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RESUMO

Avaliagao dos servi¢os publicos de Endodontia nos Centros de Especialidades

Odontoldgicas de Minas Gerais

Objetivo do estudo foi avaliar servicos de Endodontia na atencéo secundéria
dos Centros de Especialidades Odontologicas (CEO) de Minas Gerais
(MG), em 2014. Dados de produtividade foram extraidos do TABWIN, segundo
Cadastro Nacional de Estabelecimento de Saude dos CEO/MG. Variaveis de
caracterizacdo dos municipios (porte populacional, IDH, indice de Gini), e dos
servicos (cobertura PSF, tempo de credenciamento, tipo de CEO, produtividade)
foram extraidas do IBGE e DATASUS. Avaliacdo dos gestores de saude bucal dos
municipios foi feita por um questionério. Andlise descritiva e Correlacdo de
Spearman foram realizadas a um nivel significaAncia de 5%. Distribuidos por 70
municipios, 76 CEO credenciados compuseram amostra, dos quais 65,8% eram tipo
II. Tempo mediano de credenciamento foi 8 anos. A maioria das cidades apresentou
porte populacional <50 mil habitantes (39,4%), IDH e indice de Gini com 52,6% e
65,8%, respectivamente, acima da mediana e 93,4% das cidades com cobertura de
PSF = 50%. Endodontia de dentes unirradiculares apresentou maior mediana de
producdo, seguidos pelos trirradiculares e birradiculares, mas a maioria dos CEO
ndo atingiu metas de produtividades estabelecidas pelo Ministério da Saude (MS) e
52,63% alcancaram metas em menos de 25% dos meses disponiveis para andlise.
Houve correlacdo positiva, respectivamente, entre total de procedimentos de
endodontia e média mensal de produtividade e porte populacional (p = 0,006; p =
0,003) e tipo de CEO (p= 0,004; p = 0,001); além de porcentagem de meses com
meta alcancada e porte populacional (p = 0,015) e nimero de meses com meta
alcancada e numero de meses disponiveis para analise de producdo (p=0,011).
Houve retorno de 94,29% dos questionarios dos gestores, a maioria era dentista
(89,4%) e estava ha mais de 2 anos no cargo (53%). A maioria das cidades tinha
apenas um CEO em funcionamento (92,4%) com 2 dentistas (30,3%). Em 87,9%
das cidades, endodontia era realizada apenas no CEO. Assisténcia em endodontia a
outros municipios foi observada em 69,7% dos CEO, sendo 59,1% municipios da
mesma microrregidao de saude. Haviam protocolos de referenciamento da atencao

primaria para CEO em 87,9% da amostra e, destes, 37,9% tinham protocolo



municipal proprio e 34,8% seguiam o do MS. A maioria dos CEO tinha lista de
prioridades no atendimento (65,2%) e 84,8% tinham meta de produtividade a seguir,
sendo que 60,6% destes seguiam metas do MS. Em 50% dos CEO, tempo de
espera para inicio da endodontia foi 1-6 meses. A maioria dos CEO néo tinha
recursos tecnoldgicos (42%) para endodontia e, apos conclusdo desta, 50% dos
pacientes eram contra referenciados a atencdo primaria. Houve uma correlacéo
positiva entre o numero de dentistas que realizaram tratamento endodéntico no CEO
com o total de procedimentos endoddnticos (p=0,0013) e porcentagem de meses
com meta alcancada (p=0,029); e correlacdo negativa entre recursos tecnoldgicos
disponiveis com total de procedimentos endodénticos (p=0,010) e porcentagem de
meses com meta alcancada (p=0,012). A maioria dos servicos de Endodontia nos
CEO avaliados ndo alcancaram as metas. Observou-se que gestores desconhecem

diretrizes do MS, demandando que medidas de gestdo e metas sejam reavaliadas.

Palavras-chaves: Endodontia, Avaliacdo de servicos, Atencdo secundaria



ABSTRACT

Assessment of public services in Endodontics in Dental Specialties Centers of

Minas Gerais, Brazil

Aim of this study was to evaluate Endodontics services in secondary care of
the Dental Specialties Centers (DSC) of Minas Gerais (MG), during 2014. Outputs
were collected from TABWIN, according to National Register of Health Establishment
of the DSC of MG. Variables of municipalities characterization (population
size, Human Development Index (HDI), Gini Index) and services
(Family Health Program (FHP) coverage, accreditation, type of DSC, output) were
extracted from the IBGE and DATASUS. Assessment of oral health managers of
municipalities was done through a questionnaire. Descriptive analysis and Spearman
correlation were performed, considering 5% significance level. Spread over 70
cities, 76 accredited DSC composed the sample, of which 65.8% were type
II. Accreditation median time of DSC was 8 years. Most cities showed population size
less than 50 thousand inhabitants (39.4%), HDI and Gini Index with 52.6% e 65.8%,
respectively, above the median and 93.4% of the cities with FHP coverage above
50%. Single-rooted teeth’ endodontics showed the highest median production,
followed by multi- and birradiculars teeth. Most DSC did not reach output target
established by the Brazilian Ministry of Health (MofH) and 52.63% achieved targets
in less than 25% of available months for analysis. There was a positive correlation,
respectively, between a total of endodontic procedures and monthly mean of
productivity and population size (p = 0.006; p = 0.003) and DSC type (p = 0.004; p =
0.001); besides of percentage of months with targets reached and population size (p
= 0.015); and number of months with achieved target and number of available
months for production analysis (p = 0.011). There was return of 94.29% of the
managers' questionnaires, most had graduated in Dentistry (89.4%) and were more
than two years in post (53%). Most cities had only one operating DSC (92.4%) with
two dentists (30.3%). Endodontic treatments were performed exclusively in DSC
(87.9%), and in 69.7% of DSC there was demand for endodontics assistance from
other municipalities, being 59.1% from the same health microregion. There were
referencing protocols from primary to secondary care in 87.9% of DSC, where 37.9%
followed their own municipal protocol and 34.8% the MofH protocol. Most DSC had



priorities list in attendance (65.2%) and 84.8% had one following output target, and
60.6% of these followed goals of MofH. In 50% of DSC, waiting time for start of
endodontics was 1-6 months. Most DSC did not have technological resources (42%)
to endodontic treatments and, after conclusion of endodontic treatment, 50% of
patients were counter-referred to primary care. There was positive correlation
between number of dentists that performed endodontic treatments in the DSC with
total endodontics procedures (p = 0.013) and percentage of months with target
reached (p = 0.029); and negative correlation between available technological
resources with total endodontics procedures (p = 0.010) and percentage of months
with target reached (p = 0.012). Most endodontics services in evaluated DSC did not
achieve targets. It noted that some managers unaware principles of the MofH,

demanding that management measures and targets must be reevaluated.

Key words: Endodontics, Health services’ evaluation, Secondary health care
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1 INTRODUCAO

Historicamente, no Brasil, a assisténcia a saude bucal nos servigos publicos
caracterizou-se pela atencéo a grupos prioritarios, como escolares e gestantes. Por
décadas, a populacdo adulta e idosa ficou a margem desses servigos, dependente
de uma oferta limitada de procedimentos odontoldgicos, de baixa complexidade e de
carater curativo e mutilador (PUCCA Jr. et al., 2009). A partir da criacdo do Sistema
Unico de Saude (SUS), em 1988, com mesmos principios em todo territério nacional:
universalizacdo, descentralizacdo, integralidade e participagcdo social, emergiu a
necessidade de se repensar a saude bucal brasileira (JUNQUEIRA et al., 2008;
PUCCA Jr. et al.,, 2009). A descentralizacdo da politica de saude brasileira
permaneceu como a premissa basica do SUS dentro da Constituicdo de 1988 e da
lei no. 8080 de 19 de setembro de 1990, que regulamentou o sistema de saude do
Brasil (LEVCOVITTZ et al., 2001).

Até a implantacdo do sistema de saude atual no Brasil, a satde organizava-se
em duas vias dicotdmicas: o setor de salde publica, conectado ao Ministério da
Saude e as Secretarias de Saude Estadual e Municipal, responsaveis pelo controle
de endemias e epidemias e implementacdo de acbBes de vacinacdo e educacao
sanitaria, sem intervencao nos niveis sociais e individuais; e o da seguridade social,
restrita a assisténcia médico-hospitalar apenas para os trabalhadores formais e seus
dependentes (ABREU & WERNECK, 1998).

Com a Reforma Sanitaria, um movimento baseado nas batalhas populares
contra a ditadura militar, procurou-se implementar um sistema nacional unificado de
salude no pais para todos os cidaddos, sem divisdo entre salude publica e
seguridade social. Esse movimento introduzia uma proposta global de promocéao de
saude, concebida para ir além dos limites desse setor, articulando-se com outros e

estimulando a participagéo social (JUNQUEIRA et al., 2008).

Em 1986, na Conferéncia Nacional de Salude com representantes da
sociedade civil, trabalhadores e gestores dos servicos de saude, partindo das idéias
da Reforma Sanitéaria, foi redigido um documento para a democratizagéo do cuidado
da saude e da sociedade. Com a promulgacdo da nova Constituicdo brasileira, em

1988, pds-regime militar, a saude foi reconhecida como um direito de todos e dever
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do Estado, instituindo-se entdo o SUS (JUNQUEIRA et al., 2008; PUCCA Jr. et al.,
2009).

A partir de 1988, com a criagdo do SUS, houve a necessidade de definicao de
um guia para a saude bucal. Em 1989, os cuidados dentais foram estruturados em
instalacdes proprias, ndo mais em escolas, mas para toda a populacédo, de acordo
com os principios do SUS, apesar de priorizar grupos na faixa etaria entre 6 e 12
anos (JUNQUEIRA et al., 2008).

A prética odontoldgica do tratamento curativo em detrimento das acgfes de
natureza coletiva, com o objetivo de promover a salude, comeca a perder espago em
1991, quando foi implantado o Programa de Agentes Comunitarios de Saude
(PACS). A criacdo de procedimentos coletivos se inicia com planos de acbes
municipais com distribuicdo de escovas dentais, dentifricios e aplicacdo topica de
fldor. Em 2000, a equipe de saude bucal foi incluida no Programa de Saude da
Familia (PSF), criado em 1994 como uma estratégia de reestruturacdo do modelo de
atencao primaria do SUS. Abriu-se uma nova perspectiva no planejamento de aces
na area da saude bucal no setor publico, com base fundamental na territorializacéo e
foco nos determinantes sociais e necessidades epidemiolégicas da populacdo
(JUNQUEIRA et al., 2008).

Diante dos dados levantados a partir do estudo da condicdo de saude bucal
da populacédo brasileira: Projeto Saude-Bucal Brasil/2003, em que se demonstrou a
severidade da situacdo da saude bucal do brasileiro, a precocidade de perda dental
e a falta de acesso aos servicos odontoldgicos, evidenciando um panorama em que
o foco da atencdo aos problemas de saude bucal ainda se concentrava nos
tratamentos restauradores tradicionais, politicas de saude publica foram
desenvolvidas de acordo com o perfil epidemiolégico da populacdo, tendo a
integralidade como um principio (LEVCOVITTZ et al., 2001; PEDRAZZI et al., 2008;
BUSATO et al., 2011). Entdo, em 2004, o Ministério da Saude langcou as Diretrizes
da Politica Nacional de Saude Bucal (PNSB), também conhecida como Programa
Brasil Sorridente, que enfatizava a necessidade de se aumentar o acesso ao
cuidado da saude bucal, com visao integral do processo de saude e doenca, e
incorporando procedimentos e servicos de alta e média complexidade, além de
articular atividades intersetoriais (LEVCOVITTZ et al., 2001; BRASIL, 2004a;
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BRASIL, 2004b; PUCCA Jr. et al., 2009; BULGARELI et al., 2013). Neste contexto,

foram instituidos os Centros de Especialidades Odontoldgicas (CEO).

Os CEO sao unidades de referéncia para a atencdo basica, integrados ao
processo de planejamento loco-regional que ofertam, minimamente, as
especialidades de periodontia, endodontia, cuidados de pacientes com
necessidades especiais, diagnostico bucal e cirurgia oral menor (BRASIL, 2004a).
Estes centros realizam procedimentos especializados e complexos, complementares
aos cuidados primarios (BRASIL, 2004 a,b), desenvolvendo o papel de assegurar a
retaguarda da atencdo basica, aumentando a resolutividade da mesma
(BULGARELI et al., 2013). Devem funcionar 40 horas semanais, sendo o himero de

profissionais variavel em funcdo do tipo de CEO (BRASIL, 2006a).

A Portaria N° 599/GM, de 23 de marco de 2006 (BRASIL, 2006a), define
critérios, normas e requisitos para implantacdo e credenciamento dos CEO, e a
Portaria N°600/GM, de 23 de marco de 2006 (BRASIL, 2006b), atualizada pela
Portaria n°® 1.341, de 13 de junho de 2012 (BRASIL, 2012), institui o financiamento
dos CEO. A implantacdo destes centros funciona por meio de parceria entre
estados, municipios e o governo federal, dos quais o Ministério da Saude faz o
repasse de uma parte dos recursos e estados e municipios contribuem com outra
parcela (BRASIL, 2006a). Existem trés tipos de CEO (tipo I, Il e Ill) e cada um deles
recebe um valor de incentivo para implantacdo e custeio, conforme demonstra a
Tabela 1:

Tabela 1 - Caracterizacéo dos CEO. Brasil, 2012.

Tipo de CEO Numero de Custeio mensal (R$) Repasse para
cadeiras implantacao (R$)
Tipo | 03 8.250,00 60.000,00
Tipo Il 04 a 06 11.000,00 75.000,00
Tipo llI 07 ou mais 19.250,00 120.000,00

Fonte: BRASIL, 2006 a,b; BRASIL, 2012.
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Todo CEO deve realizar uma producdo minima mensal em cada
especialidade, definida na Portaria 1.464/GM, de 24 de junho de 2011 (BRASIL,
2011a). Especificamente para a endodontia, os procedimentos considerados pelo
Ministério da Saude estdo listados na Tabela 2 e as metas mensais a serem
cumpridas séo, a saber: CEO tipo I, 35 procedimentos endodoénticos; CEO tipo Il, 60
procedimentos endodénticos e CEO tipo Ill, 95 procedimentos endodénticos, sendo
que, obrigatoriamente, o cumprimento minimo mensal de procedimentos de
endodontia é a realizacdo de 20% de obturacdo em dente permanente com trés ou
mais raizes e/ou retratamento endoddntico em dente permanente com 3 ou mais
raizes. A transferéncia de recursos referentes aos incentivos mensais dos CEO
podera ser suspensa, de maneira integral, quando a produ¢cdo minima mensal, em
qualquer das especialidades, nao for atingida por dois meses consecutivos ou trés
meses alternados, no periodo de um ano, e sera mantida até a regularizacdo da

producdo minima mensal.

Tabela 2 - Procedimentos de Endodontia considerados pelo Ministério da Saude.
BRASIL, 2011.

Cdédigo do Procedimento endoddntico
procedimento

0307020037 Obturacao de dente deciduo

0307020045 Obturacdo em dente permanente birradicular

0307020053 Obturacdo em dente permanente ¢/ trés ou mais raizes

0307020061 Obturacdo em dente permanente unirradicular

0307020088 Retratamento endodontico em dente permanente birradicular

0307020096 Retratamento endoddéntico em dente permanente ¢/ 3 ou mais
raizes

0307020100 Retratamento endoddntico em dente permanente unirradicular

0307020118 Selamento de perfuracéo radicular

Fonte: BRASIL, 2011a.
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Em vista do papel social dos CEO em reduzir as iniquidades de acesso aos
servicos odontoldgicos especializados e, assim, propiciar redu¢cdes na morbidade
relacionada a saude bucal, esses servicos devem ser avaliados em prol da melhoria
continua do seu desempenho. Entretanto, ndo havia, até entdo no Brasil, uma
politica de avaliagdo de CEO. Recentemente, em fevereiro de 2013, através da
Portaria n® 261/GM/MS, de 21 de fevereiro de 2013 (BRASIL, 2013a), o Governo
Federal expandiu o Programa de Melhoria do Acesso e Qualidade (PMAQ) aos CEO
(PMAQ-CEQO) como estratégia de qualificacdo dos servicos especializados em
saude bucal. Contudo, em sua primeira fase, a avaliacdo continuara pautada na
produtividade desses Centros. Desta forma, ndo ha até entdo, metodologias
consistentes capazes de identificar fragilidades e potencialidades que sirvam de
subsidio para a gestdo (MACHADO et al., 2015).

Este programa, de adesdo nao-obrigatoéria, € constituido por 4 fases distintas
e que se sucedem e compdem um ciclo: adesdo e contratualizacéo,
desenvolvimento, avaliacdo externa e, por ultimo, recontratualizacdo. Por meio da
adesdo ao programa, o gestor pode dobrar os recursos recebidos pelo Ministério da
Saude se atender aos padrfes de qualidade (BRASIL, 2013a).

Os CEO que aderirem ao PMAQ-CEO serdo monitorados por meio de
indicadores de producdo, de gestdo, de processo de trabalho e satisfacdo do
usuario, de acordo com o seu tipo (I, Il ou Ill). Apés a homologacdo da
contratualizacao pelo Ministério da Saude, o municipio recebera, mensalmente, 20%
do valor integral do incentivo financeiro PMAQ-CEO, por cada CEO contratualizado,
conforme valores da Tabela 3. Apds o processo de Avaliacdo Externa (fase 3 do
PMAQ-CEO), de acordo com o desempenho de cada CEO, os valores descritos na
Tabela 3 serdo também repassados (BRASIL, 2013b):
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Tabela 3 - Valores de incentivo PMAQ-CEO por tipo de CEO. Brasil, 2013.

Tipo de | Adeséo ao Desempenho Desempenho Desempenho
CEO programa mediano ou acimada média muito acimada
20% (R$) abaixo da média 60% (R$) média 100%
20% (R$) (R$)
Tipo | 1.650,00 1.650,00 4.950,00 8.250,00
Tipo Il 2.200,00 2.200,00 6.600,00 11.000,00
Tipo Il 3.850,00 3.850,00 11.550,00 19.250,00

Fonte: BRASIL, 2013b.

De acordo com a Coordenacdo Nacional de Saude Bucal do Ministério da
Saude, os resultados preliminares do PMAQ Atencdo Basica revelaram que as
equipes de saude bucal do PSF estiveram fortemente aderidas aos objetivos
prioritarios do programa Brasil Sorridente: 80,5% das equipes de saude bucal
realizaram prevencao e deteccdo do cancer bucal, 78,4% monitoraram mulheres
gravidas em suas areas de influéncia, 80,8%, promoveram atendimento a criancas

menores de 5 anos e 78,4% fizeram visitas domiciliares (PUCCA Jr. et al., 2015).

Desta forma, uma alternativa para buscar solucdes e evolugdes para os CEO
€ a realizacao de avaliacGes para subsidiar o planejamento e a tomada de decisao.
Neste sentido, iniciativas como o PMAQ-CEO devem ser destacadas e estudos de
avaliacdo de CEO devem ser conduzidos, uma vez que o objeto dos servigos de
salde, a vida e o processo saude-doenca sao bastante dinamicos. Assim, é preciso

revigorar processos avaliativos continuamente (MACHADO et al., 2015).

1.1 Avaliacao dos servicos de saude publica

O processo de avaliagdes dos servicos e 0 monitoramento dos resultados
alcancados como parte do planejamento e programacao de saude consiste em uma
ferramenta primordial da gestdo nas esferas do governo, sendo um dos
fundamentos da atencdo basica (CONTANDRIOPOULOS et al.,, 1997; BRASIL,
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2006c¢). Isto porque a atencdo basica é um nivel estratégico dentro do SUS, por ser
0 eixo de reorientacdo das acbes de atencdo a saude para mudanca do modelo
assistencial e da organizacdo dos servicos de saude de forma hierarquizada e
resolutiva (BRASIL, 2006c).

O conceito de hierarquizacdo dos servicos de saude tem evoluido com a
ampliacdo do conceito de saude. Hoje, a construcao de Redes de Atencao a Saude,
que sdo definidas como um conjunto de agbes e servigos de saude articulados em
niveis de complexidade crescente, ou seja, com diferentes densidades tecnoldgicas,
com a finalidade de garantir a integralidade da assisténcia a saude (BRASIL, 2011b),
tornou-se uma estratégia que se permite criar multiplas respostas no enfrentamento
do processo saude-doenca. A construcdo destas redes regionalizadas de atencéo a
saude pode fortalecer os processos de cooperacdo entre municipios, estado e
federacao, contribuindo para a diminuicdo das iniquidades, bem como, ampliando o
grau de co-gestdo entre distintos atores, por meio da pactuacdo de
responsabilidades complementares e interdependentes sobre a producdo de saude
em uma dada regido (BRASIL, 2009). A saude bucal foi eficientemente integrada a
esta rede e um dos principais avancos foi a melhora radical da capacidade instalada
de servicos de atencdo a saude bucal através dos trés niveis de atencdo a saude:

primaria, secundaria e terciaria (PUCCA Jr. et al., 2015).

