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Dedico esse trabalho aos
idosos, com quem pude
conviver neste periodo e
compartilhar da grande
sabedoria que os anos lhes

trouxeram.
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RESUMO

Este estudo transversal avaliou a condicdo de shudal dos idosos residentes em
instituicbes de longa permanéncia de Belo Horizomarticiparam do estudo 335
individuos com 60 anos de idade ou mais seleciangmr amostragem aleatéria,
estratificada e proporcional. Os dados foram cdtetgpor meio de pesquisa nos registros
da instituicdo, entrevistas com os idosos e exdmea da cavidade bucal por um Unico
pesquisador. A saude bucal foi avaliada quantaa@ncia de alteracdes de normalidade e
leses de mucosa bucal, edentulismo, uso de psoteiggene bucal, experiéncia de carie
coronéria e radicular e doenca periodontal. Os sléamtam submetidos a analise descritiva
empregando o programa SPSS v.12.0. Uma ou maisslesd alteracbes de normalidade
da mucosa bucal foram observadas em 79,7% dossid@soalteracdes de normalidade
mais freqientemente observadas foram varicosidadédinguais (51,6%) e lingua
saburrosa (27,8%). Estomatite por dentadura fesad relacionada ao uso de protese mais
frequente (15,2%). Edentulismo foi observado en®%4dos idosos e destes, 42,6% nao
usavam protese. Entre os parcialmente dentado$%2530,9% usavam prétese parcial
removivel. Depositos de placa bacteriana estavaseptes em 76,0% das superficies
dentérias avaliadas e 57,0% dos idosos usuériqudlese total superior apresentaram
placa em pelo menos uma das superficies da mesidid®@ CPOD foi de 30,8 (DP=3,2),
com o componente perdido representando 94,2%. Basdizes expostas na cavidade
bucal, 76,0% encontravam-se higidas, 14,4% cari@d&6% restauradas. A grande
maioria dos idosos (78,2%) apresentou como piodicdn periodontal sextante nulo e,
entre os sextantes validos, houve predominio deahmriodontal de 4 a 5 mm (IPC=3).
Ha uma alta prevaléncia alteracbes de normalidatbs@es de mucosa bucal entre os
idosos. O uso de protese € baixo, quando comparaalta taxa de edentulismo e ao
percentual de idosos parcialmente dentados. A regiebucal dos idosos
institucionalizados, em geral, é precéria. Um ghtor de CPOD revela a severidade da
doenca carie e suas consequéncias entre os idestrs. 0s dentes remanescentes, a
experiéncia de carie radicular é baixa. A doeng#@@ental acomete os poucos dentes
remanescentes, que apresentam prioritariamentashoésiodontais rasas.

Palavras-chave: Epidemiologia, saude bucal, idasitns para idosos.
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ABSTRACT

This cross-sectional study assessed the oral hefltie institutionalized elderly in Belo
Horizonte, Brazil. A sample of 335 individuals o&r years of age was selected through a
stratified sampling strategy. Data was collecteaugh interviews, reviews of medical
records and a clinical examination for a singleeagsher. The oral health was evaluated in
relation to the occurrence of oral mucosal condgjoedentulousness, wearing of
prosthesis, oral hygiene, caries experience andbdmrtal disease. The data were
submitted to the descriptive analysis using théwsoke SPSS v.12.0. One or more lesions
or variations of normal were observed in 79.7% had elderly. The most frequent oral
mucosal variations of normal were varicosities §84) and coated tongue (27.8%).
Denture stomatitis was the most common denturgéeetlaoral lesion (15.2%).
Edentulousness was observed in 74.9% of the elderty of these 42.6% didn't wear
prosthesis. Among the partially dentate (25.1%)9%0wore removable partial prosthesis.
Bacterial plaque was present in 76.0% of the evatldental surfaces and 57.0% of the
elderly that wearing upper removable full prosthgsiesented plaque in at least one of the
surfaces of the same. The DMF-T index was of 3®8=3.2), with the missing
component representing 94.2%. Of the 584 exposets 1o the oral cavity, 76.0% were
sound, 14.4% decayed and 9.6% filled. Missing segtaas the worst periodontal finding
in the majority of the elderly (78.2%). Among thalid sextants, there was higher
prevalence of 4 to 5 mm periodontal pocket (CPIF3)ere are a high prevalence of oral
mucosal lesions and variations of normal amongirtbgtutionalized elderly. In spite of
that highly prevalent tooth loss, the prevalenceveéring of prosthesis is low. The oral
hygiene of the institutionalized elderly is precas. A high value of DMF-T reveals the
caries severity and their consequences among dleelyel Among the remaining teeth, the
experience of root caries is low. The periodontakdse affects the few remaining teeth,
which present priority of the shallow periodontatket.

