, especially those with a harder consistency 
which could lead to the impoverishment of daily nutritional 
consumption.33–35 According to previous findings,34,36 living 
toothless affected socialization since the embarrassment was 
more significant when attending events and talking with peo-
ple outside of their social life and lower when relationships 
were within the family. Being without the prosthesis at home 
seemed to cause no embarrassment due to many years of a 
marital relationship, showing that edentulism appeared not 
to affect the intimate relationship with their spouses.

Living with complete dentures

The respondents experienced negative feelings during the 
period of adaptation to new complete denture (Table 4). In 
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this process, the participants reported pain and discomfort, 
which result in impairment in oral functions, such as food 
selection, as previously described in the literature.31

The lower dentures represented the main cause of negative 
feelings, and one respondent said that when he was not using 
it, he was “signing his death certificate” because of compro-
mised chewing and, consequently, his general health. In some 
cases, discomfort caused by pain and instability of the dental 
prosthesis has outweighed any aesthetic and functional ben-
efits which can often justify abandoning the use, especially of 
the lower complete denture. A quantitative study showed a 
lower percentage of use of the lower complete denture 5 years 
after installation.14 These facts may reinforce the idea that the 
lower complete denture may not be the best substitute for 
teeth because it causes difficulties and discomfort.37

Participants reported needing to get accustomed to the 
dentures, even if it bothers them, dealing with the psycho-
logical or seeking divine strength. This result showed that 
subjects presented resilience and adaptability to cope with a 
disability resulting from reduced oral function.32 The resolv-
ing of problems caused by the use of the dentures showed 
that acceptance in the face of difficulties was also linked to 
religious beliefs since resorting to God contributed to the 
solution. In a previous study among Saudis, it was concluded 
that spiritual belief could significantly soften the impact of 
serious life events.38 The high level of tolerance with com-
plete dentures may also be related to acceptance of the type 
of rehabilitation provided in the public service since few 
looked at the use of an implant-supported prosthesis.

Adaptation to the use of dental prosthesis contributed to 
overcoming the limitations caused by the edentulism. The use 
of a complete denture seemed to replace the missing part of 
the body, and some participants felt “complete” again, return-
ing to the person they used to be, corroborating with previous 
findings.9,36,38 It brought back to normal what once felt abnor-
mal (living toothless), positively influencing self-esteem and 
socialization. Functionality gains were observed by reports of 
a resumption of chewing, with the recovery of the capacity to 
eat everything, the same way as when they had natural teeth. 
Rehabilitation also affected the appearance because the par-
ticipant felt more beautiful with the prosthesis. They were able 
to smile better, without embarrassment. In addition, the com-
plete denture had been seen as something that lasts forever, 
unlike the permanent dentition, seen as something fleeting.

The findings of this study were similar to those observed in 
countries of different economic levels regarding the feelings of 
living without teeth, suggesting that this life event similarly 
affects the subjects in different contexts.31–33 The choice of 
prosthetic rehabilitation is determined not only by the socio-
economic status but also by self-perceived oral condition and 
fear of suffering related to implant surgery.28,32 The adaptation 
to the prosthesis is an individual experience, painful for many 
and that needs to be supported and overcome to be successful.

This study highlights the importance of establishing a 
professional–patient relationship during treatment with 
dental prostheses. The professional should clarify the 

limitations inherent to the use of prosthesis and perform 
maintenance after its insertion, seeking to correct imper-
fections that make this moment less painful. The profes-
sional should be willing to listen to the patients’ 
expectations and complaints and advise on the need to 
make adjustments after the insertion of the prosthesis, 
which can minimize the yearnings and sufferings and 
demystify the pain of adaptation as necessary for success 
with the use of the prosthesis.

The feelings experienced during edentulism and adapta-
tion with the prosthesis may have been attenuated over time, 
as participants reported on events that occurred in their his-
tory, as well as being prone to changing values throughout 
life. However, it is believed that the striking facts of life 
remain, and to this end, it is appropriate to consider the feel-
ings reported by participants through the reconstruction of 
the life experience’s history.

Conclusion

The course from edentulism to rehabilitation involved posi-
tive and negative feelings, and the socioeconomic context 
defined the choices and ways of experiencing similar prob-
lems by people and influenced the beliefs and behaviors that 
resulted in edentulism as well as the resignation with the 
complete dentures.

Declaration of conflicting interests

The author(s) declared no potential conflicts of interest with respect 
to the research, authorship, and/or publication of this article.