A avaliacdo dos servicos de saude tem também como objetivo fundamental
converter 0s conceitos em estratégias, contribuindo para a producdo de medidas
Uteis a tomada de decisdo, subsidiando aperfeicoamentos no ambito dos servicos e
planejamentos (ESPERIDIAO e TRAD, 2006), auxiliando também na formacédo de
sujeitos envolvidos nos processos (CONTANDRIOPOULOS et al., 1997).

A institucionalizacédo da avaliacdo dos servicos de salde deve ser vista como
uma importante ferramenta na gestdo de sistemas de saude, e ndo apenas para
formulacdo de politicas de avaliacdo local. Deve incluir, também, a construcéo
continua de processos de avaliagdo, estratégias, desenvolvimento e aprimoramento
da capacidade técnica (NICKEL et al., 2009).

As avaliagbes dos servicos de saude bucal tém mostrado que o0s
procedimentos de atencao basica sdo de baixa resolutividade para as necessidades
de tratamento demandada pela populacdo adulta, como tratamentos endodonticos,
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periodontais e protéticos (VARGAS e PAIXAO, 2005). Desta forma, dentes que
poderiam ser recuperados acabam sendo extraidos, em funcéo da estreita oferta de
atencdo secundaria (VARGAS e PAIXAO, 2005; GHOTANE et al., 2015). As
exodontias de elementos que poderiam ser recuperados acabam se tornando uma
solugdo imediata para resolver o problema da dor, afetando profundamente a
qualidade de vida dos individuos, tanto no sentido funcional, quanto no social e
psicolégico (VARGAS e PAIXAO, 2005).

Desta forma, as especialidades ofertadas segundo o tipo de CEO deveriam
ser revisadas, para garantir que aquelas de maior demanda, que respondem a
morbidade da populacdo brasileira passassem a ser garantidas em todos os
servicos, como endodontia e protese dentéria. Estes servicos satisfazem a
conservacao dos dentes, como tratamento para as consequéncias da carie dentéaria
e a reabilitacdo dos dentes perdidos. A inclusdo de outras especialidades deve
responder a analises locais e regionais que satisfacam o seu quadro epidemiolégico
(GOES et al., 2012).

Aquilante e Aciole (2015) destacam que as especialidades de prétese,
periodontia e endodontia sdo as que tém as maiores demandas reprimidas na
atencdo secundaria em saude bucal no Estado de Sao Paulo, sendo que a
endodontia tem fila de espera que pode chegar a mais de dois anos,
comprometendo a continuidade do cuidado nos niveis secundéario e terciério e
deixando os usuarios em situacdo de maior vulnerabilidade a futuros tratamentos
mutiladores. Machado et al. (2015) também apontaram que as longas filas de espera
para a especialidade endodontia nos CEO de Belo Horizonte acarretam procura por
atendimento especializado no servigo privado ou a extracao do dente, especialmente
nos casos de dor.

Um outro olhar deve ser dado para a questdo da manutencéo dos dentes, ndo
s6 do ponto de vista técnico e clinico, mas também no ambito do restabelecimento
do estado de saude do paciente, uma vez que a endodontia objetiva prevenir ou
eliminar infecgbes que abrangem uma gama de patdégenos oriundos da cavidade
bucal que, por sua vez, é fonte de importantes espécies de infeccbes sistémicas
(BRITO et al., 2007; BRITO et al.,, 2012). Pacientes com infecgcao de HIV, por

exemplo, tem um alto risco de desenvolvimento de lesdes oportunistas, devido a
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condicdo imunossupressora. Neste sentido, a resolucdo das necessidades de
tratamento endodontico, a fim de propiciar condicdo de reparo apical das lesdes
periapicais se faz necessaria (BRITO et al., 2009). Além disto, infeccbes
endodonticas sédo potencializadoras da condicdo geral de pacientes transplantados
de células tronco-hematopoiéticas, podendo ser de dificil tratamento nos primeiros
meses pos-transplante. A recomendacdo é que dentes sem vitalidade ou sob
diagnéstico duvidoso devem receber intervengfes centradas na minimizacdo e/ou
estabilizacdo das infeccbes periapicais, as quais poderiam sofrer complicacdes

clinicas agudas durante ou apds o transplante (COSTA et al., 2014).

Os avanc¢os nos investimentos e planejamentos de salde bucal publica tém
crescido visando a inclusdo social de grupos especificos e das populacdes carentes,
porém estes investimentos ndo sdo suficientes quando se considera a demanda
existente por tratamentos endodoénticos e a posterior restauracdo dos elementos
tratados endodonticamente. A demanda por estes tratamentos cria um Sseério
problema a ser resolvido pela oferta destes servicos pelo SUS: o tempo necessario
para se chegar a atencdo secundaria, os custos com estes atendimentos, e a
capacidade produtiva dos CEO. E necessario que se conheca estes dados para que
se possa planejar para o enfrentamento de tal demanda pelo SUS e adotar

estratégias para direcionamento dos recursos (ANTUNES e NARVAI, 2010).

Algumas caracteristicas devem ser levadas em consideracdo na interface
ideal entre os servicos de atencdo basica e secundaria: equidade, onde todos os
casos diagnosticados corretamente devem ser referenciados a um nivel de maior
complexidade sem barreiras para este referenciamento; integralidade, onde todo
tratamento necesséario deve estar disponivel e acessivel, seja no nivel basico ou
secundario; com eficiéncia e eficacia, garantindo que as referéncias sejam
apropriadas e com mecanismos de triagem adequados e a contra-referéncia
assegurada apés o tratamento finalizado, ou até mesmo, ao longo do mesmo
(MORRIS e BURKE, 2001).

A falta de integracdo entre diferentes pontos de atencdo e a desarticulacéo
das politicas que normatizam a atencdo secundaria sdo entraves a garantia do
cuidado integral, tornando incompleto esse processo na rede (ALMEIDA et al., 2010;
AQUILANTE e ACIOLE, 2015). Deve-se considerar que a atencdo secundéria
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desempenha papel imprescindivel na resolutividade e integralidade do cuidado e
concentra parcela importante dos recursos necessarios para garantir a integralidade
da atencdo a saude (ERDMANN et al., 2013). Estudos sobre a implementacédo dos
CEO discutem os seus custos como proximos aqueles da atencao primaria pelo
predominio dos gastos com pessoal (FERREIRA e LOUREIRO, 2008), mas também
apontam uma baixa performance desses servicos (FIGUEIREDO e GOES, 2009;
CHAVES et al., 2011).

Entretanto, expandir o atendimento publico odontoldgico, seja na atencdo
primaria ou secundaria, tem representado enorme dificuldade para a rede de saulde,
pois o0s recursos destinados para essa finalidade, apesar de crescentes, ndo séo
suficientes para atender imediatamente todas as potenciais necessidades da
populacdo. Para fazer frente a esse desafio, tem-se adotado a estratégia de
direcionar recursos e eleger metas prioritarias (ANTUNES e NARVAI, 2010). Alguns
estudos regionais especificos concluiram, inclusive, que o planejamento de servicos
publicos odontolégicos tem-se pautado por uma tendéncia redistributiva ou pro-
equidade, com maior provisdo de recursos nas cidades com piores indicadores
socioecondmicos (JUNQUEIRA et al. 2006; BALDANI et al., 2009).

Conflitos importantes na integracdo entre a atencdo béasica e atencao
especializada foram apontados em um estudo avaliativo de CEO, na Bahia, onde
ndo apenas a indicacdo adequada de casos para esse nivel de atencdo estava
equivocada, como também a chegada do paciente ao CEO sem a devida adequacao
e promocdo de saude bucal, fun¢des da atencdo primaria (CHAVES et al., 2011).
Ainda que os problemas de acesso a atencao secundaria sejam reconhecidos, a boa
capacidade resolutiva da atencao priméaria pode reduzir as grandes filas de espera
para esse nivel de atencdo, recomendando-se, assim, o fortalecimento da
capacidade gerencial no nivel local para melhor utilizagdo dos servigos publicos
odontologicos (CHAVES et al, 2012). Outra sugestdo seria a melhora da
comunicacdo e interagdo entre os profissionais dos niveis de complexidade da
atencdo a fim de se constituir uma boa referéncia entre os niveis de atencao
(SCHWARTZ, 2007).

A implantacdo de CEO em municipios nos quais a atencdo basica ndo esta
adequadamente estruturada ndo é recomendada, segundo Chaves et al. (2010),
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pois a atencdo secundaria estaria exposta, nestes casos, as pressdes da livre
demanda e a execuc¢do de procedimentos tipicos de atencdo priméria, desviando-se
do seu obijetivo central, que € de garantir a integralidade na saude bucal, oferecendo
procedimentos de maior densidade tecnolégica. Em municipios de maior porte
populacional, onde a cobertura de Equipes de Saude da Familia e PSF mostrou ser
menor do que 50%, uma demanda espontanea maior de atencao basica ao CEO foi
observada, comprovando a incoeréncia do referenciamento e comprometendo a

ideal interagcdo entre a atencdo secundaria e a primaria (GOES et al., 2012).

A garantia da integralidade na assisténcia da saude bucal nos CEO se depara
com alguns fatores relevantes observados no estudo de Chaves et al. (2010): o
principal deles é a relacdo da maior cobertura da atengcdo primaria no territério em
gque O servico especializado se situa, com o tipo de necessidade de servico
demandado. Neste caso, a endodontia apresentou maior chance de garantia dessa
continuidade em relacdo as outras especialidades ofertadas nos CEO, isso porque
os casos de tratamento endoddntico no CEO estavam relacionados, na sua grande
maioria, a pacientes referenciados da atencao basica (ou seja, com maior cobertura
de atencdo basica), o que, segundo Morris e Burke (2001), é uma caracteristica

importante da interface ideal entre atencdo primaria e secundaria em saude bucal.

As avaliacdes sobre servicos de atencdo secundaria em saude bucal no Brasil
estdo em fase incipiente de construcédo (FIGUEIREDO e GOES, 2009; LIMA et al.,
2010; CHAVES et al., 2011). Apos definicdes politicas que aumentaram o aporte de
recursos e possibilitaram o crescimento da atencdo secundaria em saude bucal
prestada pelo SUS, conhecer e analisar estes servicos se tornou um passo
necessario (KORNIS et al., 2011).

Figueiredo e Goes (2009) avaliaram os 22 CEO em funcionamento no Estado
de Pernambuco, comparando o cumprimento global das metas propostas para cada
tipo de CEO em funcdo das caracteristicas dos servicos e dos municipios onde
foram implantados. Os autores observaram que 40,9% dos CEO avaliados
obtiveram um bom desempenho, porém 31,8% tiveram desempenho ruim. Além
disso, foi verificado que quanto menor o porte populacional e o indice de
Desenvolvimento Humano (IDH) do municipio piores desempenhos foram

observados, realcando o padrao de desigualdade no uso dos servigos
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odontoldgicos, deixando desassistida boa parte da populacdo; dados também
obtidos por Goes et al. (2012). Além disto, servicos mais bem estruturados, seja por
melhores recursos financeiros, humanos, fisicos e/ou organizacionais, com maior
tempo de implantacdo, apresentam melhor cumprimento das metas da atencdo
secundaria (GOES et al., 2012).

Um outro estudo associando indicadores socio-demograficos dos municipios
brasileiros com CEO instalados, entre os anos de 2004 a 2009, variaveis estruturais
dos servicos e organizacdo da atencdo basica com o0s seus desempenhos, em
termos de produtividade, constataram que as regibes Nordeste, Sul e Sudeste do
pais, baixos IDH e porte populacional, e grande cobertura de Equipes de Saude da
Familia, bem como CEO implantados a menos de 2 anos tiveram CEO com
desempenhos ruins ou regulares. Considerando separadamente os desempenhos
por especialidades dos CEO brasileiros, neste periodo, a endodontia e a cirurgia

estiveram associadas as mais baixas produtividades (CORTELLAZZI et al., 2014).

Estudos recentes avaliando desempenho e cumprimento de metas dos CEO
tém apresentado produtividades abaixo dos limites esperados nas diversas
especialidades (FIGUEIREDO e GOES, 2009; GOES et al., 2012; CORTELAZZI et
al., 2014; LINO et al.,, 2014). Sdo inumeros os fatores que podem interferir no
registro de procedimentos, inclusive a existéncia de metas j4 pré-estabelecidas.
Além disso, as metas propostas pelas portarias ministeriais sdo questionaveis, haja
vista ndo se basearem na oferta potencial de procedimentos por especialidade,
levando-se em conta apenas o tipo de CEO para fazé-lo (CHAVES et al., 2010).

Lino et al. (2014) avaliaram a ateng¢do secundéaria em saude bucal no Estado
de Minas Gerais e apontaram gue grande parte dos CEO n&o atingiram as metas do
Ministério da Saude e destacaram ainda que, em relacdo as metas, cada servico
tem, de certa forma, o poder de direcionar a producdo desses procedimentos
especializados, no sentido de atingi-las. Especificamente, no caso da endodontia,
sugerem que a meta deveria diferenciar os dentes a serem submetidos ao
tratamento endodontico, para que nao se realize atendimentos de procedimentos
menos complexos (dentes anteriores) em detrimento a maior necessidade da
populacdo (molares). Tal discusséo € lacuna relevante no sentido de investigar a

relacdo entre a oferta e a utilizacdo desses servicos (CHAVES et al., 2010),
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dislumbrando-se a necessidade de revisdo de metas e/ou mudancas na gestao
desses servicos (GOES et al., 2012).

A satisfacdo dos usuérios assistidos nos CEO da cidade de Recife,
Pernambuco, foi utilizada como um indicador de resultados e constatou-se boa
avaliacdo dos servicos prestados e avaliacbes positivas individuais de distintas
dimensfes do cuidado a saude, exceto quanto a acessibilidade, que surgiu como
uma dificuldade enfrentada de forma geral. Outra ressalva feita foi a insuficiéncia do
namero de profissionais por especialidades nos CEO, justificando a dificuldade do
acesso relatada pelos usuarios, sugerindo que, no ambito do SUS, a expansao da
rede assistencial de atencdo odontoldgica secundaria ndo acompanhou o
crescimento da oferta de servicos da atencdo basica (LIMA et al.,, 2010). Neste
ambito, Almeida et al. (2010) apontam que os investimentos em atencao secundaria
potencializam a resolubilidade da atencdo primaria, mas, por outro lado, a baixa

resolubilidade da atencao primaria aumenta a demanda para a atencdo secundaria.

A relacdo interpessoal com os profissionais envolvidos no atendimento,
questdes relacionadas a tecnologia, rapidez do servico, limpeza e orientacdes sobre
o fluxo de atendimentos sdo fatores de satisfagcdo apontados por usuarios na
avaliacdo da sua satisfacdo com o servico de atencdo secundaria. E importante,
também, que os servicos de saude otimizem tempo e espaco, e viabilizem custo e
beneficio. O atendimento no mesmo dia ou menor nimero de sessdes implica menor
gasto com transporte e menor perda de tempo do horario de servico do usuario
(GENTIL et al., 2003). Isto se justifica porque melhorias da qualidade dos servigos
aumentam a oferta dos mesmos, reduzem o tempo de espera, melhoram o
relacionamento interpessoal, aumentam o0 nivel de confianga e o empenho na
resolucao de problemas (BARROSO et al., 2008).

Os avancos tecnolégicos e a utilizacdo de pessoal auxiliar tém sido
relacionados com uma maior capacidade dos cirurgides-dentistas em produzir mais
servicos odontologicos por unidade de tempo (BEAZOGLOU et al., 2002). No
entanto, segundo Grytten (2005) e Grytten et al. (2009), tal argumento nédo é
suficiente para explicar maior produtividade, ou maior utilizacdo de servigos, uma
vez que uma maior oferta e disponibilidade de servicos de saude podem néo

necessariamente significar maior utilizagcao (GUAY, 2004). As principais razdes para
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a distancia entre oferta e utilizacdo podem estar associadas a disponibilidade da
forca de trabalho e sua distribuicdo geografica, as mudancas no perfil
epidemioldgico da populacéo, a facilidade de acesso a servicos odontologicos, as
caracteristicas da gestdo do servico (CHAVES e VIEIRA da SILVA, 2007). Esses
fatores podem influenciar o desempenho do servico no cumprimento dos padrdes de
oferta adequada de procedimentos.

Com vistas a melhoria da qualidade da prestacdo dos servicos da atencao
secundéria, Goes et al. (2012) sugerem que a instituicdo da qualificacdo do
processo de trabalho seria fundamental, com acdes de educacdo permanente e
criacdo de residéncia em atencdo secundéaria para formacdo de habilidades e
competéncias voltadas aos CEO. Estes autores ressaltam ainda que outro aspecto
importante seria a avaliagdo de tecnologias e procedimentos proprios aos CEO,

além da realizac&o de pesquisas sobre o impacto da implantacdo do CEO no Brasil.

Por fim, uma outra perspectiva avaliativa dos servicos de saude é aquela
voltada a avaliacdo dos gestores de saude. Melo et al. (2013) apontam que o
principal objetivo da gestdo em salde € a tomada de decisdes, que € um processo
complexo envolvendo qualifica¢cdes, motivacoes, intuicdes, interesses, conhecimento
e habilidades. Ainda hoje, estudos voltados para a gestdo em saude,

especificamente para a saude bucal, sdo escassos na literatura.

A municipalizacdo do sistema de salde e a expansao das politicas de saude
publica, no Brasil, nos ultimos anos, tém aumentado a demanda por gestores nesta
area. Entretanto, estudos tém apontado a fragilidade gerencial dos recursos
humanos da saude por desconhecimento das diretrizes do SUS e falta de habilidade
em articular questdes politicas (PIERANTONI et al., 2008). Além disto, ndo ha uma
legislacdo consolidada descrevendo o perfil técnico e profissional para o cargo de
gestor de saude no SUS e o0 que se vé sao indicacbes politicas e cargos
comissionados, que criam um problema operacional ao sistema de saude (MELO et
al., 2013).

E recomendado que os gestores de salde, previamente ao iniciar suas
atividades, participem de processos de capacitagdo especificos para conhecerem e
analisarem o perfil de sua area de supervisao: aspectos demograficos, sociais,

econdmicos, ambientais e de saude, para identificar problemas e o potencial que o
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nivel local tem para resolvé-los, bem como o entendimento dos indicadores de
saude locais (MELO et al., 2013).

Pelo ponto de vista da gestdo, Cardoso et al. (2015) observaram que os
problemas encontrados pelos gestores de saude, em municipios de Minas Gerais,
foram direitos trabalhistas precarios, a desvalorizacdo da qualificacdo dos
profissionais, a auséncia de concurso publico como entrada nos servigos de saude,
a abstenc&o do municipio em incentivar equipes que cumpriram metas estabelecidas

e a auséncia do plano de cargos, carreiras e salarios.

1.2 O uso datecnologia em Endodontia nos servi¢cos de saude publica

As ligas de niquel-titanio (NiTi) tornaram-se populares para a confec¢do dos
instrumentos endoddnticos usados na instrumentagéo dos canais radiculares, devido
ao seu baixo moédulo de elasticidade em relacdo as limas de aco inoxidavel,
comumente usadas na fabricacdo dos instrumentos endoddnticos manuais. Essa
importante caracteristica da liga NiTi proporciona maior flexibilidade aos
instrumentos, facilitando seu uso em canais curvos e minimizando erros de
procedimento, como: transporte, degrau ou perfuracdo dos canais radiculares. Além
da superelasticidade, o efeito memoria de forma e a resisténcia a corrosdo sdo

outras importantes propriedades dessas ligas (WALIA et al., 1988).

Os instrumentos de NiTi facilitam o preparo e modelagem do sistema de
canais radiculares (SCR), resultando em preparos mais centrados e conicos, em
menos tempo e com maior eficiéncia clinica, produzindo melhor qualidade nas
obturacbes dos canais radiculares. Ha menor fadiga para o0s pacientes e
profissionais, que poderdo assistir a um maior niumero de individuos com alta
qualidade técnica (GLUSKIN et al., 2001; PETERS et al., 2001, SCHAFER, 2001,
SCHAFER e FLOREK, 2003; BAUMANN, 2004; CARROTE, 2005; GUELZOW et al.,
2005; PERU et al., 2006; SCHIRRMEISTER et al., 2006; SONNTAG et al., 2007;
FIGINI et al., 2008; PETERS & PAQUE, 2010; CELIK et al., 2013).