Key words: Epidemiology, aged, oral health, honoedtie aged.
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1 INTRODUCAO

O Brasil esta passando por um processo de enveléet populacional. O
fendbmeno do envelhecimento, resultado de uma dériavancos como saneamento das
aguas de abastecimento publico, controle de nathlid diminuicdo da mortalidade
infantil, progressos da medicina e estilo de vidaisnsaudavel, € visivel em paises
desenvolvidos e torna-se crescente nos paises semvibdvimento (Kalache, Veras e
Ramos, 1987; Ramos, Veras e Kalache, 1987; ChaiczosviGreco, 1998). No Brasil, a
proporcao de pessoas com 60 anos e mais aumen&u @epara 8,7 % do censo de 1991
para o censo de 2000 (IBGE, 2000). Em Belo HorzdnMinas Gerais, em 2000, a
populacdo acima de 60 anos de idade constituia%,t& populacdo total (2.238.526),
correspondendo a 204.571 idosos (PBH, 2006). Esteesto do niumero de idosos na
populacao brasileira requer uma atencao difereadiadsociedade, em especial da equipe
envolvida nos cuidados com a saude desse grupo. &tal necessidade se deve ao grande
namero de alterag@es fisiologicas decorrentes doegso de envelhecimento, bem como,
a ocorréncia de multiplas patologias, ao consumuatdi®s tipos de medicamentos e aos
fatores psicossociais proprios da longevidade @faaVeras e Ramos, 1987).

O processo de envelhecimento da populacdo € aotpado por um aumento da
demanda por instituicbes de longa permanéncia. msdituicbes para idosos sao
consideradas uma resposta natural encontrada geédade para atender aos velhos sem
recursos ou aqueles cuja familia ndo tem condigéesssumi-los por problemas de saude,
falta de condicdes financeiras, por desentendinsesudimitacdes de espaco (Chaimowicz
e Greco, 1998). O rapido envelhecimento populatioaadrasil tem conseqiéncias tanto
para o0 grupo de idosos como para a sociedade comdodo, pois essas pessoas
necessitam de maior atencao dos servicos de assistdcial e de saude (Veras, Ramos e
Kalache, 1987).

Na area da saude bucal, a situacdo é precaria e ggdobservada tanto pelo
quadro epidemiolégico como pela auséncia de proggamvltados para esse grupo
populacional. No Levantamento Epidemiologico emdgaBucal realizado no Brasil pelo
Ministério da Saude de 2002 a 2003, o edentulisshodnsiderado um grave problema no
grupo etario de 65 a 74 anos (Brasil, 2004). Owtstgdos isolados no Brasil mostraram o
mesmo quadro de auséncia de dentes, além de altalgcia de doenca periodontal,
lesGes de mucosa e grande necessidade de pratesgsdt al., 1991, Rosa, Castellanos e

Gomes Pinto, 1993; Pereira, Meneghin e Hebling61@&stellanos et al., 1997; Silva e
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Valsecki Jr, 2000; Mello e Padilha, 2001; MenegHhiareira, e Silva, 2002; Ministério da
Saude, 2004; Silva, Sousa e Wada, 2004; Colussitabre Calvo, 2004; Carneiro et al.,
2005; Rihs, Sousa e Wada, 2005).

Segundo Ettinger e Mulligan (1999), a céarie € m@pal problema bucal dos
individuos com 60 anos ou mais. Alguns fatores cameducdo do fluxo salivar pelo uso
de medicamentos, a dificuldade de higienizacagopmislemas psicomotores e a alteragéo
da dieta potencializam a acdo da doenca nessaggdpulOs estudos mostraram que o
aumento da idade foi acompanhado pela reducao menolde dentes, aumento do indice
de dentes cariados, perdidos e restaurados - CPdalpercentual de dentes perdidos por
carie (Castellanos et al., 1997; Brasil, 2004).

Os idosos institucionalizados apresentam pior g@ndde saude bucal do que os
idosos néo institucionalizados, provavelmente dewd maior grau de fragilidade destes
(Silva e Valsecki Jr, 2000). A populagéo idosainastuicdes € muito heterogénea quanto
as necessidades e habilidade de auto cuidado,ipdssim namero acentuado de pessoas
mental e fisicamente fragilizadas (Dolan, 1993).p0sblemas de saude fisicos e mentais
podem prejudicar ou impedir a realizacdo das aded pelos idosos, incluindo os
cuidados bucais, podendo requerer assisténcia taotaparcial de enfermeiros e/ou
cuidadores de idosos.