Ethical approval

Ethical approval for this study was obtained from Research Ethics 
Committee of Federal University of Minas Gerais, and the 
Municipality of Belo Horizonte approved this research (CAAE: 

06781912.8.0000.5149).

Funding

The author(s) disclosed receipt of the following financial sup-
port for the research, authorship, and/or publication of this arti-
cle: The authors are grateful to the Postgraduate Program of the 
Faculty of Dentistry of the Federal University of Minas Gerais 
and CAPES for translation funding. They would also like to 
thank FAPEMIG (R.C.F. received the financial resources via 
the Minas Gerais Researcher Program PPM-00686-16 and 
PPM-00603-18).

Informed consent

Written informed consent was obtained from all subjects before the 
study.

ORCID iD

Aline Araujo Sampaio  https://orcid.org/0000-0002-8704-5994

Supplemental material

Supplemental material for this article is available online.



8 SAGE Open Medicine

References

 1. Kassebaum NJ, Bernabe E, Dahiya M, et al. Global burden 
of severe tooth loss: a systematic review and meta-analysis. J 

Dent Res 2014; 93(7 Suppl.): 20S–28S.
 2. Ferreira AAA, Piuvezam G, Werner CWA, et al. A dor e a 

perda dentária: representações sociais do cuidado à saúde 
bucal. Cien Saude Colet 2006; 11(1): 211–218.

 3. De Marchi RJ, Leal AF, Padilha DM, et al. Vulnerability and 
the psychosocial aspects of tooth loss in old age: a Southern 
Brazilian study. J Cross Cult Gerontol 2012; 27(3): 239–258.

 4. Silva ME, Magalhaes CS and Ferreira EF. Dental loss and 
prosthetic replacement expectation: qualitative study. Cien 

Saude Colet 2010; 15(3): 813–820.
 5. Fiske J, Davis DM, Frances C, et al. The emotional effects 

of tooth loss in edentulous people. Br Dent J 1998; 184(2): 
90–93; discussion 79.

 6. Vasconcelos LC, Prado Junior RR, Teles JB, et al. Self-perceived 
oral health among elderly individuals in a medium-sized city in 
Northeast Brazil. Cad Saude Publica 2012; 28(6): 1101–1110.

 7. Muller F, Salem K, Barbezat C, et al. Knowledge and attitude 
of elderly persons towards dental implants. Gerodontology 
2012; 29(2): e914–e923.

 8. Nordenram G, Davidson T, Gynther G, et al. Qualitative stud-
ies of patients’ perceptions of loss of teeth, the edentulous 
state and prosthetic rehabilitation: a systematic review with 
meta-synthesis. Acta Odontol Scand 2013; 71(3–4): 937–951.

 9. Trulsson U, Engstrand P, Berggren U, et al. Edentulousness 
and oral rehabilitation: experiences from the patients’ perspec-
tive. Eur J Oral Sci 2002; 110(6): 417–424.

 10. Rousseau N, Steele J, May C, et al. ‘Your whole life is lived 
through your teeth’: biographical disruption and experiences 
of tooth loss and replacement. Sociol Health Illn 2014; 36(3): 
462–476.

 11. Tong A, Sainsbury P and Craig J. Consolidated criteria for 
reporting qualitative research (COREQ): a 32-item checklist 
for interviews and focus groups. Int J Qual Health Care 2007; 
19(6): 349–357.

 12. Yin RK. Case study research: design and methods. 5th ed. 
Thousand Oaks, CA: SAGE, 2014.

 13. Pope C, Van Royen P and Baker R. Qualitative methods in 
research on healthcare quality. Qual Saf Health Care 2002; 
11(2): 148–152.

 14. Stewart K, Gill P, Chadwick B, et al. Qualitative research in 
dentistry. Br Dent J 2008; 204(5): 235–239.

 15. Da Conceição Araújo MM, Martins MR, Dos Santos Soares 
AR, et al. Relationship between quality of complete den-
tures and user satisfaction at 1 and 5 years postinsertion. Int J 

Prosthodont 2018; 31(31): 271–279.
 16. Charmaz K. Constructing grounded theory: a practical guide 

through qualitative analysis. 2nd ed. London: SAGE, 2014.
 17. Nelson J. Using conceptual depth criteria: addressing the chal-

lenge of reaching saturation in qualitative research. Qual Res 
2017; 17(5): 554–570.