Com o advento das limas rotatérias de niquel titanio acionadas a motor e 0s

avangos tecnologicos na endodontia recenteente, houve uma simplificacdo das
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técnicas e das etapas operatérias dos tratamentos endododnticos. Cada vez mais,
novas técnicas e materiais surgem com a finalidade de melhorar a qualidade desta
terapia, favorecendo o trabalho do cirurgido-dentista e reduzindo o tempo de
execucado do tratamento (SIQUEIRA e ROCAS, 2008).

Atualmente, como principal alternativa para tratamentos em sessdo Unica,
destaca-se a instrumentacdo com movimentos reciprocos continuos, executados
pelas limas de niquel titdnio de uso Unico, acionadas a motor. Esta inovacdo na
Endodontia facilitou ainda mais o trabalho do endodontista, afinal, a reducdo do
namero de instrumentos contribui proporcionalmente na reducdo do tempo de
trabalho. Além disso, estes instrumentos devem ser descartados apds 0 uso, 0 que
diminui o risco de contaminacédo (YARED, 2010; BURKLEIN et al., 2012; KIM et al.,
2012).

A adocdo ou ndo dessa tecnologia, desde a insercdo dos instrumentos
rotatérios de NiTi na pratica clinica endodontica, varia de profissional para
profissional. Parashos e Messer (2004) demonstraram, num estudo entre dentistas
australianos, que cerca de 64% dos especialistas em endodontia usam essa
tecnologia contra apenas 22% dos clinicos gerais, suportando a visdo de diferentes
taxas de adesdo para a mesma inovacdao em diferentes sistemas sociais. Outros
autores destacam que um programa de educacao continuada, principalmente com a
inclusdo de sessbes de treinamento pré-clinico, se mostra mais impactante na
difusdo e adesdo a uma inovacao tecnoldgica (PARASHOS e MESSER, 2004; REIT
et al., 2007; KOCH et al., 2009).

Comparados os custos, quando se utilizam instrumentos rotatorios de NiTi
nos tratamentos endodoénticos e o numero de sessbes gastas, antes e ap0s uma
capacitacdo profissional, Koch et al. (2012) observaram que o niamero de sessfes
apos o aperfeicoamento profissional reduz significativamente e que os resultados
clinicos mostram-se melhores que antes da capacitacdo, resultando em uma

favoravel relacdo custo/beneficio.

Concomitante as varias vantagens decorrentes do uso de instrumentos
rotatorios de NiTi na endodontia, uma melhora na qualidade técnica das obturactes
dos SCR e uma melhora nas condicdes periapicais dos dentes tratados

endodonticamente séo esperados. Como ja observado em estudos populacionais
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prévios (ECKERBOM et al., 2007; FRISK et al. 2008, KIRKEVANG et al. 2014), a
relacdo entre a qualidade das obturacées e a condicdo periapical dos dentes
obturados endodonticamente € mais complexa do que uma mera correlacéo direta e
€ possivel que, mesmo se a qualidade técnica dos canais parecam adequadas
radiograficamente, o canal pode ndo estar adequadamente desinfectado ou a
obturacdo nao prevenindo microinfiltragbes efetivamente. Assim, independente da
técnica de instrumentacédo, o tratamento endodontico frequentemente remove a dor
do paciente e a patologia, quando persistente, é frequentemente assintomatica,
sendo normalmente identificada por um exame radiogréfico. Entdo, no geral, apenas
o dentista observard melhoras na qualidade do tratamento (BJORNDAL & REIT,
2005).

O atendimento a pacientes do SUS com o emprego dos instrumentos
rotatérios de NiTi, na graduacao do ensino odontolégico, mostrou-se mais eficiente e
resolutivo quando comparado aos instrumentos manuais de aco-inoxidavel,
permitindo assistir a um maior nimero de pacientes. A incorporacdo dessa
tecnologia no curriculo odontoldgico, na atencdo de pacientes assistidos pelo SUS,
deve ser analisada e discutida. Ela é grandemente aceita pelos académicos
avaliados, pela sequéncia simples e produtiva de trabalho. Ademais, contribui para a
resolucdo da demanda reprimida por tratamentos endodonticos, diminuindo as
longas filas de espera e possibilitando uma adequada relacdo custo/beneficio
(MARTINS et al., 2012; SEIJO et al., 2013).

Em funcdo da necessidade de se buscar continuamente formas de ampliar o
acesso, a oferta e a qualidade dos servicos prestados, alguns CEO ja estdo
incorporando a tecnologia dos instrumentos rotatérios de NiTi na atencdo secundaria
em endodontia. A incorporacdo de tecnologias avancadas no campo da saude,
porém, requer uma analise além da técnica endodontica e do resultado esperado
com sua implementacdo. Os caminhos benéficos, que podem ou ndo surgir pela
incorporacdo de tecnologias avancadas, devem contemplar a reflexdo sobre os
resultados (BUSS e FERREIRA, 2000). E preciso que se clareie o real beneficio do
uso dessa nova tecnologia, para ndo haver o risco de simplesmente, aumentar o
“menu de oferta” (SCHRAIBER e MENDES-GONCALVES, 2000).
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Uma avaliacdo qualitativa, visando compreender em profundidade as
experiéncias vividas por usuérios da atencdo secundaria em endodontia, mostrou
que a percepcdo da qualidade do atendimento pelo paciente esteve mais
relacionada com a maneira como ele é tratado, que com 0s aspectos técnicos da
assisténcia, demonstrando que a percepcao dos usuarios nao deve ser considerada
isoladamente, mas como parte fundamental para se tracarem estratégias de
melhoria deste servico (MELGACO-COSTA et al.,, 2016). Quanto a visdo dos
profissionais dentistas, esta percepcdo se apresentou como um interessante
feedback para os gestores, no planejamento de melhorias para 0 servico: 0s
profissionais que utilizaram instrumentos rotatorios relataram um menor nimero de
consultas para concluir os tratamentos endodénticos de molares e uma melhora na
qualidade técnica dos mesmos, comparados aos que utilizaram instrumentos
manuais. Sugestdes de introducdo de novas tecnologias, associadas a capacitacéo
profissional, visando a resolutividade do servico na especialidade de endodontia e
insatisfacdo com a falta de integralidade no servico também foram pontuados
(COSTA, 2012).

1.3 Regionais de Saude do Estado de Minas Gerais

O Estado de Minas Gerais, foco deste estudo, localizado na regido Sudeste
do Brasil, tem uma populagéo aproximada de 20 milhdes de habitantes, segundo o
censo do Instituto Brasileiro de Geografia e Estatisticas (IBGE) de 2010, e um total
de 853 municipios (IBGE, 2010). O IDH médio do Estado é de 0,825, um valor
considerado elevado. Este indice é adotado desde 1990 pelo Programa das Nacodes
Unidas para o Desenvolvimento (PNUD) e mensura a qualidade de vida em regides
ou paises a partir de trés componentes bem abrangentes e de mesmo peso: renda,
longevidade e educacdo. O componente renda mensura a dimensao econdémica do
desenvolvimento humano, sendo aferida pelo Produto Interno Bruto (PIB) per capita,
corrigido pelo poder de compra da moeda de cada regido. Para o componente
longevidade, utiliza-se como parametro a expectativa de vida dos individuos ao
nascer, enquanto, para o componente educacdo, sao utilizados os indices de

analfabetismo e da taxa de matricula em todos os niveis de ensino. O célculo do IDH
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é obtido pela média aritmética destes componentes, que, previamente normalizados,
passam a ser compreendidos no intervalo de zero a um. Quanto mais proximo o
indice se situar do limite superior, maior o desenvolvimento humano na regiao
(BOLETIM REGIONAL DO BANCO CENTRAL DO BRASIL, 2009).

O Iindice de Gini € um indicador econdmico e mede o grau de desigualdade
existente na distribuicdo de individuos segundo a renda domiciliar per capita, cujo
valor varia de 0 (a perfeita igualdade) até 1 (a desigualdade maxima). Para o Estado
de Minas Gerais, este indice, em 2011, foi mensurado em 0,476 (IBGE, 2012). O
interesse por este indicador se justifica porque as desigualdades sociais presentes
nos indicadores do processo saude-doenca implicam em desigualdades nos padrdes

de doencas e também no padrao de utilizacdo dos servicos (MATOS et al., 2001).

Os municipios do Estado de Minas Gerais estdo subdivididos em 28
Regionais de Saude, que séo geridas por Superintendéncias Regionais de Saude
(SRS) e Geréncias Regionais de Saude (GRS). Estas, por sua vez, tém por
finalidade garantir a gestdo do Sistema Estadual de Saude, assegurando, por meio
dos servicos de saude, a qualidade de vida da populacdo, competindo-lhes:
implementar as politicas estaduais de salde em ambito regional;, assessorar a
organizacdo dos servicos de saude nas regides; coordenar, monitorar e avaliar as
atividades e acdes de saude em ambito regional; promover articulacdes
interinstitucionais; executar outras atividades e acbes de competéncia estadual no
ambito regional; implantar, monitorar e avaliar as a¢cdes de mobilizagdo social na

regido e exercer outras atividades correlatas (MINAS GERAIS, 2005).

As SRS e GRS possuem sede em 28 municipios, sendo eles: Alfenas,
Barbacena, Belo Horizonte, Coronel Fabriciano, Diamantina, Divinopolis,
Governador Valadares, Itabira, ltuiutaba, Januaria, Juiz de Fora, Leopoldina,
Manhumirim, Montes Claros, Passos, Patos de Minas, Pedra Azul, Pirapora, Ponte
Nova, Pouso Alegre, S&o Jodo del Rei, Sete Lagoas, Teofilo Otoni, Uba, Uberaba,
Uberlandia, Unai e Varginha, conforme ilustrado na Figura 1 (MINAS GERAIS,
2005).
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Figura 1 - Regionais de Saude do Estado de Minas Gerais. Minas Gerais, 2008.

Fonte: MINAS GERAIS, Secretaria do Estado da Saude (SES/MG), 2008.

Nestas 28 Regionais de Saude de Minas Gerais, representadas na Figura 1,
estdo inseridos e credenciados junto ao Ministério da Saude, em 2014, 92 CEO, em
85 municipios, sendo 33 CEO do tipo I, 56 tipo Il e apenas 03 tipo Ill, conforme
apresentado na Tabela 4. Apenas as GRS ltuiutaba, Manhumirim, Sdo Joao Del Rey
e Unai ndo possuem nenhum CEO credenciado ainda (SES/MG, 2014).

Em relacdo a distribuicAo de CEO nas diferentes regibes do pais, Fortuna
(2011) detectou que héa regibes de saude no Brasil onde nédo ha presenca de CEO.
Entre os estados brasileiros, apenas cinco estados tém CEO em 100% das suas
regibes de saude: Alagoas, Ceard, Mato Grosso do Sul, Rio Grande do Norte e
Roraima. Todavia, dois desses estados constam nesta categoria por contarem com
um baixo nimero de divisbes regionais: Mato Grosso do Sul (3 regides de saude) e
Roraima (1 regido de saude).
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Tabela 4 - Distribuicdo dos CEO de Minas Gerais por municipios e GRS. Minas

Gerais, 2014.
N Municipio GRS Quantidade Tipo de
de CEO CEO
1. Aguas Formosas Tedfilo Otoni 1 I
2. Além Paraiba Leopoldina 1 I
3. Araxa Uberaba 1 I
4. Belo Horizonte Belo Horizonte 1 I
5. Betim Belo Horizonte 1 I
6. Bom Despacho Divinépolis 1 Il
7. Brasilia de Minas Januéria 1 I
8. Brumadinho Belo Horizonte 1 I
9. Buritizeiro Pirapora 1 I
10. Campo Belo Divinépolis 1 I
11. Caratinga Coronel Fabriciano 1 Il
12. Cataguases Leopoldina 1 I
13. Congonhas Barbacena 1 Il
14. Conselheiro Lafaiete Barbacena 1 I
15. Contagem Belo Horizonte 1 1l
16. Coracéo de Jesus Montes Claros 1 Il
17. Coronel Fabriciano Coronel Fabriciano 1 I
18. Diamantina Diamantina 1 I
19. Esmeraldas Belo Horizonte 1 I
20. Formiga Divinépolis 1 I
21. Frutal Uberaba 1 I
22. Governador Valadares Governador Valadares 1 Il
23. Gréo Mogol Montes Claros 1 I
24. Ibirité Belo Horizonte 1 I
25. Ipatinga Coronel Fabriciano 1 Il
26. Itabira Itabira 1 Il
27. Itabirito Belo Horizonte 1 I
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28.
29.
30.
31.
32.
33.
34.
35.

36.
37.
38.
39.
40.
41.
42.
43.
44,
45.
46.
47.
48.
49.
50.
51.
52.
53.
54.
55.
56.
57.

Itacarambi
Itamonte
Itanhandu
Itatna
Jacutinga
Jequitinhonha

Joao Monlevade
Juiz de Fora

Lagoa da Prata
Lagoa Santa
Lavras
Leopoldina
Minas Novas
Monte Azul
Montes Claros
Muriaé

Nova Lima
Nova Serrana
Oliveira

Ouro Branco
Ouro Preto
Passos

Patos de Minas
Patrocinio
Patrocinio do Muriaé
Pedro Leopoldo
Perdizes
Piumhi

Poco Fundo

Pocos de Caldas

Januaria
Varginha
Varginha
Divinopolis
Pouso Alegre
Pedra Azul
Itabira
Juiz de Fora
Divinépolis
Belo Horizonte
Varginha
Leopoldina
Diamantina
Montes Claros
Montes Claros
Uba
Belo Horizonte
Divinopolis
Divinépolis
Barbacena
Belo Horizonte
Passos
Patos de Minas
Uberlandia
Uba
Belo Horizonte
Uberaba
Passos
Alfenas

Pouso Alegre

[ T N N = T = W = ==Y
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40



58.
59.
60.
61.
62.
63.
64.
65.
66.
67.
68.
69.
70.
71.

72.
73.
74.
75.
76.
77.
78.
79.
80.
81.

82.
83.
84.
85.

Ponte Nova

Ribeirdo Das Neves
Rio Pardo de Minas
Sabara

Sacramento

Salinas

Santa Luzia
Santana do Paraiso
Santos Dumont

Sao Félix de Minas
S&o Joao do Paraiso
Sé&o Jodo Nepomuceno
S&o Lourengo

Sao Sebastido do
Paraiso

Sarzedo

Sete Lagoas
Taiobeiras
Tedfilo Otoni
Timoteo

Trés Coracgles
Trés Pontas
Tupaciguara

Uba

Uberaba

Uberlandia
Varginha
Varzea da Palma

Vespasiano

Ponte Nova
Belo Horizonte
Montes Claros
Belo Horizonte

Uberaba
Montes Claros
Belo Horizonte

Coronel Fabriciano
Juiz de Fora
Governador Valadares
Montes Claros

Juiz de Fora

Varginha

Passos

Belo Horizonte
Sete Lagoas
Montes Claros
Tedfilo Otoni
Coronel Fabriciano
Varginha
Varginha
Uberlandia
Uba
Uberaba

Uberlandia
Varginha
Pirapora

Belo Horizonte
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[

R RN

1l
ltipole
2 tipo
2 tipo |
i
I
1l

Fonte: SES/MG (2014).
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2 OBJETIVOS

2.1 Objetivo geral

Avaliar os servicos de Endodontia prestados nos CEO do estado de Minas
Gerais, em 2014.

2.2 Objetivos especificos

Correlacionar a producéao dos servicos de Endodontia prestados na atencéo
secundaria dos CEO do Estado de Minas Gerais, em 2014, com os indices
sociais e economicos (IDH e indice de Gini) e demogréficos (porte
populacional) dos municipios onde 0s servi¢cos estdo implantados;
Correlacionar a producdo de endodontia dos CEO em funcionamento do
Estado de Minas Gerais, no ano de 2014, com as caracteristicas dos servi¢cos
onde estes foram implantados (tipo de CEO, cobertura de PSF, tempo de
credenciamento);

Avaliar o cumprimento da meta estabelecida pelo Ministério da Saude para a
especialidade Endodontia nos CEO credenciados no Estado de Minas Gerais,
em 2014;

Avaliar os servi¢os de endodontia dos CEO prestados na atencdo secundaria
dos CEO do estado de Minas Gerais, em 2014, na perspectiva dos gerentes

de saude bucal dos municipios onde estes servi¢os estdo implantados.
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Abstract

The aim of this cross sectional study was to evaluate the output of endodontic
procedures in Dental Specialties Centers (DSC) of Minas Gerais (MG), Brazil correlating to
cities and services characteristics. Data of cities’ characteristics (population size, Human
Development Index - HDI and Gini Index) were collected from Brazilian Institute of
Geography and Statistics; and population coverage rate of Family Health Program — FHP,
obtained by the Brazilian Ministry of Health website. Endodontic productivity were collected
from the Unified National Health System database and services’ characteristics (type of DSC
and accreditation time), obtained from to the State Health Department database of MG.
Descriptive analysis and Spearman correlation were performed, considering 5% significance
level. Sample comprised 76 accredited DSC, in 70 cities, of which 65.8% were type II; and
median time of 8 years of accreditation. Most cities showed population size lower than fifty
thousand inhabitants (39.4%); median values of HDI and Gini Index > 0.732 (52.6%) and >
0.410 (65.8%), respectively, and FHP's coverage rate > 50% (93.4%). Endodontic treatments’
of single-rooted teeth had the highest median production, followed by treatments of
multiradicular and birradicular teeth, but most of DSC did not reach the targets estabilished,
and 52.63% reached it in less than 25% of months available for analysis. There was a positive
correlation, respectively, between a total of endodontic procedures and monthly mean of
productivity and population size (p = 0.006; p = 0.003) and DSC type (p = 0.004; p = 0.001);
besides of percentage of months with targets reached and population size (p = 0.015). HDI,
Gini Index, population coverage rate of FHP and accreditation time did not correlate with the
output of endodontic procedures (p > 0.05). Most of endodontic services provided in the DSC
analyzed have not reached productivity targets, indicating that other factors may be
influencing production processes and results, and that management measures and productivity

targets must be reevaluated.
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Introduction

During years, Brazilian oral public health care was characterized as a pattern
exclusively curative, mutilator and restricted to low-complexity procedures. This model was
highly individualistic and did not follow one planning process, besides having generated high
levels of edentulous people and large unattended sections of the Brazilian population [1].

In 1988, Brazil established the Brazilian Health National System - HNS (in
Portuguese, Sistema Unico de Sautde - SUS), to ensure access to healthcare services to the
population. These services were organized on the healthcare networks (primary, secondary
and tertiary), but in oral health service, only primary care had been implemented at that time
[2-4].

In 2004, based on the epidemiologic’s population profile, Brazilian Ministry of Health
(MofH) implemented the structure of secondary care, offering specialized services, which is
integrated to a healthcare network [4]. This program deployed Dental Specialties Centers —
DSC (in Portuguese, Centro de Especialidades Odontologicas — CEQO) [5], that attempt to
solve the dental care deficit of a population that suffer from oral diseases in different
specialties areas, like periodontics, endodontics, care for patients with special needs, oral
diagnosis and minor oral surgery [6]. DSC are regionally distributed by Brazilian
municipalities and are integrated into the local and regional planning process [1,2,6],
performing specialized, complex procedures and complementary to primary care [7]. This
program aims to increase access to oral health care, with an integral view of the health-disease
process, and incorporates medium and high complexity procedures and services besides

articulates intersectional activities [1].
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Regarding normative aspects, DSC can be classified into three types: I - with three
dental chairs; Il - with 4 to 6 dental chairs; and 111 — with more than 7 dental chairs. DSC must
work 40 hours per week, and the number of professionals by specialty, in each one of them, is
variable and depends on the epidemiological needs of the population of each city where the
service is implemented [6]. MofH indicates minimum productivity targets for different types
of DSC to monitore performance of these centers. The minimum production required monthly
in endodontic area is 35, 60 and 95 procedures per month, for DSC type I, Il and IlI
respectively [8].

Evaluating health services and monitoring the results of care are essential tools in
public health and contribute to the production of useful measures that assist in decision-
making and improvements in services, schedules, and plans [9]. Until recently, to evaluate the
secondary dental care of public service in Brazil, was very difficult [10]. After political
definitions that increase the allocation of resources and allowed the growth of the network,
these analyses become a necessary step [11].