As instituicoes de longa permanéncia para idosbBl)Iforam definidas pela
Agéncia Nacional de Vigilancia Sanitaria (ANVISAmo:

“instituicbes governamentais ou nao-governamentdes carater residencial,
destinadas a domicilio coletivo de pessoas coneidahl ou superior a 60 anos, com ou
sem suporte familiar, em condi¢des de liberdadmidade e cidadania” (Brasil, 2005).

Entre os cuidados de saude de responsabilidadesi@sicoes, estdo incluidos os
cuidados odontolégicos (Brasil, 2001). Entretamtmegligéncia com os cuidados bucais
em instituicdes foi documentada e explicagbes, cdalta de tempo, conhecimento,
interesse, dificuldade em lidar com idosos com gometimento funcional e cognitivo,
foram apontadas pelos responsaveis por esta atgiRjémi, Katz e Stokes, 1990;
Chalmers et al., 1996; Mello, 2001). Esta situagéde contribuir para deterioracdo da
saude bucal dos idosos, potencializando os proslexiatentes.

De acordo com Stuck et al. (1989), para a impleagé&at de programas de
atendimento, é necessario que se conheca o estashnlde bucal e as condi¢cdes reais das

populacdes especificas, uma vez que ndo €& posfkizel estimativas através de
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levantamentos realizados em outras localidades apulacdes. O conhecimento da
prevaléncia das doencas bucais e necessidadedaladnto dos idosos institucionalizados
no municipio de Belo Horizonte poderao subsidigtamejamento de programas de saude

para esse grupo populacional.
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2 OBJETIVOS
2.1 Objetivo geral

= Avaliar o perfil clinico-funcional e a saude budals idosos residentes em instituicoes

de longa permanéncia do municipio de Belo Horizonte

2.2 Objetivos especificos

Caracterizar a populacéo de idosos residentes @ituigdes de longa permanéncia de
Belo Horizonte, quanto ao género, idade, escoldedeempo de institucionalizacéo,
habitos e condicéo sistémica,

» |dentificar as alterac6es de normalidade e as sedéenucosa bucal nesses individuos;
= Avaliar a higiene bucal dos idosos;

= Avaliar a condicdo periodontal dos idosos;

= Avaliar a prevaléncia de cérie radicular e coranari

= Avaliar a prevaléncia de edentulismo desses indogg

= Avaliar 0 uso de proteses dentarias nessa populagéo
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3 ARTIGOS

Optou-se por apresentar o trabalho em forma degoartcientificos. Neste

documento, serdo apresentados:

« Artigo 1: Perfil clinico-funcional e satude bucal de idososidentes em instituicdes de
longa permanéncigdormatado segundo as normas para publicacéorimdp® Cadernos

de Saude Publica.

- Artigo 2. Tooth loss, wearing of prosthesis and associatectofa among the
institutionalized elderly in Brazilformatado segundo as normas para publicacdo do

periodico The Journal of Prosthetic Dentistry.

« Artigo 3 Oral mucosal conditions and its relation with priossis wear among

institutionalized elderly in Brazisubmetido a publicacédo no periodico Oral Diseases
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3.1 Artigo 1
Perfil clinico-funcional e satude bucal de idosos salentes em instituicdes de longa
permanéncia

Resumo
O objetivo deste estudo transversal foi descrevaarfil clinico-funcional e a saude bucal

de idosos institucionalizados. Uma amostra de 888ads acima de 60 anos de idade,
residentes em instituicbes de longa permanénciaBd® Horizonte, Brasil, foi
aleatoriamente selecionada. Os dados foram coketdo® registros das instituicdes, por
entrevista com os idosos e exame clinico da cagitbadal. Avaliou-se a ocorréncia de
doencas sistémicas, o uso de medicamentos, a donfiligcional e cognitiva, a higiene
bucal, a céarie dentéaria coronaria e radicular ®@enda periodontal. O nimero meédio de
doencgas sistémicas e de medicamentos prescritogdpsw foi de 2,5 (DP=1,7) e 4,2
(DP=2,4), respectivamente. Hipertenséo foi a dosist@mica mais frequente, seguida de
diabetes mellitus tipo Il. Dependéncia total oucgarfoi observada em, aproximadamente,
metade dos idosos e 88,4% apresentaram escorestisogede perda cognitiva. Foi
observada presenca de placa bacteriana em 76,0%udeadficies dentérias avaliadas e
57,0% dos idosos usuarios de prétese total supapisentaram placa em pelo menos
uma das superficies da mesma. O indice CPOD f@0¢g& com o componente perdido
representando 94,2% e 57,1% dos idosos apresentpeniéncia passada ou atual de
carie radicular. A maioria dos idosos (78,2%) agmésu como pior condicdo periodontal
sextante nulo e, entre os sextantes validos, hpredominio de bolsa periodontal de 4 a 5
mm (IPC=3). Os idosos institucionalizados apresanteomprometimento clinico-
funcional. A saude bucal dos idosos é precariaesgmtada por higiene bucal deficiente,
alta experiéncia de carie, acentuada perda deet@ri@senca de bolsa periodontal.