 18. Graneheim UH and Lundman B. Qualitative content analysis in 
nursing research: concepts, procedures and measures to achieve 
trustworthiness. Nurse Educ Today 2004; 24(2): 105–112.

 19. Hiramatsu DA, Tomita NE and Franco LJ. Tooth loss and the 
image of the dentist in a group of senior citizens. Cien Saude 

Colet 2007; 12(4): 1051–1056.
 20. Pucca GA Jr, Costa JF, Chagas LD, et al. Oral health policies 

in Brazil. Braz Oral Res 2009; 23(Suppl. 1): 9–16.

 21. Nascimento S, Frazao P, Bousquat A, et al. Dental health in 
Brazilian adults between 1986 and 2010. Rev Saude Publica 
2013; 47(Suppl. 3): 69–77.

 22. Fonseca LL, Nehmy RM and Mota JA. The social value of 
teeth and access to dental health services. Cien Saude Colet 
2015; 20(10): 3129–3138.

 23. Mendonça TC. Mutilação dentária: concepções de trabal-
hadores rurais sobre a responsabilidade pela perda dentária. 
Cad Saude Publica 2001; 17(6): 1545–1547.

 24. Jaiswal AK, Pachava S, Sanikommu S, et al. Dental pain and 
self-care: a cross-sectional study of people with low socio-
economic status residing in rural India. Int Dent J 2015; 65(5): 
256–260.

 25. Stoller EP, Gilbert GH, Pyle MA, et al. Coping with tooth 
pain: a qualitative study of lay management strategies and 
professional consultation. Spec Care Dentist 2001; 21(6): 
208–215.

 26. Da Conceição Araújo MM, Campos FL, Dos Santos Soares 
AR, et al. Oferta de próteses dentárias na Atenção Primária à 
Saúde de 2010 a 2016 em Belo Horizonte, Minas Gerais. Arq 

Odontol 2018; 53: e06.
 27. Vieira AH and Leles CR. Exploring motivations to seek and 

undergo prosthodontic care: an empirical approach using 
the Theory of Planned Behavior construct. Patient Prefer 

Adherence 2014; 8: 1215–1221.
 28. Ellis JS, Levine A, Bedos C, et al. Refusal of implant supported 

mandibular overdentures by elderly patients. Gerodontology 
2011; 28(1): 62–68.

 29. Chaves SC and Vieira-da-Silva LM. Inequalities in oral health 
practices and social space: an exploratory qualitative study. 
Health Policy 2008; 86(1): 119–128.

 30. Gibson BJ, Sussex PV, Fitzgerald RP, et al. Complete tooth 
loss as status passage. Sociol Health Illn 2017; 39(3): 412–
427.

 31. Sussex PV, Thomson WM and Fitzgerald RP. Understanding 
the “epidemic” of complete tooth loss among older New 
Zealanders. Gerodontology 2010; 27(2): 85–95.

 32. Meaney S, Connell BO, Elfadil S, et al. A qualitative inves-
tigation into patients’ perspectives on edentulousness. 
Gerodontology 2017; 34(1): 79–85.

 33. Dezhdar S, Fereidoonpoor N, Mostaghni E, et al. Transition 
from being OK to NOT OK with tooth loss among a selec-
tion of older people in Iran: a qualitative study. Gerodontology 
2017; 34(2): 215–226.

 34. Moimaz SAS, Almeida MEL, Lolli LF, et al. Envelhecimento: 
análise de dimensões relacionadas à percepção dos idosos. Rev 

Bras Geriatr Gerontol 2009; 12(3): 361–375.
 35. Saintrain MV and De Souza EH. Impact of tooth loss on the 

quality of life. Gerodontology 2012; 29(2): e632–e636.
 36. Øzhayat EB, Åkerman S, Lundegren N, et al. Patients’ experi-

ence of partial tooth loss and expectations to treatment: a qual-
itative study in Danish and Swedish patients. J Oral Rehabil 
2016; 43(3): 180–189.

 37. Kelly SA, Hyland RM, Ellis JS, et al. Development of a 
patient-based questionnaire about emotional and social 
issues related to eating with dentures. J Dent 2012; 40(8): 
678–685.

 38. Omar R, Tashkandi E, Abduljabbar T, et al. Sentiments 
expressed in relation to tooth loss: a qualitative study 
among edentulous Saudis. Int J Prosthodont 2003; 16(5): 
515–520.