Descriptive studies to evaluate the secondary care in Brazilian oral health system
showed that the productivity of these public services, generally, are low and below the
stipulated limits by the MofH. The statistical correlations of these productions with socio-
demographics aspects of municipalities showed that only population size and the Human
Development Index (HDI) were correlated: worse performance was observed in smaller cities
and lower HDI [12-15].

Thus, the goal of this study was to evaluate the productivity in endodontics of DSC of
Minas Gerais (MG), Brazil, during 2014, correlating to the characteristics of the cities and the

services where they were deployed.
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Materials and Methods

This evaluative study was approved by the Human Research Ethics Committee at
Universidade Federal de Minas Gerais, Brazil (Protocol CAAE- 34771514.0.00005149).

The secondary care, in endodontic area, was evaluated for all DSC of MG state,
Brazil, accredited at MofH until December of 2013 and in operation and with endodontic
productivity available in 2014, according the database of State Health Department of Minas
Gerais (in Portuguese, Secretaria do Estado de Salde de Minas Gerais - SES/MG) and
Department of Informatics of the HNS (DATASUS). Minas Gerais is located in the southeast
of Brazil, and represents the third economic region most important of the country. Besides
that, it has the second most populous Brazilian state, with 19,597,330 inhabitants [16],
distributed in 853 municipalities.

Cities’ characteristics (population size, Human Development Index - HDI and Gini
Index) were collected Brazilian Institute of Geography and Statistics website (in Portuguese,
Instituto Brasileiro de Geografia e Estatistica, IBGE) [16]; and population coverage rate of
Family Health Program — FHP, in 2014, obtained by MofH website [17]. Population size was
categorized as < 30 thousand inhabitants, > 30 and < 50 thousand inhabitants, > 50 and < 100
thousand inhabitants and > 100 thousand inhabitants [12]; HDI and Gini Index as < median >
[15] and population coverage rate of FHP, in 2014, as < 50% or > 50% [12].

Services’ characteristics like type of DSC (I, 11 or 111) and accreditation time (in years)
were obtained from to the State Health Department database of Minas Gerais [18]. Secondary
data of the endodontic output for each DSC were collected according to the Health
Institutions National Register (in Portuguese, Cadastro Nacional de Estabelecimentos de
Salde, CNES), in April 2015, from the Ambulatories Informations System of HNS (in
Portuguese, Sistema de Informagdes Ambulatoriais do SUS — SIA/SUS), using the

DATASUS system. The tabbing was made using Tab for Windows Program (TABWIN
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Program) of the MofH. This system shows only the output by month, without pointing the
number of professionals who have worked to achieve these results. MofH defines the types of
endodontic procedures that can be done in DSC in Brazil.as showed in Table 1.

Table 1. Endodontic procedures that can be done in DSC according the Brazilian Ministry of
Health (MofH)

Endodontic procedures

Endodontic retreatment of single-rooted tooth
Endodontic retreatment of birradicular tooth
Endodontic retreatment of multirradicular tooth
Endodontic treatment of primary tooth
Endodontic treatment of single-rooted tooth
Endodontic treatment of birradicular tooth
Endodontic treatment of multirradicular tooth

Sealing of root perforation

Source: BRAZIL, 2011 [4].

The assessment of performance was made evaluating the output of endodontic
procedures, considering the targets for each type of DSC [8]. Then, was obtained the
percentage of months with target reachead, in 2014. Based on these data, the target of
productivity reached for each type of DSC was categorized as target reached from 0% to 25%,
26% to 50%, 51% to 75% and 76% to 100% of available months.

Data were collected by a single researcher trained to work with theses databases.

Statistical analysis was made by one of the authors who has experience in statistics.
Data were analyzed using IBM SPSS Statistics for Windows, version 19.0 (IBM Corp.,

Armonk, NY). Descriptive statistics were obtained for all variables. The Kolmogorov-
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Smirnov test was used to determine the distribution of the data. The absence of normal
distribution of data (p < 0.001) allowed to use the Spearman correlation (p > 0.05). The
correlations were made, between the output of endodontic procedures in DSC of MG, Brazil,

and the cities and services’ characteristics. The confidence level was set at 95%.

Results

In 2014, there were 92 DSC accredited and operating in MG, Brazil, spread in 85
municipalities. It was made a sense study in which the intention was to include all the
municipalities. By the selection criteria of this study, were eligible 76 DSC (82.61%) spread
in 70 municipalities, which comprises approximately 8.2% of the state's municipalities.
Sixteen DSC were eliminated because seven were accredited after December 2013, eight did
not fuel the DATASUS database in 2014 and one DSC was de-accredited by MofH during
2014.

Minas Gerais is divided geographically into 28 health regional managements and the
DSC analyzed is not allocated in every regionals: four health regionals remain without

accredited DSC.

Cities’ characteristics

The descriptive analysis of the municipalities’ characteristics (population size, HDI,
Gini Index and population coverage rate of FHP) is showed in the Table 2.

The results showed that the municipalities evaluated presented heterogeneou
population sizes, as can be seen by the discrepancy between the minimum and maximum
values, ranging from 5,287 inhabitants in the smaller municipality to 2,375,151 inhabitants for

the larger. Most cities showed population size lower than 50 thousand inhabitants (39.4%);
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HDI (52.6%) and Gini Index (65.8%) above the median and FHP coverage rate > 50.0% equal

to 93.4%.

Table 2. Characteristics of the cities analyzed (n = 76), in 2014, Minas Gerais, Brazil.

Variables Frequency n(%) Median Minimum Maximum
Population size* (thousands
inhabitants)
<30 15 (19.7)
> 30 and <50 15 (19.7)
> 50and < 100 18 (23.7)
>100 28 (36.8)
TOTAL 76 (100) 67,442.50 5,287 2,375,151
HDI?
<0.732 36 (47.4)
>0.732 40 (52.6)
TOTAL 76 (100) 0.732 0.604 0.813
Gini Index?
<0.410 26 (34.2)
>0.410 50 (65.8)
TOTAL 76 (100) 0.410 0.330 0.480
Coverage FHP® (%)
<50.0 5 (6.6)
>50.0 71(93.4)
TOTAL 76 (100) 77.95 18.21 100.00

Source: 2IBGE, 2010 [16]; PBRAZIL,2014 [17].
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Services’ characteristics

The descriptive analysis of the services’characteristics showed 23 DSC type I (30.9%),
50 type 11 (65.8%) and only 03 type 11 (3.9%).

The DSC analyzed presented a median of 8 years accredited in MofH, median of 11
months available in DATASUS system for analysis of endodontic procedures, and median of

2 months (18.18%) with target reached for endodontic specialty (Table 3).

Table 3. Characteristics of the DSC analyzed (n = 76), in 2014, Minas Gerais, Brazil.

Variables Median Minimum Maximum
Accreditation service time? 8.00 1.00 9.00
(years)

Number of available months 11.00 2.00 12.00

of output to analyse®

Number of months with 2.00 0.00 12.00

target reached

Source: MINAS GERAIS, 2014 [18]; PBRAZIL, 2014 [17]

Output of endodontic procedures

Evaluation of endodontic procedures output showed a greater median production for
endodontic treatments’ of single-rooted teeth, followed by multirradicular and birradicular
teeth. A lower production was for the endodontic retreatments and sealings of perforations

(Table 4).
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Table 4. Number of endodontics of procedures performed in the DSC analyzed (n = 76), in
2014, in Minas Gerais, Brazil.

Endodontic procedures Median Minimum Maximum
Endodontic treatment of primary tooth 16.00 0 600
Endodontic treatment of birradicular tooth 83.50 0 1,154
Endodontic treatment of multirradicular tooth 128.00 0 1,806
Endodontic treatment of single-rooted tooth 144.00 0 1,405
Endodontic retreatment of birradicular tooth 0.00 0 106
Endodontic retreatment of multirradicular tooth 0.00 0 119
Endodontic retreatment of single-rooted tooth 1.00 0 216
Sealing of root perforation 0.00 0 363
Total endodontics procedures 426.50 32 4,551

Source: MINAS GERAIS, 2014 [18].

The performance assessment of each DSC type considering the percentage of months
with targets reached [8], in 2014, is showed in Table 5. The results showed that 52.63% of

DSC reached the goal in less than 25% of months available for analysis.
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Table 5. Performance assessment of each DSC type analyzed (n = 76) considering the
percentage of months with targets reached according Brazilian Ministry of Health (MofH), in
2014, in Minas Gerais, Brazil.

TIPO DE DSC
Percentage of months
) 1 i TOTAL
with targets reached
n (%) n (%) n (%)

00-25% 10 (43.47%) 29 (58.00%) 1 (33.33%) 40 (52.63%)
26-50% 6 (26.09%) 8 (16.00%) 0 (0%) 14 (18.42%)
51-75% 5 (21.74%) 8 (16.00%) 0 (0%) 13 (17.11%)
76-100% 2 (8.70%) 5 (10.00%) 2 (66.67%) 9 (11.84%)
TOTAL 23 (100%) 50 (100%) 3 (100%) 76 (100%)

The correlations between cities and services’ characteristics with the total of
endodontic procedures, monthly mean of productivity in endodontics and percentage of
months with targets reached in DSC analyzed, are seen in the Table 6.

The results demonstred that there were a positive correlation with a statistical
significance, respectively, between the total of endodontic procedures and montly mean of
productivity and population size (p = 0.006; p = 0.003) and DSC type (p = 0.004; p = 0.001);
besides of percentage of months with targets reached and population size (p = 0.015). HDI,
Gini Index, population coverage rate of FHP and accreditation time did not correlate with the

output of endodontic procedures (p > 0.05).
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Table 6. Correlations between cities and services’ characteristics with the productivity in

endodontics (total and monthy mean) and percentage of months with targets reached in DSC

analyzed (n = 76), in 2014, in Minas Gerais, Brazil.

Total of endodontics

Monthly mean of

Percentage of months

procedures productivity with target reached
Spearman p value Spearman p value Spearman p value

coefficient coefficient coefficient

(rs) (rs) (rs)

Population size 0.314 0.006* 0.337 0.003* 0.278 0.015*
HDI -0.012 0.918 0.026 0.825 - 0.054 0.641
Gini Index 0.001 0.991 0.031 0.791 0.224 0.052
Coverage FHP -0.017 0.882 -0.016 0.888 -0.024 0.839
Type of DSC 0,324 0,004* 0.361 0.001* -0.024 0.840
Accreditation -0,013 0,911 -0,093 0,424 -0.016 0.892

service time

*statistical significance (p<0.05)

A positive correlation with a statistical significance was observed between the
percentage of months with targets reached and number of available months with output to
analyse (rs = 0.292; p = 0.011), demonstrating that the DSC that fueled the DATASUS system
by a greater number of months had increased the number of months with target reached (data

not present at Table 6).

Discussion

Assessments of secondary care in oral health services, provided by HNS, in Brazil, are
on the rise and to assess them, in MG, Brazil, until recently, would be difficult, since this type
of health care was scarce. After political decisions that increased the allocation of resources

and ensured the growth of this network [11], to evaluate the performance of the secondary

54



care in the DSC has been appropriate in order to improve processes and actions seeking
increase the performance of these services [15]. The evaluation of secondary oral care
services in Brazil are still in the early stage of construction [12,19,20] and the specific
assessement of a single specialty, in this particular case endodontics, it is an unprecedented
fact in the literature.

The results showed that only a small portion of the municipalities in MG had some
elegible DSC, in 2014. The geographical distribution of the DSC analyzed showed that some
health regionals remain with no accredited DSC, compromising the integrality of the care and
difficulting the conformation of network assistance [10]. This fact was also found by Lino et
al. [11], which pointed out that because MG is a state with a large territory so there are
concentrations of the DSC in some regions, in contrast to the assistance gaps in others. In fact,
since the creation of the DSC, there is a growing expansion on quantity throughout the Brazil.
However, there is still a pattern of concentration in the most populous regions [10].

Population size of the cities with evaluated DSC was very heterogeneous and similar
variations were founded by Cortellazzi et al. [15]. It is important to emphasize that there is not
a minimum population size for DSC implementation in Brazilian municipalities [14]. The
population size was positively correlated to the total of endodontic procedures, montly mean
of productivity and percentage of months with targets reached, showing that the larger
population size was related to larger endodontics production and target reached, probably by
the larger demand. Similarly, other studies have showed that larger population size have the
best performance results in oral health services [12-15, 21].

Most of municipalities showed HDI, Gini Index above of the median and FHP’s
coverage rate > 50%. Cortellazzi et al. [15] affirm that municipalities with low HDI, and
possibly, educational variables and/or variables related to income interfere with the

population’s dental needs accumulation. So, the HDI of a region is a determining factor in the
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construction of their needs. This fact demonstrates the importance to consider theses variables
in the planning of secondary oral health care. Moreover, Aquilante & Aciole [22] and
Machado et al. [10] assume that greater coverage by FHP favors potential access to DSC by
the referrals and thus its production. However, it is necessary to examine how the extent of
the greater access to primary health care can mean better outcome to cases that requires other
levels of complexity of the health system. The present study did not show significant
correlation between theses indicators (HDI, Gini Index and rate coverage of FHP) and
endodontics productivity of the DSC evaluated. However, several studies have shown a
positive association of HDI of municipalities with good rates of performance of DSC [12-15],
while others have shown controversial results between the rate coverage of FHP and
performance of DSC [12,13, 15,21,23,24].

In the present study, the correlation between HDI, coverage FHP and total of
endodontics procedures, percentage of months with target reached resulted in negative
Spearman coefficients, which although we did not observe statistical significance, such
findings support the principle of equity in health, offering more (endodontics services) to
those who need it most (less favored cities). Seeks, with this principle, recognize the
differences in living conditions and health and the people's needs, considering that the right to
health passes by social differentiations and must meet diversity [25].

Most accredited DSC analyzed in MG, Brazil, in 2014, were type 1l as observed in
other studies [12,13,15]. The evaluation of productivity data in endodontics of the DSC
analyzed showed a higher median value of production for the endodontic treatment of single-
rooted teeth, which is in disagreement with epidemiological studies that showed that molars
are the teeth most endodontically treated [26,27]. These results can be explained by the need
of the DSC achieve a minimum target monthly regulated by the MofH [8]. This target does

not differentiate the procedures to be performed and can be considered a limiting factor in the
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study of the performance of DSC, since the data studied are only in the numbers of treat
ments completed [15].

In this view, Lino et al. [11] highlighted a critical point in relation to targets set by the
MofH, which is the power that each service has to direct the production of these procedures to
reach these targets. In particular the endodontics case, and what can also justify the results of
this present study, the targets should differentiate less complex procedures (endodontic
treatment of single-rooted teeth) of the those more complex and greater need of the
population, which are the endodontic treatment of multirradicular teeth (molars). In addition,
the criteria for achieving the targets are limited, because it takes into account only the
completed treatments, not punctuating intermediate procedures, like started treatments [15].
We assumed still that it should be remembered that between endodontic treatment sessions
may occur complications as dental fracture, loss of the dental element or treatment
abandonment by patient, once the pain has been relieved.

Regarding to the target reached for the endodontic specialty, the results showed that
over half of the DSC analyzed reached the MofH target in less than 25% of months with
available production. Previous studies have found similar results of performance assessment,
indicating a difficulty to reach the targets of MofH [11-13,15], showing the need for revision
of the targets and/or change the management of these services [11,13]. Cortellazzi et al. [15]
found a lower target compliance rate for endodontics (22.61%), in one evaluation at national
level, in Brazil, while Lino et al. [11] showed that there was low endodontics production
(16.8%) in the evaluated DSC of MG, Brazil, and that about 77.0% of the municipalities had
zero rate of procedures to this specialty, in 2010. On the other hand, Figueiredo and Goes [12]
found a satisfactory achievement of target for endodontics in DSC of Pernambuco (63.6%),

another Brazilian state. However, Machado et al. [10] justify that the DSC evaluated were
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located in larger municipalities, been planned and agreed upon as landmarks, being targeted
for large demands. Probably theses DSC have not difficulties in fulfilling the goals.

The establishment of healthcare network allows the proper primary/secondary
interface and would be important factor of greater productivity of the DSC [10]. This
interface concerns in the integration of primary and secondary health care on supply and
fulfilment of services to the population and has been discussed in the national and
international level [28]. Integration receives wide attention in the recent reform of European
health systems with initiatives to strengthen primary health care. An ideal interface includes
the access to secondary care of all cases referenced without barriers [10]. Therefore, DSC
deployment in municipalities in which the primary health care is not properly structured is not
recommended, because, thus, the secondary care would be exposed to free demand and
performing basic procedures that not fulfill the principle required of integrality [24].

Addressing concepts of the access to health, Sanchez and Ciconelli [29] reported that
the incorporation of new technologies in specialized care in countries with universal coverage
appears as an interesting alternative to health managers in an attempt to solve these low
productivity problems. In the case of endodontics, the use of rotary instruments can be an
alternative to expedite the conclusion of endodontic treatment [30], increasing the access to
the treatment and reducing waiting time for the endodontic treatment through reorganization
of the patient flow and work processes [20]. And, according of the one pillars of the quality
care of Donabedian [31], a good process increases the probability of good outcomes.

Thus, the essential is to develop work processes that enable the formation and
operation of an oral healthcare network, where every point of this network have specific
assignments for the scope of the attention resolubility [10]. Otherwise, it persists a fragmented

healthcare model in which the system services do not fit together, acting as isolated points
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and, consequently, do not respond to the demands of the population continuously and
longitudinal [32].

A total of endodontic procedures and monthly mean of productivity presented a
positive correlation with statistical significance with DSC type. DSC more complex presented
higher productivity, reflecting its higher endodontic treatment capacity. On the other hand, no
statiscal correlation was observed between percentage of months with target reached and DSC
type. The accreditation service time did not have statistical correlation with the outputs in
endodontics (total of endodontics procedures and monthly mean of productivity and
percentage of months with target reached) failing to reach the fixed targets by MofH.
Accreditation service time can interfere on the efficiency of the services, where longer
services in operation tend to be more efficient [33], but other variables may influence the
prodution of results of structure, process and outcome of these services, as advocated by
Donabedian [31]. In this way, this author considered that the structural conditions of health
services, which are the conditions that build and shape the universe of practices to be assessed
(e.g., financial, human, physical, organizational resources), may favor the analysis of data in
an evaluative process. Thus, it is recognized that a minimum structure is necessary but not
sufficient to ensure high-quality care. The results of this study demonstrated that although
most services have not fulfilled the assessed indicator, the more structured services (DSC type
I1 and 111, with higher physical structures) had higher production procedures in endodontics.
And, beside that, DSC type | should be reviewed, since limited structures imply in fewer
offered services and consequently reduced production.

While most evaluation studies of Brazilian secondary care indicate that structural
characteristics of municipalities (type of DSC, accreditation time service and period of
analysis of outpatient prodution) have influence on the performance and fulfillment of goals

of the DSC [12-15,21], the results of this study found a positive correlation between the
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percentage of months with achieved target in endodontics and the number of months available
for analysis. This result demonstrates which those DSC that fueled DATASUS system for a
greater number of months reached the monthly productivity targets more often. This result
should be interpreted with caution, since the information bias may exist [34], where
municipalities may have intentionally fueled or not the system, by previously knowledge if
the target has been reached, which is a limitation of secondary data analysis, as in this study.
In this way, we highlight the importance of local management to value the health information
system as part of the evaluation of the service.

On the other hand, the use of secondary data from health information systems, in terms
of management, helps in easy access to information from these systems and knowledge of
information by the manager, allowing the evaluation of health policies. In addition, in recent
years, there was an advance in the mechanisms and tools of monitoring and evaluation used
by the management of the HNS and greater diversification of these systems, providing a wide
array of data that tend to be more integrated [11].

Finally, the evaluation of endodontics of services in secondary care of DSC of MG,
Brazil, showed that most of these centers have not fulfilled the productivity target set by
ministerial orders, indicating that other factors may be influencing production processes and
results, and that management measures and productivity targets must be reevaluated, as well
as, form control the release of secondary data.

Data from this study can serve as a direction for other research to evaluate other
specialties of DSC, contributing to the discussion on the role of DSC in the oral healthcare
network, including the need to adapt the criteria and standards for the implementation and
monitoring of these services, considering that one highest percentage of DSC presented a poor

performance.
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Abstract

This study evaluated the oral health managers’ perception about endodontic services in
Dental Specialties Centers (DSC) of Minas Gerais state, Brazil, in 2014. A questionnarie was
send, by email, to the managers of DCS. The endodontic productivity of DSC was collected
from the Unified National Health System database. Descriptive analysis and Spearman
correlation were performed, considering 5% significance level. There was a 94.29% rate of
return for the questionnaires, so the final sample was constituted by 66 managers. Most of
managers was graduated in Dentistry (89.4%) and working in this position more than 2 years
(53%). According managers relates most of the cities had one DSC operating (92.4%), with
two endodontists (30.3%). Endodontic treatments were performed exclusively in DSC
(87.9%), and in 69.7% of DSC there was demand for endodontics assistance for the other
municipalities, being 59.1% from the same health microregion. There were referencing
protocols from primary to secondary care in endodontics in 87.9% of DSC, where 37.9%
followed their own municipal protocol and 34.8% the Brazilian Ministry of Heatlh (MofH)
protocol. Accordig the managers’ relate most of DSC have target to be reached (84.8%),
where 60.6% of these DSC followed the recommended targets by MofH and 53.0% reach
these targets. In half of the evaluated DSC (50%) the mean waiting time for endodontic
treatment was between 1-6 months. Technological auxiliary resources for endodontics was
not presente in 42% of DSC, and after conclusion of the endodontic treatment, 50% patients
were counter-referred to the primary care. There was positive correlation between number of
the dentists that performed endodontic treatments in the DSC with total endodontics
procedures (p=0.013) and percentage of months with target reached (p=0.029); and negative
correlation between available technological resources with total endodontics procedures

(p=0.010) and percentage of months with target reached (p=0.012). Most endodontics services
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in evaluated DSC did not achieve targets. It noted that some managers unaware principles of

the MofH, demanding that management measures and targets must be reevaluated.

Key words: Endodontics, Health services’ evaluation, Secondary health care, Health

management
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Introduction

Evaluating health services and monitoring the results of care are essential tools of
public health and contribute to the production of useful measures that assist in decision-
making and improvements in services, schedules, and plans [1]. Considering that, the product
of health services results from the interaction among users, health professionals, managers
and the context that involves the relationships between them [2,3]. Then, the managements'
perception is an important factor in the evaluation process of health services [2]. The primary
purpose of health management is the production decisions, which is a complex process
involving qualifications, motivations, interests, intuition, knowledge and skills [4]. Thus,
studies about the evaluation of management are valids and relevants, because they can
generate evaluation indicators of the quality of the care and, even today, there are few studies
that use this type of assessment tool.

In 1988, Brazil established the Brazilian Health National System, the SUS (in
Portuguese, Sistema Unico de Saude), which is organized on healthcare networks (primary,
secondary and tertiary levels), however, in oral health service, only primary care had been
implemented at that time [5-7].

In 2004, in order to increase people’s access to oral health care, the Oral Health
National Policy was created, based on public health data of epidemiologic profile of Brazilian
population, and implemented the structure of secondary care, offering specialized services
[5,8]. In this time, the Dental Specialty Centers (DSC; in Portuguese, Centros de
Especialidades Odontoldgicas) were created. These centers performing specialized, complex
procedures and complementary to primary care in different areas, like periodontics,
endodontics, care for patients with special needs, oral diagnosis and minor oral surgery [9].
They are regionally distributed by the municipalities of the Brazilian states and integrated into

the local and regional planning process [5,9,10] and the healthcare network, defined as a set
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of articulated actions and health services at increasingly complex levels with different
technological densities to ensure the integrality of healthcare. This strategy improves health,
reduces the incidence of disease, and contributes to reducing inequity [7].

Regarding normative aspects, DSC are classified into three types: type I, with three
dental chairs; type Il, with 4 to 6 dental chairs; and type Il with more than 7 dental chairs.
DSC must work 40 hours per week, and the number of professionals by specialty, in each one
of them, is variable and depends on the epidemiological needs of each city where the service
is implemented. [9].

Brazilian Ministry of Health (MofH) indicates minimum output targets for different
types of DSC as way to monitore the performance of these centers. The minimum output
monthly required to the area of endodontics is 35, 60 and 95 procedures per month,
respectively, for DSC type I, Il and Ill, and 20% of the procedures should be endodontic
treatment or retreatment of multirradicular teeth [11].

These DSC can contribute to the building of a healthcare network. Similarly, many
countries in Latin America, such as Colombia, Brazil, Chile, Mexico, Uruguay and Argentina,
have promoted the development of these networks to provide a coordinated continuum of
services to a defined population [12].

Until recently, to evaluate the secondary dental care, provided by public service in
Brazil, was very difficult [13]. After political definitions that increases the allocation of
resources and allowed the growth of the network, know it and analyze it has become a
necessary step [14]. Considering the need to monitor the secondary care, as well as the
important role of oral health managers in the promotion, protection and recovery of the health
of their citizens, this study evaluated endodontic services provided in secondary care of the
DSC of Minas Gerais state, Brazil, during 2014, in the perspective of the oral health managers

of the municipalities where they are deployed.
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Materials and Methods

The evaluative study was approved by the Human Research Ethics Committee at
Universidade Federal de Minas Gerais, Brazil (Protocol CAAE- 34771514.0.00005149).

A self-administered questionnaire consisting of 14 open-ended questions and multiple-
choice items was used for data collection. Questionnaire was administered to DSC managers
during April to August 2015 and it had questions about the managers’ formation and time in
this office, the organization of secondary care service in endodontics offered in the cities like;
productivity targets to be reached, interface between primary and secondary care, unmet
demand in the municipal system, integrality, human and technological resources.

A pilot study was realized, between November and December 2014, to adapt the
instrument, and check the clarity of the questions. A test-retest model was applied to assess
answer variations from the same respondent at different times. Fifteen days after the first
administration, the same questionnaire was administered a second time to 11 ex managers,
corresponding to aproximatly 15% of the total sample. Agreement between responses was
measured with weighted kappa coefficient using QuickCalcs program (GraphPad Software
Inc., San Diego, CA, USA), with a mean value of 0.834.

After the pilot study analysis, some modifications were made and then every oral
health managers of municipalities with DSC were invited to participate to this study, in April
2015. Managers received a telephone call, explained about the objectives of the research.
Agreeing to participate, they received: an email, created specifically for the research and with
return receipt to the principal investigator, which contained instructions and guidelines to
filling of the questionnaire; the self-administered questionnaire; besides the informed consent
term and the approved protocol of the research.

After a week, those managers that did not answer the questionarrie were contacted by

email and phone calls again, periodically, until achieving response in August 2015.
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Secondary care data in endodontics of accredited DSC and fully functioning, in 2014,
in Minas Gerais state, Brazil, were evaluated. Minas Gerais is located in the southeast of
Brazil, is the second most populous Brazilian state, with 19,597,330 inhabitants [15],
distributed in 853 municipalities, and the third economic region most important of the
country.

As inclusion criteria were admitted the DSC accredited at MofH until December 2013
and in operation, according to the State Health Department database of Minas Gerais (in
Portuguese, Secretaria do Estado de Saude de Minas Gerais - SES/MG) [16] and with
available output in the Department of Informatics database (DATASUS) of the SUS, in 2014,
and whose managers answered the questionnaire.

The search of the secondary data of the output of endodontic to each DSC, according
to the Health Institutions National Register (in Portuguese, Cadastro Nacional de
Estabelecimentos de Saude, CNES) were done, in April 2015, in the Outpatient Information
System of SUS (In Portuguese, Sistema de Informacgdes Ambulatoriais do SUS — SIA/SUS),
using the DATASUS system. The tabbing was made using Tab for Windows Program
(TABWIN Program) of the MofH. This system shows only the output by month, without
pointing the number of professionals who have worked to achieve these results. The search
was done by a single researcher, who had trained to work with database.

The performance of the endodontics output was analyzed considering the targets to be
reached for each DSC type [11]. This assessment considered the number of months available
for analysis in the DATASUS system and determined the percentage of months with achieved
target, in 2014. Based on these data, the target of productivity reached for each type of DSC
was categorized as target reached from 0% to 25%, 26% to 50%, 51% to 75% and 76% to

100% of available months.
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Statistical analysis was made by one of the authors who has experience in statistics.
Data were analyzed using IBM SPSS Statistics for Windows, version 19.0 (IBM Corp.,
Armonk, NY). Descriptive statistics were obtained for all variables. The Kolmogorov-
Smirnov test was used to determine the distribution of the resulting data. The absence of
normal distribution of data (p <0.001) allowed to use the Spearman correlation (p> 0.05). The
correlations between total of endodontics procedures performed by DSC analyzed, in 2014,
and percentage of months with achieved target with the variables: number of the endodontists
who performed endodontic treatments in the DSC analyzed and units outside of DSC;
available technological resources and mean waiting time to start endodontic treatment in DSC

were done. The confidence level was set at 95%.

Results

In 2014, there were 92 DSC accredited and operating in Minas Gerais, Brazil, spread
over 85 municipalities. By the sample selection criteria of this study, 16 DSC were eliminated
and 76 were eligible, spread over 70 municipalities. Thus, the sample was constituited by 70
oral health managers. There was a 94.29% rate of return for the questionnaires, so the final
sample was constituted by 66 managers.

The results showed that more than half of managers (53.0%) were in the manager’s
post more than two years, 18.2% between 1-2 years and 28.8% less than one year. Most of the
managers were graduated in Dentistry (89.4%), 4.5% in Nursing and 6.1% in other areas.

Most of cities, where the oral health managers worked, had only one DSC operating

(92.4%), and registered in the MofH (90.9%).(Figure 1).
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Figure 1. Number of operating and registered DSC, in Minas Gerais state, Brazil,

2014 (n = 66).

The managers’ reports showed that there was one dentist who performed endodontic
treatments in 24.2% of the DSC, two in 30.3%, three in 25,8%, four in 9.1% and 5 or more in
10.6% of the DSC analyzed.

Table 1 shows the descriptive data about the endodontic treatments performed in
public healthcare units. Most of endodontic treatments were done exclusively in DSC (87.9%)
and 12,1% in another units, being the primary care (9.1%) the responsible by excution of

endodontic treatments outside of DSC.
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Table 1 — Endodontic treatments performed in public healthcare units, in Minas Gerais state,

Brazil, 2014 (n=66).

Are the endodontic treatments done in another public health units in your municipality

besides the DSC?

Yes 08 (12.1)
Other units n (%) Number of the n (%)
dentistry
Primary care 06 (9.1) 1 dentist 04 (57.1)
Educational institution 01 (1.5) 2 or more dentists 03 (42.9)
Syndicate 01 (1.5)
Total 08 (12.1) Total 07 (100.0)
No 58 (87.9)

Total 66 (100.0)

Regarding referred demand assistance for endodontic treatment of other municipalities
to the DSC of the cities analyzed, 69.7% of the DSC gave endodontic assistance to other
municipalities, and 59.1% of this referenced demand were from municipalities of the same

health microregion (Table 2).
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Table 2 — Characterization of the referred demand for endodontic treatment for the DSC

analyzed, in Minas Gerais state, Brazil, 2014 (n=66).

Does DSC of your municipality have referred demand for endodontic treatments from

another municipality?

Yes 46 (69.7)
Which municipality? n (%)
Municipalities from the same health 39 (59.1)
microregion
Municipalities from 2 or more health 02 (3.0)
microregions
No answer 05 (7.6)
Total 46 (69.7)
No 20 (30.3)
Total 66 (100.0)

According managers in 87.9% of cities the primary health care follow some protocol

to refer endodontic treatment to secondary care (DSC) and 37.9% of these had a own

municipal protocol, while 34.8% followed the protocol recommended by the MofH (Table 3).
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Table 3 — Protocol characterization of primary health care for refer endodontic treatments to

DSC in municipalities analyzed, in Minas Gerais state, Brazil, 2014 (n=66).

Is there any kind of protocol to be followed in primary health care to refer patients with

endodontic treatment needs to DSC of your municipality?

Yes 58 (87.9)
What is the protocol? n (%)
Protocol recommended by the MofH 23 (34.8)
Own municipal protocol 25 (37.9)
No answer 10 (15.2)
Total 58 (87.9)
No 08 (12.1)

Total 66 (100.0)

Most of DSC (65.2%) had some kind of priority in the assistance. There were
predominance of the combination of priorities (27.3%), instead of a specific priority, although
specific types of tooth (traumatized, anterior or posterior tooth) or clinical status had been

cited (22.8%) (Table 4).
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Table 4 — Description of the assistance’ priorities in DSC analyzed, in Minas Gerais state,

Brazil, 2014 (n=66).

Is there any kind of priority for patient assistance (with endodontic treatment needs)

referenced by primary care for DSC of your municipality?

Yes 43 (65.2)
What are the priorities? n (%)
Systemic conditions 2 (3.0)
Patients with special needs 2 (3.0)
Type of tooth or clinical status 15 (22.8)
Age 5(7.6)
Combination of priorities 18 (27.3)
No answer 1(1.5)
Total 43 (65.2)
No 20 (30.3)

Do not know inform 2 (3.0)
No answer 1(1.5)

Total 66 (100.0)

According oral health managers, most of the DSC (84.8%) had some target to be

fulfilled (Table 5), of wich 60.6% followed the targets recommended by MofH and 53.0%

had the targets reached. Among the 28.8% of DSC that did not reached the targets, there was

not one main reason for non-compliance, but a sum of motives (16.7%).
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Table 5 — Description of the output targets for DSC analyzed, in Minas Gerais state, Brazil,

2014 (n=66).

Are there targets to reach for dentists who perform endodontic treatments in DSC of your

municipality?
Yes 56 (84.8)
Which are these n (%) Are the n (%)
targets? targets
reached?
Targets recommended 40 (60.6) Yes 35 (53.0)
by Ministry of Health
Different targets of the 11 (16.6) No 19 (28.8) Why are not the
Ministry of Heatlh targets reached? n (%)
No answer 5(7.6) Do not 2 (3.0) Short output 2 (3.0
inform
Total 56 (84.8) Total 56 (84.8)  Absenteeism 2(3.0)
Lack of 2(3.0)
materials
High output 2 (3.0)
targets
Combined 11 (16.7)
reasons
Total 19 (28.8)
No 10 (15.2)
Total 66 (100.0)
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In the half of DSC analyzed (50.0%), the mean waiting time for endodontic treatment
was between 1-6 months when then patients is referenced from primary to secondary care

(Figure 2).

60,0%

50,0%
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40,0%

30,0%

20,0% 16,7% 18,2%

10,6%
10,0%

. 15% 1,5%
0,0% — —

Lessthan1 Between 1-6 Between 7-12 Morethan1l  Managerdo Noanswer
month months months year not Know
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Mean waiting time

Figure 2. Mean waiting time to patients referenced from primary to secondary
care to begin the endodontic treatment in DSC, in Minas Gerais state, Brazil, 2014

(n=66).

Most of oral health managers related that some technological resource were available
as auxiliary resources in the secondary care in endodontics in theirs DSC: apical electronic
locator (27.3%), device for rotatory instrumentation (1.5%), device for thermoplastification
(1.5%) and more than one device (27.3%). Besides this, 42.4% of the managers cited that
there was not any auxiliary device in your DSC.

After the conclusion of the endodontic treatment in DSC, the most of the patients

(50%) were counter-referred to primary care (Figure 3).
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Figure 3. Continuity of care, after the endodontic treatment in DSC, in Minas

Gerais state, Brazil, 2014 (n=66).

The analyze of endodontic output of each DCS considering the number of months
available for analysis in the DATASUS system and the percentage of these months with target
reached, in 2014, it was observed that most of DCS did not reach the monthly target
estabilished by MofH: 53.0% of DSC complied the goal in less than 25% of months available
for analysis, 19.7% complied the targets between 26-50%, 15.2% between 51-75% and 12.1%
between 76-100% of the months available for analysis.

Table 6 presents the correlations between total of endodontics procedures performed
by DSC analyzed, in 2014, and percentage of months with achieved target with the variables:
number of the endodontists who performed endodontic treatments in the DSC analyzed and
units outside of DSC; available technological resources reports and mean waiting time to start

endodontic treatment in DSC.
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Table 6. Correlations between productivity of DSC analyzed and characterisitics of

sencondary care according the managers, Minas Gerais, Brazil (n=66).

Characteristics of Total endodontics procedures Percentage of months with
secondary care achieved target
Spearman p value Spearman p value
coefficient (rs) coefficient (rs)
Number of endodontists 0.306 0.013* 0.268 0.029*

working in DSC

Number of endodontists 0.000 1.000 -0.354 0.437
working outside DSC

Available technological -0.315 0.010* -0.308 0.012*

resources reports

Mean waiting time -0.113 0.373 - 0.057 0.656

*statistical significance (p<0.05)

These results showed that there was a positive correlation with statistical significance
between the total of endodontics procedures and percentage of months with achieved target
and number of the dentists who performed endodontic treatments in the DSC analyzed,
p=0.013 and p=0.029 , respectively, demonstrating that a higher output in endodontics, in
2014, and a higher rate of months with achieved targets were correlated with a higher number
of professionals working in the DSC.

Furthermore, there was a negative correlation with statistical significance between the
total of endodontics procedures and percentage of months with achieved target with available
technological resources reports, p=0.010 and p=0.012, respectively, demonstrating that a
greater number of total procedures in endodontics and a higher rate of months with achieved

targets were correlated with reports of a lower availability of technological devices.
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Discussion

Public health management is a pillar of public health practice, and only through
effective management can research, theory, and scientific innovation be translated into
successful public health action [17]. A recent report from the World Health Organization [18]
echoes this concept and the need to develop a strong and well-trained public health workforce
which must include skilled managers that can provide organization, direction, and oversight
[19]. The report concludes that capable public health managers, in addition to capable public
health professionals, are “(...) essential in order to provide political leaders with the required
evidence and technical advice, and to guarantee effective implementation and oversight of
policies, norms, and guidelines once these are developed.” [18]. These reports reinforce the
strengths of our study.

The results of this study showed that the oral health managers had work time over 2
years in office and with a graduation in Dentistry. Melo et al. [4] found in their study a
governance median time of 3.62 years, revealing different experiences, and regarding to the
managers’ educational profile, the course of Administration was the highest prevalence
(66.7%), differently from the present findings.

The municipalization of healthcare and the expansion of public health policies in
Brazil, in recent years, demanded the need to increase the number of workers with specific
profile. However, it is evident the managerial fragility of human resources for health by the
inability to understand and articulate a political banner of egalitarian and regulatory guidance
[20]. Moreover, there is no still ordinance in Brazil consolidating characteristics of a technical
and professional profile for management positions in the SUS. They still address of
commissioned positions, signed by political statements, which creates a problem in the
operation of the SUS, since managers are ahead of a health system by political games and not

for its management capacity [4].
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It is recommended that all health managers, when start their activities, should
participate in a local and specific process of capacity building to that they may analyze the
panorama of their area: the demographic, social, economic, environmental and health aspects,
identifying problems and the potential that the city has to solve them, in addition to
understanding the health indicators of the city. It is observed that, for professionals in the
public health management, the development of the SUS is a great daily challenge, which are
understood from urgent and immediate tasks for the solution of pressing demands until others,
such as the preparation of plans and strategies long term. [4].

The results showed that most of cities analyzed had only one operating DSC and the
number of the registered DSC in the MofH was very similar to the number of the operating
DSC in the municipalities. This data is in accordance with Brazilian ministerial ordinance
[21] that determines that the municipal manager interested in deploying a DSC should apply
for accreditation to the MofH for consideration and formalized in a specific ordinance.

Considering the number of the dentists who performed endodontic treatments in the
DSC, the predominance of two dentists is consistent with the epidemiological needs of each
city, which has been determined by the oral health manager [9]. One study has shown that the
high turnover of health professionals in the Brazilian public health, which generates an
increase in staff replacement costs and dissatisfaction in the workplace, causing difficulties in
assistance to the user, often restricting the number of professionals in attention to health, due
to service interruptions [22].

Output of endodontic treatments in other public health units, ie public health care units
of the municipalities that have not DSC, were related for 12.1% oral health managers. This
report is in disagreement with Brazilian ministerial ordinance [21] which determines that DSC
are health establishments registered in the Health Institutions National Register classified as

Clinical Specialist, offering exclusively specialized service of Dentistry. In the cities where
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there were output of endodontic procedures out of the DSC, the primary care was the place
more cited, compromising the care actions of these units.

In this way, the establishment of healthcare network allows the proper primary
/secondary health care interface and would be important factor to strengthen DSC [13]. This
interface concerns in the primary /secondary health care integration on supply and fulfillment
of services to the population and has been discussed in the national and international level
[23]. Such integration receives wide attention in the recent reform of European health systems
with initiatives to strengthen primary healthcare. [13].

The Family Health is a strategic priority for reorganization of primary care in Brazil,
according to SUS principles, both important in changing the work process and the accuracy of
the situational diagnosis, achieved through the ascription of clientele and approach the socio-
cultural reality of the population and pro-active approach developed by the team [24].

One of the elements that should be mentioned in the request for proposal to the
accreditation of a DSC to the MofH should be the identification of the DSC coverage area,
indicating to which municipality, region or microregion DSC will be reference, mentioning
inclusive the covered population. The present study showed that the referred demand
assistance for endodontic treatments of other municipalities to the DSC analyzed was of
69.7%, and 59.1% of this referenced demand were municipalities from the same health
microregion of the DSC, being in accordance with the recommendations of the Brazilian
ministerial decrees [21].

Regarding to the protocols of the primary care referencing for endodontic treatments
in DSC, our results showed that 87.9% of the evaluated DSC followed some protocol, and
37.9% of them had a own municipal protocol while 34.8% followed the protocol
recommended by the MofH. It is imperative to assert the need for protocols for organization

of the clinical care and establishment of the best practices in order to organize the flow of
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management of the local health system for referral and counter-referral of primary to
specialized care [24].

Overall, the recommendations of MofH [24] to referencing are: the user should be
referred after elimination of pain and actions carried out to control the oral infection
(adequacy of the oral environment, basic periodontal therapy, removal of infection focuses
and temporary sealing of carious cavities) and urgent cases should be solved in the primary or
emergency care.

Besides this, specifically for endodontics, endodontic treatments should be prioritized
in relation to retreatments, as well as permanent teeth should be prioritized in relation to the
primary; to evaluate in primary care with the user, previously referencing, the viability of the
reconstruction/restoration of the treated tooth when this does not present coronary structure
and/or need prosthesis, since the DSC usually there is not the supply of prosthetic treatments;
to assess periodontal status before indicating extraction (need to increase clinical crown,
furcation lesions); to evaluate possibility of conservative treatment (pulpotomy) before of the
radical endodontic treatment [24].

One of the main problems faced daily of oral health services is the organization of
demand, especially in assistance activities [24]. The results about the assessement of the
assistance’ priorities in DSC demonstrated that most of the centers had one list of the
priorities and these priorities were in accordance with the recommendations of MofH [24], as
described above.

These data reinforce the recommendations of national guidelines, which highlight that
the entry order on waiting lists, after the referencing of the primary to the secondary care,
should not be the main criterion for assistance, but their severity or suffering patient.
Furthermore, it is attribution of health teams, under the supervision of the management, as

from the social reality, to define the strategy and the priority groups for dental care. However,
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some groups should be considered priorities and have support in MofH guidelines such as
pregnant women, patients with special needs, systemic conditions and dental trauma [24],
such as observed in present study.

Concerning the output targets to be achieved by dentists in the DSC, the results
showed that most of the DSC had some target to be fulfilled and 60.6% of those DSC had
some output targets followed the recommended goals by MofH. However, 15.2% of the oral
health managers answered that in the DSC of the their cities there were not output targets,
demonstrating lack of knowledge and noncompliance with the rules which govern the DSC
productivity assessments, according MofH [11]. In this way, Melo et al. [4] affirmed that
most of the managers did not know the guidelines of the SUS and the attributions of the three
levels (primary, secondary and tertiary), as well as they did not know about the regulation of
the reference system, which integrates health activities of different complexity.

Oral health managers reported that 53.0% of the DSC achieved the output targets and
among the 28.8% those DSC that did not achievement the targets, there was not one main
reason for non-compliance, but a sum of motives. However, previous studies have found
opposite results, indicating a difficulty to comply with these goals [14,25-27]. Cortellazzi et
al. [27] found a lower target compliance rate justly for endodontics (22.61%), in one
evaluation at national level, in Brazil, while Lino et al. [14] showed that there was low
production endodontics (16.8%) in the evaluated DSC of Minas Gerais, Brazil, and that about
77.0% of the municipalities had zero rate of procedures to this specialty, in 2010.

However, the formative assessment of performance realized in the present study,
considering the number of months available for analysis in the DATASUS system and the
percentage of these months with achieved target, in 2014, showed that most of the DCS did
not reach the monthly estabilished target by MofH. Our results appointed that 53.0% of DSC

achieved the output targets in less than 25% of months available for analysis, which is a very
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low productivity rate, being in agreement with other studies [14,25-27] and in conflict with
the oral health managers reports. This fact can be explained by the tendency of managers, in
general, super estimate their results in a self-assessment, which can considered one limiting
factor in the actual study.

Some authors mentioned some reasons for not achievement of the targets, but as in our
findings, there is no a clear reason for this fact, but a sum of questions. Lino et al. [14]
highlighted a critical point in relation to targets set by the MofH, which is the power that each
service has to direct the production of these procedures, the search for achieving these targets.
In addition, it also emphasized that the criteria for achieving the targets are limiting, since it
takes into account only the completed treatments, not punctuating intermediate procedures, as
started treatments [27], since between endodontic treatment sessions may occur unforeseen as
dental fracture and loss of the element or abandonment of treatment by the patient, since the
issue of pain has been relieved.

So it is crucial to organize and maintain a permanent systematic of performance
evaluation that contributes to redesign the strategies, when necessary, and that allows the
managers to verify if they are achieving the desired results, as regards the improvement of
conditions of health of their municipalities [28].

Half of the oral health managers of the DSC analyzed indicated that the mean waiting
time for to begin the endodontic treatment for referred patients from primary to secondary
care was between 1-6 months. This data also has to be interpreted with caution because may
there be information bias, by the tendency of managers super estimate their results in a self-
assessment, as already discussed above. One example of a long waiting time for endodontic
treatments in DSC was seen in a study, in Sao Paulo, Brazil, where it was demonstrated that
endodontics had waiting time approximately two years [29]. This fact compromises the

continuity of care letting users more vulnerable to future mutilating treatments [13,29]. In this
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scope, the good response capacity of primary care can reduce the long waiting lists for this
level of attention, thus, it is recommended strengthening the management capacity at the local
level for better use of dental public services [30]. In one qualitative study appointed that this
time, in the patients’ view, was influenced by their levels of pain. If the patients were in pain,
they invariably considered the waiting time too long [3].

The maintenance of the teeth through the endodontic treatment should not be seen
only from a technical and clinical point of view, but also in restoring the health of the patient,
since endodontic pathogens originating from the oral cavity are sources of important species
of systemic infections [31]. Thus, the specialties offered in DSC should be reviewed to ensure
that those most in demand, responding to the morbidity of the population started to be
guaranteed in all services, such as endodontics and prosthodontics. These services meet the
conservation of teeth, as a treatment for the consequences of dental caries and rehabilitation of
missing teeth [26].

Addressing concepts of the access to health, the incorporation of new technologies in
specialized care, in countries with universal coverage, appears as an interesting alternative to
health managers in an attempt to solve the low productivity problems [32]. In this way,
technological advances and the use of auxiliary personnel have been linked with an increased
capacity of dentists to produce more dental services per unit time [33] and, second the pillars
of the quality of care of Donabedian [34], good processes and structures increase the
likelihood of a good outcomes.

However, according Grytten [35] and Grytten et al. [36], such an argument is not
sufficient to explain increased productivity or increased use of services, as a greater supply
and availability of health services may not necessarily mean greater use [37]. In this way, the
present study showed that most of oral health managers related that at least one technological

resource were available as auxiliary resources in the secondary care in endodontics in their
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DSC, but nevertheless the output rates were very low, as previously discussed. Analysis of
this study confirmed these data, demonstrating statistical significance and negative correlation
between available technological resources reports and total endodontic procedures and
percentage of months with achieved targets. In other words, a higher output in endodontics
and increased achievement targets rate have been correlated with a smaller number of devices
available reports in DSC.

These data should be viewed with caution because the available technological
resources were based only on reports of oral health managers of the cities included in this
study, without checking the real availability of the same (information bias and/or
overestimated data), the operating conditions of the devices, the availability of rotary files and
their replacements for respective equipments, maintenance conditions and endodontists
trained to handle the respective technologies. Besides that, the devices that effectively reduce
the operation time of the endodontic treatments (device for rotatory instrumentation and is
thermoplastification), according to the account managers, the existing ratio in the DSC
assessed is very small, probably not impacting on the same productivity. This discussion can
be a limiting factor of this actual study and could be the object of analysis in future studies.

Furthermore, a positive correlation, with statistical significance, between the number
of endodontists who performed endodontic treatments in DSC and total endodontic
procedures and percentage of months with achieved targets, demonstrating that what really
influenced the number of procedures and achievement of output targets in endodontics in the
DSC analyzed was the number of endodontists working in the DSC. This is probably due to
the experience of professionals who were able to produce under the conditions that the service
had, even without much technology available, because of their clinical skills, which is in
agreement with the assessment of quality of care, second the pillar "work process” of

Donabedian [34], in this case, considering the human resources.
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After the conclusion of the endodontic treatment in the DSC, our results showed that
most of the patients were counter-referred again to the primary care, which is in accordance
with the guidelines counter referencing of MofH. The guidelines describes that the patient
must return to the basic attention of origin to complete the treatment and maintenance, with
the form of counter-reference appropriately completed, indicating the responsible
professional, diagnosis and treatment performed [24].

Production of health services depends beyond the physical structure, material and
technology available, the existence of qualified and motivated professionals to transform raw
materials into results. What is observed is that oral health management mechanisms in SUS
still are processes under construction, that polarize conflicting and controversial issues,
providing challenges under construction and raise a number of reflections on the management

models for human resources in the sector [4].

Conclusion

Most endodontics services in evaluated DSC, in Minas Gerais state, Brazil, in 2014,
did not achieve output targets by the performance analysis and the number of total endodontic
procedures and achievement these targets were more influenced by the number of
endodontists working in the DSC and not by the available technological resource reports. It
noted that some managers unaware principles of the MofH, demanding that management

measures and targets must be reevaluated.
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4 CONSIDERACOES FINAIS

A avaliacao dos servicos de Endodontia prestados na atencédo secundaria dos
CEO do Estado de Minas Gerais, em 2014, evidenciou que apenas o0 porte
populacional e o tipo de CEO se correlacionaram positivamente as maiores
produtividades em endodontia. Entretanto, a maioria dos CEO nao cumpriu as metas
de produtividade propostas pelas portarias ministeriais, demonstrando que outras
variaveis podem estar influenciando os processos de producao e resultados destes

Servigos.

A avaliacdo dos gestores de saude bucal dos CEO do Estado de Minas
Gerais, em 2014, demonstrou que a avaliacdo de desempenho do cumprimento de
metas de produtividade em endodontia foi baixa e o total de procedimentos
endodonticos realizados e o alcance destas metas foram mais influenciados pelo
namero de dentistas trabalhando nos CEO do que pelos relatos de recursos
tecnologicos disponiveis nestes centros. Observou-se também que alguns gestores
desconhecem as diretrizes do Ministério da Saude e medidas de gestdo e revisdo

das metas de produtividade devem ser avaliadas.

Por fim, este estudo abre possibilidades para avaliagbes das demais
especialidades dos CEO de Minas Gerais, a fim de se tracar novas perspectivas
para evolucdo dos servicos prestados por estes centros; e sugere-se também uma
avaliacdo da Endodontia nos CEO em ambito nacional, com o objetivo de se

levantar problemas comuns e diferencas regionais na prestacdo destes servicos.

97



5 REFERENCIAS

1.

ABREU, M.H.N.G.; WERNECK, M.A.F. Sistema incremental no Brasil: uma
avaliacao historica. Arq Odontol, v.34, n.2, p.121-131, 1998.

ALMEIDA, P.F.; GIOVANELLA, L., MENDONCA, M.H.M.; ESCOREL, S.
Desafios a coordenacgdo dos cuidados em saude: estratégias de integracdo
entre niveis assistenciais em grandes centros urbanos. Cad Saude Publica,
v.26, n.2, p.286-298, 2010.

ANTUNES, J.L.F.; NARVAI, P.C. Politicas de saude bucal no Brasil e seu
impacto sobre as desigualdades em saude. Rev Saude Publica, v.44, n.2,
p.360-36, 2010.

AQUILANTE, A.G.; ACIOLE, G.G. O cuidado em saude bucal ap6s a Politica
Nacional de Saude Bucal — “Brasil Sorridente”: um estudo de caso. Cién
Saude Colet, v.20, n.1, p.239-248, 2015.

BALDANI M.H.; ALMEIDA, E.S.; ANTUNES, J.L.F. Servicos publicos
odontoldgicos: provisdo e equidade no Estado do Parana, Brasil. Rev Saude
Publica, v.43, n.3, p.446-454, 2009.

BARROSO, L.M.; VICTOR, J.F.. MOURA, E.R.F.; GALVAO, M.T.G.
Evaluacion de la calidad en la atencion bésica. Enfermeria Global, n.12, p.1-

12, 2008. Disponivel em:
<http://revistas.um.es/eglobal/article/viewFile/981/981>. Acesso em
12/06/2012.

. BAUMANN, M.A. Nickel-titanium: options and challenges. Dent Clin North

Amer, v.48, p.55-67, 2004.

BEAZOGLOU, T.; HEFFLEY, D.; BROWN, L.J.; BAILIT, H. The importance of
productivity in estimating need for dentists. J Am Dent Assoc, v.133, p.1399-
1404, 2002.

BJORNDAL, L.; LAUSTSEN, M.H.; REIT, C. Root canal treatment in Denmark
IS most often carried out in carious vital molar teeth and retreatments are rare.
Int Endod J., v.39, n.10, p.785-90, 2006.

10.BJORNDAL, L.; REIT, C. The annual frequency of root fillings, tooth

extractions and pulprelated procedures in Danish adults during 1977-2003.
Int Endod J., v.37, n.11, p.782-8, 2004.

98


http://revistas.um.es/eglobal/article/viewFile/981/981

11.BJYRNDAL, L.; REIT, C. The adoption of new endodontic technology
amongst Danish general dental practitioners. Int Endod J., v.38, n.1, p.52-8,
2005.

12.BOLETIM REGIONAL DO BANCO CENTRAL DO BRASIL. Evolugdo do IDH
das grandes regides e unidades da federagao. 2009. 4p.

13.BRASIL. Decreto no. 7.508, de 28 de junho de 2011. Regulamenta a Lei
no 8.080, de 19 de setembro de 1990, para dispor sobre a organizacdo do
Sistema Unico de Saude - SUS, o planejamento da saude, a assisténcia a
saude e a articulagdo interfederativa, e da outras providéncias. Diario oficial
da Unido de 28 de junho de 2011b.

14.BRASIL. Ministério da Saude. Conselho Nacional de Saude, Resolucéo
196/96. Diretrizes e Normas Regulamentadoras de Pesquisas envolvendo
Seres Humanos, 1996. Disponivel em:
http://www.ufmg.br/bioetica/coep/images/stories/196_96.pdf =~ Acesso em
10/06/2012.

15.BRASIL. Ministério da Saude. Diretrizes da Politica Nacional de Saude
Bucal, 2004a. Disponivel em: http://www.saude.gov.br/bucal. Acesso em 10
de set 2012.

16.BRASIL. Ministério da Saude. Portaria 1.867, de 4 de setembro de 2014.
Desabilita 0 Centro de Especialidades Odontolégicas (CEO) do Municipio de
Santa Luzia (MG). Diario Oficial da Unido de 04 de setembro de 2014.

17.BRASIL. Ministério da Saude. Portaria n © 261, de 21 de fevereiro de 2013.
Institui, no ambito da Politica Nacional de Saude Bucal, o Programa de
Melhoria do Acesso e Qualidade dos Centros de Especialidades
Odontolégicas (PMAQ-CEO) e o Incentivo Financeiro (PMAQ-CEO),
denominado Componente de Qualidade da Atencao Especializada em Saude
Bucal. Diario Oficial da Unido de 21 de fevereiro de 2013a.

18.BRASIL. Ministério da Saude. Portaria n°® 1.341, de 13 de junho de 2012.
Define os valores dos incentivos de implantacdo e de custeio mensal dos
Centros de Especialidades Odontoldgicas - CEO e da outras providéncias.
Diario Oficial da Uniao de 13 de junho de 2012.

19.BRASIL. Ministério da Saude. Portaria n° 1464 de 24 de junho de 2011.
Altera o Anexo da Portaria n°® 600/GM/MS, de 23 de margco de 2006, que

99


http://www.ncbi.nlm.nih.gov/pubmed/15606824
http://www.ncbi.nlm.nih.gov/pubmed/15606824
http://www.ufmg.br/bioetica/coep/images/stories/196_96.pdf%20Acesso%20em%2010/06/2012
http://www.ufmg.br/bioetica/coep/images/stories/196_96.pdf%20Acesso%20em%2010/06/2012
http://www.saude.gov.br/bucal

institui o financiamento dos Centros de Especialidades Odontoldgicas (CEO).
Diario Oficial da Unido n °121, de 27 de junho de 2011a.

20.BRASIL. Ministério da Saude. Portaria n°® 599/GM de 23 de marco de 2006.
Define a implantacdo dos Centros de Especialidades Odontolégicas (CEO) e
de Laboratérios Regionais de Proteses Dentarias (LRPDs) e estabelecer
critérios, normas e requisitos para seu credenciamento. Diario Oficial da
Unido de 23 de marco de 2006a.

21.BRASIL. Ministério da Saude. Portaria n°® 600/GM de 23 de marco de 2006.
Institui o financiamento dos Centros de Especialidades Odontolégicas (CEO).
Diéario Oficial da Unidao de 23 de marco de 2006b.

22.BRASIL. Ministério da Saude. Programas da Saude. Brasil Sorridente,
2004b. Disponivel em: http://www.saude.gov.br. Acesso em 10 de set 2012.

23.BRASIL. Ministério da Saude. Secretaria de Atencdo a Saude. Departamento
de Atencdo Basica. Politica Nacional de Atencdo Basica. Brasilia:
Ministério da Saude; 2006c.

24.BRASIL. Ministério da Saude. Secretaria de Atencdo a Saude. Departamento
de Atencdo Bésica. Programa Nacional de Melhoria do Acesso e da
Qualidade dos Centros de Especialidades odontolégicas (PMAQ-CEO).
Manual Instrutivo. Brasilia: Ministério da Saude; 2013b.

25.BRASIL. Ministério da Saude. Secretaria de Atencdo a Saude. Politica
Nacional de Humanizacédo da atencéo e gestao do SUS. Brasilia: Ministério
da Saude, 2009.

26.BRITO, L.C.N; ROSA, M.A.C.; LOPES, V.S.; FERREIRA, E.F.; VIEIRA, L.Q.;
RIBEIRO-SOBRINHO, A.P. Brazilian HIV-Infected population: assessment of
the needs of endodontic treatment in the post—highly active antiretroviral
therapy era. J Endod, v.35, n.9, p.1178-1181, 2009.

27.BRITO, L.C.;RIBEIRO-SOBRINHO, A.P.;TELES, R.P.; SOCRANSKY,
S.S.; HAFFAJEE, A.D.; VIEIRA, L.Q.; TELES, F.R. Microbiologic profile of
endodontic infections from HIV- and HIV+ patients using multiple-
displacement amplification and checkerboard DNA-DNA hybridization. Oral
Dis, v.18, n.6, p.558-67, 2012.

28.BRITO, L.C.N; TELES, F.R.; FRANCA, E.C.; RIBEIRO-SOBRINHO, A.P;
HAFFAJJE, A.D.; SOCRANSKY, S.S. Use of Multiple-Displacement
Amplification and Checkerboard DNA-DNA Hybridization to examine the

100


http://www.saude.gov.br/
http://www.ncbi.nlm.nih.gov/pubmed/?term=Brito%20LC%5BAuthor%5D&cauthor=true&cauthor_uid=22335194
http://www.ncbi.nlm.nih.gov/pubmed/?term=Sobrinho%20AP%5BAuthor%5D&cauthor=true&cauthor_uid=22335194
http://www.ncbi.nlm.nih.gov/pubmed/?term=Teles%20RP%5BAuthor%5D&cauthor=true&cauthor_uid=22335194
http://www.ncbi.nlm.nih.gov/pubmed/?term=Socransky%20SS%5BAuthor%5D&cauthor=true&cauthor_uid=22335194
http://www.ncbi.nlm.nih.gov/pubmed/?term=Socransky%20SS%5BAuthor%5D&cauthor=true&cauthor_uid=22335194
http://www.ncbi.nlm.nih.gov/pubmed/?term=Haffajee%20AD%5BAuthor%5D&cauthor=true&cauthor_uid=22335194
http://www.ncbi.nlm.nih.gov/pubmed/?term=Vieira%20LQ%5BAuthor%5D&cauthor=true&cauthor_uid=22335194
http://www.ncbi.nlm.nih.gov/pubmed/?term=Teles%20FR%5BAuthor%5D&cauthor=true&cauthor_uid=22335194
http://www.ncbi.nlm.nih.gov/pubmed/?term=BRITO%2C+L.C.N%3B++RIBEIRO-SOBRINHO%2C+A.P.
http://www.ncbi.nlm.nih.gov/pubmed/?term=BRITO%2C+L.C.N%3B++RIBEIRO-SOBRINHO%2C+A.P.

microbiota of endodontic infections. J Clin Microbiol, v.45, n.9, p.3039-3049,
2007.

29.BULGARELI, J.V.; FARIA, E.T.; AMBROSANO, G.M.B.; VAZQUEZ, F.L,;
CORTELLAZZI, K.L.; MENEGHIM, M.C; MIALHE, F.L.; PEREIRA, A.C.
Informacbes da atencdo secundaria em Odontologia para avaliacdo dos
modelos de atencdo a saude. Rev. odontol. UNESP (Online), v.42, n.4,
p.229-236, 2013.

30.BURKLEIN, S. HINSCHITZA, K.; DAMMASCHKE, T.; SCHAFER, E. Shaping
ability and cleaning effectiveness of two single-file systems in severely curved
root canals of extracted teeth: Reciproc and Waveone versus Mtwo and
Protaper. Int Endod J, v.45, n.5, p.449-461, 2012.

31.BUSATO, I.M.S.; GABARDO, M.C.L.; FRANCA, B.H.S.; MOYSES, S.J;
MOYSES, S.T. Avaliacdo da percepcdo das equipes de saude bucal da
Secretaria Municipal da Saude de Curitiba (PR) sobre o tratamento
restaurador atraumatico (ART). Cien Saude Colet, v.16 (Supl. 1), p.1017-
1022, 2011.

32.BUSS, P.M.; FERREIRA, J.R. As fronteiras tecnologicas da medicina e da
salude publicas modernas. In: Fundacdo Getllio Vargas. Saude e
Previdéncia Social: Desafios para a gestdo do proximo milénio. Rio de
Janeiro: Mackron Books, 2000. p.61-68.

33.CAMPBELL, S.M.; ROLAND, M.O.; BUETOW, S.A. Defining quality of care.
Soc Sci Med, v.51, n.11, p.1611-25, 2000.

34.CARDOSO, A.V.L.; CHAIN, A.P.; MENDES, R.l.; FERREIRA, E.F.; VARGAS,
A.M.; MARTINS, A.M.; FERREIRA, R.C. Assessment of the management of
the Family Health Strategy via the tool Assessment for Quality Improvement in
municipalities of Minas Gerais, Brazil. Cién Saude Colet, v.20, n.4, p.1267-
1284, 2015.

35.CARROTE, P. 21st Century Endodontics. Part 3. Int Dent J, v.55, n.4, p.247—
253, 2005.

36.CELESTE, R.K.; MOURA, F.R.; SANTOS, C.P.; TOVO, M.F. Analysis of
outpatient care in Brazil municipalities with and without specialized dental
clinics, 2010. Cad Saude Publica, v.30, n.3, p.511-21, 2014.

101


http://pesquisa.bvsalud.org/portal/?lang=pt&q=au:%22Bulgareli,%20Jaqueline%20Vilela%22
http://pesquisa.bvsalud.org/portal/?lang=pt&q=au:%22Faria,%20Eduardo%20Tanajura%20de%22
http://pesquisa.bvsalud.org/portal/?lang=pt&q=au:%22Ambrosano,%20Gl%C3%A1ucia%20Maria%20Bovi%22
http://pesquisa.bvsalud.org/portal/?lang=pt&q=au:%22Vazquez,%20Fabiana%20de%20Lima%22
http://pesquisa.bvsalud.org/portal/?lang=pt&q=au:%22Cortellazzi,%20Karine%20Laura%22
http://pesquisa.bvsalud.org/portal/?lang=pt&q=au:%22Meneghim,%20Marcelo%20de%20Castro%22
http://pesquisa.bvsalud.org/portal/?lang=pt&q=au:%22Mialhe,%20F%C3%A1bio%20Luiz%22
http://pesquisa.bvsalud.org/portal/?lang=pt&q=au:%22Pereira,%20Antonio%20Carlos%22
http://portal.revistas.bvs.br/transf.php?xsl=xsl/titles.xsl&xml=http://catserver.bireme.br/cgi-bin/wxis1660.exe/?IsisScript=../cgi-bin/catrevistas/catrevistas.xis|database_name=TITLES|list_type=title|cat_name=ALL|from=1|count=50&lang=pt&comefrom=home&home=false&task=show_magazines&request_made_adv_search=false&lang=pt&show_adv_search=false&help_file=/help_pt.htm&connector=ET&search_exp=Rev.%20odontol.%20UNESP%20(Online)
http://www.ncbi.nlm.nih.gov/pubmed?term=Hinschitza%20K%5BAuthor%5D&cauthor=true&cauthor_uid=22188401
http://www.ncbi.nlm.nih.gov/pubmed?term=Dammaschke%20T%5BAuthor%5D&cauthor=true&cauthor_uid=22188401
http://www.ncbi.nlm.nih.gov/pubmed?term=Schäfer%20E%5BAuthor%5D&cauthor=true&cauthor_uid=22188401
http://www.ncbi.nlm.nih.gov/pubmed/?term=Radiographic+evaluation+of+periapical+healing+after+obturation+of+infected+root+canals%3A+an+in+vivo+study
http://www.ncbi.nlm.nih.gov/pubmed/?term=Chain%20AP%5BAuthor%5D&cauthor=true&cauthor_uid=25923637
http://www.ncbi.nlm.nih.gov/pubmed/?term=Mendes%20RI%5BAuthor%5D&cauthor=true&cauthor_uid=25923637
http://www.ncbi.nlm.nih.gov/pubmed/?term=Ferreira%20e%20Ferreira%20E%5BAuthor%5D&cauthor=true&cauthor_uid=25923637
http://www.ncbi.nlm.nih.gov/pubmed/?term=Vargas%20AM%5BAuthor%5D&cauthor=true&cauthor_uid=25923637
http://www.ncbi.nlm.nih.gov/pubmed/?term=Vargas%20AM%5BAuthor%5D&cauthor=true&cauthor_uid=25923637
http://www.ncbi.nlm.nih.gov/pubmed/?term=Martins%20AM%5BAuthor%5D&cauthor=true&cauthor_uid=25923637
http://www.ncbi.nlm.nih.gov/pubmed/?term=Ferreira%20RC%5BAuthor%5D&cauthor=true&cauthor_uid=25923637
http://www.ncbi.nlm.nih.gov/pubmed/?term=Celeste%20RK%5BAuthor%5D&cauthor=true&cauthor_uid=24714941
http://www.ncbi.nlm.nih.gov/pubmed/?term=Moura%20FR%5BAuthor%5D&cauthor=true&cauthor_uid=24714941
http://www.ncbi.nlm.nih.gov/pubmed/?term=Santos%20CP%5BAuthor%5D&cauthor=true&cauthor_uid=24714941
http://www.ncbi.nlm.nih.gov/pubmed/?term=Tovo%20MF%5BAuthor%5D&cauthor=true&cauthor_uid=24714941

37.CELIK D, TASDEMIR T, ER K. Comparative study of 6 rotary nickel-titanium
systems and hand instrumentation for root canal preparation in severely
curved root canals of extracted teeth. J Endod, v.39, n.2, p.278-82, 2013.

38.CHAVES, S.C.L.; BARROS, S.G.; CRUZ, D.N.; FIGUEIREDO, A.C.L;
MOURA, B.L.A.; CANGUSSU, M.C.T. Politica Nacional de Saude Bucal:
fatores associados a integralidade do cuidado. Rev. Saude Publica, v.44,
n.6, p.1005-1013, 2010.

39.CHAVES, S.C.L.; CRUZ, D.N.; BARROS, S.G.; FIGUEIREDO, A.L. Avaliacao
da oferta e utilizacdo de especialidades odontolégicas em servigos publicos
de atencdo secundéaria na Bahia, Brasil. Cad. Saude Publica, v.27, n.1,
p.143-154, 2011.

40.CHAVES, S.C.L.; SOARES, F.F.; ROSSI, T.R.A.; CANGUSSU, M.C.T,
FIGUEIREDO, A.C.L.; CRUZ, D.N.; CURY, P.R. Caracteristicas do acesso e
utilizacdo de servicos odontolégicos em municipios de médio porte. Cién
Saude Colet, v.17, n.11, p.3115-3124, 2012.

41.CHAVES, S.C.L.; VIEIRA-DA-SILVA, L.M. Atencdo a saude bucal e a
descentralizagdo da saude no Brasil: estudo de dois casos exemplares no
Estado da Bahia. Cad Saude Publica, v.23, n.5, p.1119-1131, 2007.

42.CONTANDRIOPOULOS, A.P.; CHAMPAGNE, F.; DENIS, J.L.; PINEAULT, R.
A avaliacdo na éarea da saude: conceitos e métodos. In: Hartz, Z.M.A.
Avaliagcdo em saude: dos modelos conceituais a pratica na anlise da
implantagéo de programas. Rio de Janeiro: Fiocruz; p. 29-48, 1997.

43.CORTELLAZZI, K.L.; BALBINO, E.C.; GUERRA, L.M.; VAZQUEZ, F.L;
BULGARELI, J.V.; AMBROSANO, G.M.B.; PEREIRA, A.C.; MIALHE, F.L.
Varidveis associadas ao desempenho de Centros de Especialidades
Odontoldgicas no Brasil. Rev Bras Epidemiol, v.17, n.4, p.978-988, 2014.

44.COSTA, J.L.B.M. Analise dos servicos de atencdo secundaria na
especialidade de endodontia de municipios de Minas Gerais: percepc¢des
de usuérios e endodontistas. 2012. 88p. Dissertacdo (Mestrado em
Endodontia) — Faculdade de Odontologia, Universidade Federal de Minas
Gerais, Belo Horizonte, 2012.

45.COSTA, J.L.B.M.; SOUZA, N.C.; PINTO-JUNIOR, A.A.C; ABREU, M.H.N.G.;
GOMEZ, R.S.; SILVA, M.E.S. Dental treatment prior to hematopoietic stem
cell transplant: a case report. Arg Odontol, v.50, n.1, p.20-27, 2014.

102


http://www.ncbi.nlm.nih.gov/pubmed/?term=Celik%20D%5BAuthor%5D&cauthor=true&cauthor_uid=23321246
http://www.ncbi.nlm.nih.gov/pubmed/?term=Ta%C5%9Fdemir%20T%5BAuthor%5D&cauthor=true&cauthor_uid=23321246
http://www.ncbi.nlm.nih.gov/pubmed/?term=Er%20K%5BAuthor%5D&cauthor=true&cauthor_uid=23321246

46.DONABEDIAN, A. The quality of care. How can it be assessed? Arch Pathol
Lab Med, v.121, n.11, p.1145-50, 1997.

47.DRUMOND, E.F.; MACHADO, C.J.; VASCONCELOS, M.R.; FRANCA, E.
Utilizacdo de dados secundarios do SIM, Sinasc e SIH na producéao cientifica
brasileira de 1990 a 2006. R. Bras. Est. Pop, v. 26, n. 1, p. 7-19, 2009.

48.ECKERBOM, M.; FLYGARE, L.; MAGNUSSON, T. A 20-year follow-up study
of endodontic variables and apical status in a Swedish population. Int Endod
J, v.40, n.12, p.940-8, 2007.

49.ERDMANN, A.L.; ANDRADE, S.R.; DE MELLO, A.L.S.F.; DRAGO, L.C. A
atencdo secundaria em saude: melhores praticas na rede de servicos. Rev
Latino-Am Enfermagem, v.21 (Spec):[08 telas], 2013.

50.ESPERIDIAO, M.A.; TRAD, L.A.B. Avaliacdo da satisfacdo de usuérios:
consideracdes tedrico-conceituais. Cad Saude Publica, v.22, p.1267-76,
2006.

51.FERREIRA, C.A.; LOUREIRO, C.A. Custos para implantacdo e operacao de
servico de saude bucal na perspectiva do servico e da sociedade. Cad Saude
Publica, v.24, n.9, p.2071-2080, 2008.

52.FIGINI, L.; LODI, G.; GORNI, F.; GAGLIANI, M. Single versus multiple visits
for endodontic treatment of permanent teeth: a Cochrane systematic review. J
Endod, v.34, n.9, p.1041-1047, 2008.

53.FIGUEIREDO, N.; GOES, P.S.A. Construcdo da atencdo secundaria em
saude bucal: um estudo sobre os Centros de Especialidades Odontoldgicas
em Pernambuco, Brasil. Cad Saude Publica, v.25, n.2, p.259-67, 2009.

54.FORTUNA, R.F.P. A média complexidade no quadro da Politica Nacional de
Saude Bucal: uma abordagem do seu processo de desenvolvimento em uma
perspectiva regional [tese]. Rio de Janeiro: Universidade do Estado do Rio de
Janeiro; 2011.

55.FRISK, F.; HUGOSON, A.; HAKEBERG, M. Technical quality of root fillings
and periapical status in root filled teeth in Jonkoping, Sweden. Int Endod J,
v.41, n.11, p.958-68, 2008.

56.GENTIL, R.M.; LEAL, S.M.R.; SCARPI, M.J. Avaliacdo da resolutividade e da
satisfagdo da clientela de um servico de referéncia secundaria em
oftalmologia da Universidade Federal de S&o Paulo. Arg Brasil Oftalm, v.66,
p.159-65, 2003.

103


http://www.ncbi.nlm.nih.gov/pubmed/9372740
http://www.ncbi.nlm.nih.gov/pubmed/?term=Eckerbom%20M%5BAuthor%5D&cauthor=true&cauthor_uid=17883402
http://www.ncbi.nlm.nih.gov/pubmed/?term=Flygare%20L%5BAuthor%5D&cauthor=true&cauthor_uid=17883402
http://www.ncbi.nlm.nih.gov/pubmed/?term=Magnusson%20T%5BAuthor%5D&cauthor=true&cauthor_uid=17883402
http://www.ncbi.nlm.nih.gov/pubmed/?term=ECKERBOM+2007
http://www.ncbi.nlm.nih.gov/pubmed/?term=ECKERBOM+2007
http://www.ncbi.nlm.nih.gov/pubmed/?term=Frisk%20F%5BAuthor%5D&cauthor=true&cauthor_uid=19133085
http://www.ncbi.nlm.nih.gov/pubmed/?term=Hugoson%20A%5BAuthor%5D&cauthor=true&cauthor_uid=19133085
http://www.ncbi.nlm.nih.gov/pubmed/?term=Hakeberg%20M%5BAuthor%5D&cauthor=true&cauthor_uid=19133085
http://www.ncbi.nlm.nih.gov/pubmed/?term=FRISK+2008+CANAL

57.GHOTANE, S.G.; AL-HABOUBI, M.; KENDALL, N.; ROBERTSON,
C.; GALLAGHER, J.E. Dentists with enhanced skills (Special Interest) in
Endodontics: gatekeepers views in London. BMC Oral Health, v.15, n.1,
p.110, 2015.

58.GLUSKIN, H.; BROWN, D.C.; BUCHANAN, L.S. A reconstructed
computerized tomographic comparison of Ni—Ti rotary GT files versus
traditional instruments in canals shaped by novice operators. Int Endod J,
v.34, n.6, p.476-84, 2001.

59.GOES, P.S.A.; FIGUEIREDO, N.; NEVES, J.C.; SILVEIRA, F.M.M.; COSTA,
J.F.R.; PUCCA JUNIOR, G.A.; ROSALES, M.S. Avaliagdo da atencio
secundaria em saude bucal: uma investigacdo nos centros de especialidades
do Brasil. Cad. Saude Publica, v.28, Sup:S81-S89, 2012.

60.GRYTTEN, J. Models for financing dental services. A review. Community
Dent Health, v.22, n.2, p.75-85, 2005.

61.GRYTTEN, J.; HOLST, D.; SKAU, I. Incentives and remuneration systems in
dental services. Int J Health Care Finance Econ, v.9, n.3, p.259-278, 2009.

62.GUAY, A.H. Access to dental care: the triad of essential factors in access-to-
care programs. J Am Dent Assoc, v.135, n.6, p.779-785, 2004.

63.GUELZOW, A.; STAMM, O.; MARTUS, P.; KIELBASSA, A.M. Comparative
study of six rotary nickel-titanium systems and hand instrumentation for root
canal preparation. Int Endod J, v.38, n.10, p.743-752, 2005.

64.IBGE - Instituto Brasileiro de Geografia e Estatistica. Censo demogréafico
2010. Disponivel em: <http://www.ibge.gov.br/estadosat/perfil.php?sigla=mg>.
Acesso em 05 de maio de 2013.

65.IBGE - Instituto Brasileiro de Geografia e Estatistica. Pesquisa Nacional por
amostra de Domicilios — Sintese de indicadores 2011. Rio de Janeiro, 282p.
2012.

66.JUNQUEIRA, S.R.; ARAUJO, M.E.; ANTUNES, J.L.F.; NARVAI, P.C.
Indicadores socioeconémicos e recursos odontolégicos em municipios do
Estado de Sao Paulo, Brasil, no final do século XX. Epidemiol Serv Saude,
v.15, n.4, p.41-53, 2006.

67.JUNQUEIRA, S.R; PANNUTI, C.M; RODE, S.M. Oral health in Brazil — Part I:
public oral health policies. Braz. Oral Res., v.22, Spec Iss 1, p.8-17. 2008.

104


http://www.ncbi.nlm.nih.gov/pubmed/?term=Ghotane%20SG%5BAuthor%5D&cauthor=true&cauthor_uid=26391673
http://www.ncbi.nlm.nih.gov/pubmed/?term=Al-Haboubi%20M%5BAuthor%5D&cauthor=true&cauthor_uid=26391673
http://www.ncbi.nlm.nih.gov/pubmed/?term=Kendall%20N%5BAuthor%5D&cauthor=true&cauthor_uid=26391673
http://www.ncbi.nlm.nih.gov/pubmed/?term=Robertson%20C%5BAuthor%5D&cauthor=true&cauthor_uid=26391673
http://www.ncbi.nlm.nih.gov/pubmed/?term=Robertson%20C%5BAuthor%5D&cauthor=true&cauthor_uid=26391673
http://www.ncbi.nlm.nih.gov/pubmed/?term=Gallagher%20JE%5BAuthor%5D&cauthor=true&cauthor_uid=26391673
http://www.ncbi.nlm.nih.gov/pubmed/26391673
http://www.ibge.gov.br/estadosat/perfil.php?sigla=mg

68.KIM, H.C.; KWAK, S.W.; CHEUNG, G.S.P.; KO, D.H.; CHUNG, S.M.; LEE,
W.C.L. Cyclic fatigue and torsional resistance of two new nickel-titanium
instruments used in reciprocation motion: reciproc versus waveone. J Endod,
v.38, n.4, p.541-544, 2012.

69.KIRKEVANG, L.L.; VAETH, M.; WENZEL, A. Ten-year follow-up of root filled
teeth: a radiographic study of a Danish population. Int Endod J, v.47, n.10,
p.980-8, 2014.

70.KOCH M.; TEGELBERG, A.; ECKERLUND, I.; AXELSSON, S. A cost-
minimization analysis (CMA) of root canal treatment before and after
education in nickel-titanium rotary technique in general practice. Int Endod J,
v.45, n.7, p.633-41, 2012.

71.KOCH, M.; ERIKSSON, H.G.; AXELSSON, S.; TEGELBERG, A. Effect of
educational intervention on adoption of new endodontic technology by general
dental practitioners: a questionnaire survey. Int Endod J, v.42, n.4, p.313-
321, 2009.

72.KORNIS, G.E.M.; MAIA, L.S.; FORTUNA, R.F.P. Evolu¢édo do financiamento
da atencdo a saude bucal no SUS: uma analise do processo de
reorganizacao assistencial frente aos incentivos federais. Physis, v.21, n.1,
p.197-215, 2011.

73.LEVCOVITTZ, E.; LIMA, L.D; MACHADO, C.V. Politica de saude nos anos 90:
relacdes intergovernamentais e o papel das Normas Operacionais Basicas.
Cien Saude Colet, v.6, n.2, p.269-91, 2001.

74.LIMA, A.C.S.; CABRAL, E.D.; VASCONCELOS, M.M.V.B. Satisfacdo dos
usuarios assistidos nos Centros de Especialidades Odontolégicas do
Municipio do Recife, Pernambuco, Brasil. Cad Saude Publica, v.26, n.5,
p.991-1002, 2010.

75.LINO PA, WERNECK MA, LUCAS SD, ABREU MH. Analise da atencao
secundéaria em saude bucal no estado de Minas Gerais, Brasil. Cien Saude
Colet, v.19, n.9, p.3879-88, 2014.

76.MACHADO, A.T.; WERNECK, M.A.F.; LUCAS, S.D.; ABREU, M.H.N.G. Who
did not appear? First dental visit absences in secondary care in a major
Brazilian city: a cross-sectional study. Cien Saude Colet, v.20, n.1, p.289-
298, 2015.

105


http://www.ncbi.nlm.nih.gov/pubmed/24392750
http://www.ncbi.nlm.nih.gov/pubmed/24392750
http://www.ncbi.nlm.nih.gov/pubmed?term=CUIDADO%20NUTRICINAL%20HOSPITALAR%3A%20PERCEP%C3%87%C3%83O%20DE%20NUTRICIONISTAS%20PARA%20ATENDIMENTO%20HUMANIZADO%20
http://www.ncbi.nlm.nih.gov/pubmed/?term=Lino%20PA%5BAuthor%5D&cauthor=true&cauthor_uid=25184593
http://www.ncbi.nlm.nih.gov/pubmed/?term=Werneck%20MA%5BAuthor%5D&cauthor=true&cauthor_uid=25184593
http://www.ncbi.nlm.nih.gov/pubmed/?term=Lucas%20SD%5BAuthor%5D&cauthor=true&cauthor_uid=25184593
http://www.ncbi.nlm.nih.gov/pubmed/?term=Abreu%20MH%5BAuthor%5D&cauthor=true&cauthor_uid=25184593
http://www.ncbi.nlm.nih.gov/pubmed/?term=An%C3%A1lise+da+aten%C3%A7%C3%A3o+secund%C3%A1ria+em+sa%C3%BAde+bucal+no+estado+de+Minas+Gerais%2C+Brasil
http://www.ncbi.nlm.nih.gov/pubmed/?term=An%C3%A1lise+da+aten%C3%A7%C3%A3o+secund%C3%A1ria+em+sa%C3%BAde+bucal+no+estado+de+Minas+Gerais%2C+Brasil

77.MAGALHAES, B.G; OLIVEIRA, R.S.; GASPAR, G.S.; FIGUEIREDO, N.;
GOES, P.S.A. Avaliacdo do Cumprimento de Atencdo Secundaria em Saude
Bucal. Pesq Bras Odontoped Clin Integr, v.12, n.1, p.107-12, 2012 .

78.MARTINS, R.C.; SEIJO, M.0.S.; FERREIRA, S.P.; FERREIRA, E.F;
RIBEIRO-SOBRINHO, A.P. Dental students’ perceptions about the endodontic
treatments performed using NiTi rotary instruments and hand stainless steel
files. Braz Dent J, v.23, n.6, p.729-736, 2012.

79.MATOS, D.L.; LIMA-COSTA, M.F.F.; GUERRA, H.L.; MARCENES, W. Projeto
Bambui: estudo de base populacional dos fatores associados com o0 uso
regular dos servicos odontolégicos em adultos. Cad Saude Publica, v.17,
n.3, p.661-668, 2001.

80.MELGACO-COSTA, J.L.B.; MARTINS, R.C.; FERREIRA, E.F.; SOBRINHO,
A.P.R. Patients’ perceptions of endodontic treatment as part of public health
services: a qualitative study. Int J Environ Res Public Health, v.13, n.5,
E450, 2016.

81.MELO, C.F.; ALCHIERI, J.C.; ARAUJO NETO, J.L. Evaluation of the
technical and professional profile of managers of the Brazilian Unified Health
System (SUS). Rev enferm UFPE on line, v.7, n.7, p.4670-4680, 2013.

82.MINAS GERAIS, Secretaria Estadual de Saude de Minas Gerais (SES/MG).
Resolucdo 0811 de 30 de dezembro de 2005. Disponivel em:
http://www.saude.mg.gov.br/atos_normativos/resolucoes/2005/res_0811.pdf.
Acesso em 11/06/2012.

83.MINAS GERAIS, Secretaria Estadual de Saude de Minas Gerais (SES/MG).
Assessoria de Gestdo Regional. Divisdo de Minas Gerais por GRS, 2008.
Disponivel em http://www. saude.mg.gov.br. Acesso em 01 de maio de 2013.

84.MORRIS, A.J.; BURKE, F.J.T. Primary and secondary dental care: the nature
of the interface. Brit Dent J, v.191, n.12, p.660-64, 2001.

85.NICKEL, D.A.; CAETANO, J.C.; CALVO, M.C.M. Modelo de avaliagdo da
atencdo em saude bucal. Pesq Bras Odontoped Clin Integr, v.9, n.3, p.373-
379, 2009.

86.PARASHOS, P.; MESSER, H.H. Questionnaire survey on the use of Rotary
nickel-titanium endodontic instruments by Australian dentists. Int Endod J,
v.37, n.4, p.249-259, 2004.

106


http://www.saude.mg.gov.br/atos_normativos/resolucoes/2005/res_0811.pdf

87.PEDRAZZI, V.; DIAS, K.R.H.C.; RODE, S.M. Oral health in Brazil — Part II:
dental specialty centers (CEO). Braz Oral Res, v.22, Spec Iss 1, p.18-23,
2008.

88.PERU, M.; PERU, C.; MANNOCCI, F.; SHERRIFF, M.; BUCHANAN, L.S;
PITT FORD, T.R. Hand and nickel-titanium root canal instrumentation
performed by dental students: a microcomputed tomographic study. Eur J
Dent Educ, v.10, n.1, p.52-9, 2006.

89.PETERS, O.A.; PAQUE, F. Current developments in rotary root canal
instrument technology and clinical use: a review. Quintessence Int, v.41, n.6,
p.479-88, 2010.

90.PETERS, O.A.; SCHONENBERGER, K.; LAIB, A. Effects of four Ni-Ti
preparation techniques on root canal geometry assessed by microcomputed
tomography. Int Endod J, v.34, n.3, p.221-30, 2001.

91.PIERANTONI, C.R.; VARELLA, T.C.; SANTOS, M.R.; FRANCA, T.; GARCIA,
A.C. Health care work and education management in the SUS: human
resources in 20 years of the Unified Health System. Physis, v.18, n.4, p.685-
704, 2008.

92.PUCCA Jr, G.A.; GABRIEL, M.; ARAUJO, M.E.; ALMEIDA, F.C.S. Ten Years
of a National Oral Health Policy in Brazil: Innovation, Boldness, and Numerous
Challenges. J Dent Res. V.94, n.10, p.1333-7, 2015.

93.PUCCA Jr., G.A.; COSTA, J.F.R.; CHAGAS, L.D.; SIVESTRE, R.M. Oral
health policies in Brazil. Braz. Oral Res, v.23, Spec Iss 1, p.9-16, 20009.

94.REIT, C.; BERGENHOLTZ, G.; CAPLAN, D.; MOLANDER A. The effect of
educational intervention on the adoption of nickel-titanium rotary
instrumentation in a Public Dental Service. Int Endod J, v.40, n.4, p.268-274,
2007.

95.SANCHEZ, R.M.; CICONELLI, R.M. Conceitos de acesso a saude. Rev
Panam Salud Publica, v.31, n.3, p.260-268, 2012.

96.SCHAFER, E. Shaping ability of HERO 642 rotary nickel titanium instruments
and stainless steel hand K-Flexofiles in simulated curved root canals. Oral
Surg Oral Med Oral Pathol Oral Radiol Endod, v.92, n.2, p.215-20, 2001.

97.SCHAFER, E.; FLOREK, H. Efficiency of rotary nickel-titanium K3 instruments
compared with stainless steel hand K-Flexofile. Part 1 Shaping ability in
simulated curved canals. Int Endod J, v.36, n.3, p.199-207, 2003.

107


http://www.ncbi.nlm.nih.gov/pubmed?term=%22Peters%20OA%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Paque%20F%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed/20490390
http://www.ncbi.nlm.nih.gov/pubmed/?term=Ten+Years+of+a+National+Oral+Health+Policy+in+Brazil%3A+Innovation%2C+Boldness%2C+and+Numerous+Challenges.

98.SCHIRRMEISTER, J.F.; STROHL, C.; ALTENBURGER, M.J.; WRBAS, K.T.;
ELLWIG, E. Shaping ability and safety of five different rotary nickel-titanium
instruments compared with stainless steel hand instrumentation in simulated
curved root canals. Oral Surg Oral Med Oral Pathol Oral Radiol Endod,
v.101, n.6, p.807-813, 2006.

99.SCHRAIBER, L.B., MENDES-GONCALVES, R.B. Necessidade de saude e
atencdo primaria. In: SCHRAIBER, L.B., NEMES, M.l.B.; MENDES-
GONCALVES, R.B. (Org) Saude do adulto: programas e acdes na unidade
basica. 2ed. Sdo Paulo: Hucitec, 2000. p.29-47.

100. SCHWARTA, B. The evolving relationship between specialists and
general dentists: practical and ethical challenges. J Am Coll Dent, v.74, n.1,
p.22-6, 2007.

101. SECRETARIA DO ESTADO DE SAUDE (SES/MG). Planilha dos
Centros e Especialidades Odontolégicas (CEO) de Minas Gerais
consolidada/2014. Arquivo do Estado de Minas Gerais, 2014.

102. SEIJO, M.O.S.; FERREIRA, E.F.; RIBEIRO-SOBRINHO, A.P.; PAIVA,
M.P.; MARTINS, R.C. Learning experience in Endodontics: Brazilian students’
perceptions. J Dent Educ, v.77, n.5, p.648-655, 2013.

103. SOARES, C.L.M., PAIM, J.S. Aspectos criticos para a implementacéo
da politica de saude bucal no Municipio de Salvador, Bahia, Brasil. Cad
Saude Publica, v.27, p.966-74, 2011.

104. SIQUEIRA JR., J.F.; ROCAS, I. Clinical implications and microbiology
of bacterial persistence after treatment procedures. J Endod, v.34, n.11,
p.1291-1301, 2008.

105. SONNTAG, D.; OTT, M.; KOOK, K.; STACHNISS, V. Root canal
preparation with the NiTi systems K3, Mtwo and ProTaper. Aust Endod J,
v.33, n.2, p.73-81, 2007.

106. VARGAS, A.M.D.; PAIXAO, H.H. Perda dentaria e seu significado na
qualidade de vida de adultos usuarios de servico publico de saude bucal do
Centro de Saude de Boa Vista, em Belo Horizonte. Cien Saude Colet, v.10,
n.4, p.1015-24, 2005.

107. WALIA, H.; BRANTLEY, W.A.; GERSTEIN, H.N. An initial investigation
of the bending and torsional properties of nitinol root canal files. J Endod,
v.14, n.7, p.346-51, 1988.

108


http://www.ncbi.nlm.nih.gov/pubmed/17691497
http://www.ncbi.nlm.nih.gov/pubmed?term=CUIDADO%20NUTRICINAL%20HOSPITALAR%3A%20PERCEP%C3%87%C3%83O%20DE%20NUTRICIONISTAS%20PARA%20ATENDIMENTO%20HUMANIZADO%20

108. YARED, G. Canal preparation using one reciprocating instrument
without prior hand filing: a new concept. Int Den, v.2, n.2, p.78-87, 2010.

109



6 ANEXOS

ANEXO 1
Aprovac&o no Comité de Etica (UFMG)

UNIVERSIDADE FEDERAL DE MINAS GERAIS
COMITE DE ETICA EM PESQUISA - COEP

Projeto: CAAE - 34771514.0.0000.5149

Interessado(a): Prof. Anténio Paulino Ribeiro Sobrinho

Departamento de Odontologia Restauradora
Faculdade de Odontologia - UFMG

DECISAO

O Comité de Etica em Pesquisa da UFMG — COEP aprovou, no
dia 30 de outubro de 2014, o projeto de pesquisa intitulado “Avaliagdo
dos servigos publicos de Atengdo Secundaria em Saade Bucal de
Minas Gerais na especialidade de Endodontia™ bem como o Termo
de Consentimento Livre e Esclarecido.

O relatério final ou parcial devera ser encaminhado ao COEP um

ano apds o inicio do projeto através da Plataforma Brasil.

Cmc, cr?i WQ;»’M@ v‘g

-Profa. Dra. Telma Campos Medeiros Lorentz
Coordenadora do COEP-UFMG

Av. Pres. Antonio Carlos, 6627 — Unidade Administrativa I - 2° andar — Sala 2005 — Cep:31270-901 — BH-MG
Telefax: (031) 3409-4592 - e-mail: cocpaprpgufmg.br
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7 APENDICES

APENDICE A
UNIVERSIDADE FEDERAL DE MINAS GERAIS
FACULDADE DE ODONTOLOGIA
DEPARTAMENTO DE ODONTOLOGIA RESTAURADORA
TERMO DE CONSENTIMENTO LIVRE E ESCLARECIDO

Vocé esta sendo convidado a participar da pesquisa de Doutorado “Avaliagao
dos servigos publicos de atencdo secundaria em saude bucal de Minas Gerais na
especialidade de endodontia”, desenvolvida pelo cirurgidao-dentista José Leonardo
Barbosa Melgaco da Costa (Telefone: (31) 9195 1231), que ird avaliar os servigcos de
Endodontia prestados na atencdo secundaria dos Centros de Especialidades
Odontoldgicas do Estado de Minas Gerais.

Os resultados desta pesquisa serao utilizados pela equipe de pesquisadores
para trabalhos cientificos, e em momento algum havera divulgacdo dos seus dados
pessoais como nome, endereco e telefone. A pesquisa sera feita através da
aplicacdo de um questionario, via e-mail, com perguntas sobre a organizacdo do
servico de endodontia do municipio o qual vocé é gestor da saude bucal. Nao
existem respostas certas, o que importa € a sua verdadeira declaracdo de como o
servigo de endodontia é ofertado no seu municipio. Vocé pode decidir participar ou
nao da pesquisa, ou desistir em qualquer momento, sem prejuizo. Vocé néo tera
custo e nem recebimento para participar.

Os resultados deste estudo sdo de grande importancia, e por isso, a sua
colaboracdo e sinceridade sdo de grande valor. Se vocé precisar de mais
esclarecimentos, pode ligar para a equipe de pesquisadores (José Leonardo
Barbosa Melgago da Costa — Telefone: (31) 9195 1231; Antonio Paulino Ribeiro
Sobrinho — Telefone: (31) 9970 7063; Renata de Castro Martins — Telefone: (31)
9968 7544; Efigénia Ferreira e Ferreira — Telefone: (31) 9983 2256), ou procurar o
COEP-MG, na Av. Antbnio Carlos, 6627 - Unidade Administrativa Il - 2° andar - Sala
2005 - Campus Pampulha - Belo Horizonte, Minas Gerais, Telefone: (31) 3409-4592.

Eu, ,
declaro ter sido devidamente esclarecido (a) sobre os objetivos da pesquisa de
Doutorado: “Avaliacao dos servigos publicos de atencédo secundaria em saude bucal
de Minas Gerais na especialidade de endodontia” e a forma como os dados seréo
coletados. Minha participacao reflete 0 meu interesse em colaborar com a pesquisa.
E minha escolha participar ou ndo. A minha decisdo em néo participar da pesquisa,
ou em desistir a qualquer momento, ndo me trara prejuizo algum.

, de de

Assinatura do gestor

José Leonardo Barbosa Melgacgo da Costa

Antdnio Paulino Ribeiro Sobrinho

Renata de Castro Martins

Efigénia Ferreira e Ferreira

Pesquisadores responsaveis
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APENDICE B

UNIVERSIDADE FEDERAL DE MINAS GERAIS
FACULDADE DE ODONTOLOGIA
DEPARTAMENTO DE ODONTOLOGIA RESTAURADORA
QUESTIONARIO PARA OS GESTORES

MUNICIPIO:

1- Ha quanto tempo vocé € o gestor de saude bucal do seu municipio?
( ) Menos de 1 ano.

( ) Entre 1 e 2 anos.

( ) Mais de 2 anos

( ) Nao sei informar.

2- Qual a sua area de formacéo profissional?
( ) Odontologia
( ) Medicina

( ) Enfermagem
() Outra. Qual?
( ) Nao tenho curso superior ou nao cursei universidade

3- Quantos Centros de Especialidades Odontologicas (CEO) estdo em
funcionamento no seu municipio, até dezembro de 2014?

ais de 3
ao sei informar

4- Quantos desses CEO foram cadastrados no Ministério da Saude, até
dezembro de 2014, no seu municipio?
Nenhum

ais de 3
ao sei informar

()
()
()
()
()
()

ZZwWN P

5-  Quantos profissionais realizam tratamentos endodénticos nos CEO, em
seu municipio?
( ) N&o sei informar

6- Além do(s) CEO(s), ha realizacdo de tratamentos endodénticos em outras
unidades de saude publica no seu municipio?

() Sim

( ) Nao

( ) N&o sei informar
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Em caso afirmativo, responda as préximas 2 questbes (6.1 e 6.2). Em caso
negativo, pule para a questéao 7.
6.1- Onde ocorre a realizacdo destes tratamentos?

6.2- Quantos profissionais realizam tratamentos endoddnticos nessas outras
unidades do servico publico do seu municipio?

( ) Nao sei informar.

7- O(s) CEO(s) do seu municipio atende demanda referenciada para
tratamentos endodénticos de outro(s) municipio(s)?

() Sim

( ) Nao

( ) Nao sei informar

Em caso afirmativo, qual(is) municipio(s)?

8- H& algum tipo de protocolo a ser seguido nas Unidades de Atencdo Basica
para o referenciamento de pacientes com necessidade de tratamento
endodontico para o CEO do seu municipio?

()Sim

( ) Nao

( ) N&o sei informar

Em caso afirmativo, qual seria o protocolo?

9- Ha algum tipo de prioridade para o atendimento dos pacientes (com
necessidades de endodontia) referenciados da atencéo basica para o CEO do
seu municipio?

() Sim

( ) Nao

( ) Nao sei informar

Em caso afirmativo, qual seria a prioridade?

10-Ha metas de produtividade para os profissionais que realizam Endodontia
no(s) CEO(s) do seu municipio?

() Sim

( ) Nao

( ) N&o sei informar

Em caso AFIRMATIVO, responda as proximas as questdes 10.1 e 10.2. Em

caso negativo, pule para a questao 11.

10.1- Quais sao estas metas?

( ) N&o sei informar

10.2- Estas metas séao rotineiramente alcancadas?
() Sim
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o}
0 sei informar

O Qn

()N
()N

Em caso NEGATIVO, responda a questao 10.3.

10.3- O que tem levado ao ndo cumprimento das metas propostas?
( ) Baixa produtividade dos endodontistas

( ) Absenteismo dos pacientes

( ) Falta de material ou equipamentos no(s) CEO(s)

( ) Outros motivos. Qual?
( ) Nao sei informar

11-Qual o tempo médio de espera do tratamento para o0 paciente que €
referenciado da atencéo basica para a secundaria (CEO) no seu municipio?

( ) Menos de 1 més

( ) De 1 a 6 meses

( ) De 7 mesesalano

( ) Maisde 1 ano

( ) N&o sei informar

12-Quantos encaminhamentos para tratamento endodontico foram feitos da
atencao basica para o CEO(s) do seu municipio, em 2013?

( ) Nao sei informar

13-Assinale a aparelhagem fornecida pelo servico para execucdo dos
tratamentos endodénticos no(s) CEO(s) do seu municipio. (Neste quesito,
vocé pode assinalar mais de uma opcéo, se for o caso)

( ) Localizador eletrénico

( ) Aparelho para instrumentacao rotatoria

( ) Aparelho para obturacao termoplastificada

( ) RX digital

( ) Nenhum destes aparelhos

( ) Nao sei informar

14-Com relacédo a continuidade do tratamento, apés a conclusédo do tratamento
endodoéntico no CEO(s) do seu municipio:

( ) o paciente continua no CEO para receber o tratamento protético/restaurador

pertinente.

() o paciente é contra-referenciado para a unidade basica de origem para

tratamento protético/restaurador.

( ) o paciente € instruido a procurar outro tipo de servigco para realizagcdo do

tratamento protético/restaurador.

( ) o paciente nao é referenciado a nenhum outro tipo de servi¢o para realizacéo

do tratamento protético/restaurador.

( ) n&o sei informar.

Espaco reservado para consideracoes, sugestdes ou criticas:
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