Palavras-chave: Epidemiologia, idoso, salude dwidwsitucionalizado, satude bucal.

Introducao
A transicdo demografica produz como cenario umaulaggo com elevado

namero de individuos idosos. Juntamente com o keeehento populacional, a transi¢cao
epidemioldgica, caracterizada pelo aumento das gdsercronico-degenerativas em
detrimento das infecto-contagiosas, resulta no atonga demanda dessa populacdo por
servicos de saude. A saude bucal merece atencdi@ dsnvarios aspectos da saude do

idoso, pois historicamente os servicos odontol@&inéo possuiam como prioridade a
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atencdo a esse grupo etario. Ha necessidade diw eda particularidades dos idosos em
termos de manifestacdo das doencas bucais

Nesse contexto, a odontologia geriatrica comecaamsha espaco, mas seu
desenvolvimento vai depender de sua habilidade emodstrar que pode entender os
problemas desse grupo e ajudar a encontrar asissluQ processo de envelhecimento da
populacdo também obriga os profissionais a estareparados para o trabalho com essas
pessoas e a diferenciarem adequadamente os fatdm@sos do envelhecimento normal
daqueles que provém do meio ambiénte

O papel da odontologia em relagédo a essa faixalgcpoal é o de manté-la em
condi¢cdes de saude bucal que ndo comprometam angigiio nem criem repercussoes
negativas sobre a saude geral e sobre o estadddgsto de cada individuo. Na verdade,
nao existem doencas bucais relacionadas diretaraesgrescéncia; idosos sadios que tém
seus dentes naturais e mantém uma estética e io@a&h mastigatdria aceitaveis podem
e devem representar uma situacéo prevalente encoadamidad®

Entretanto, a situacdo epidemioldgica em termosailgle bucal da populacéo
idosa no Brasil pode ser classificada como basgnatee, refletindo o descaso geral com
que este grupo foi e ainda é socialmente considérhib Levantamento Epidemiolégico
em Saude Bucal realizado no Brasil pelo Ministé&lem Saude de 2002 a 2003, o
edentulismo foi considerado um grave problema np@etario de 65 a 74 arfo®utros
estudos no Brasil desde o inicio da década de &@eaentemente mostraram 0 mesmo
quadro de auséncia de dentes, carie dentaria c@omaadicular e doenca periodontal
134612 Esses estudos envolveram populacdes de idoseslasrresidentes em domicilio,
institucionalizadas, pacientes de centros de saiatécipantes de grémios, entre outras.
Entretanto, ha uma concordéancia entre os autoles agrecariedade da saude bucal entre
os idosos. Segundo Silva e Valsecki §2000), os idosos institucionalizados apresentam
pior condicdo de saude bucal do que os idosos miucionalizados, provavelmente
devido ao maior grau de fragilidade destes. A pagd idosa nas instituicbes € muito
heterogénea quanto as necessidades e habilidaagaleuidado, possuindo um numero
acentuado de pessoas mental e fisicamente fratii?aOs problemas de satde fisicos e
mentais podem prejudicar ou impedir a realizac&ongaessidades pelos idosos, incluindo
os cuidados bucais.
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Nesse contexto de busca pelo conhecimento daiteat&o em que se encontra a
saude bucal dos idosos, considerou-se importaalieaeeste trabalho em uma populagéo
para a qual ndo existiam dados epidemiologicosiargs.

Este estudo foi elaborado para gerar informacdes possam orientar o
planejamento das acdes em saude bucal direcioreadzssa populagdo, assim como
permitir um melhor entendimento da ocorréncia dendas sistémicas e bucais nessa faixa
etaria ainda pouco estudada. Portanto, o objetastedestudo foi descrever a condicéo
sistémica e de saude bucal dos idosos resident@ssétnicbes de longa permanéncia de
Belo Horizonte quanto a ocorréncia de doencasnsisté&, o uso de medicamentos, a
funcdo cognitiva, a condig¢éo funcional, a higienedb, carie dentaria coronaria e radicular
e doenca periodontal.

Metodologia
Trata-se de um estudo transversal, cuja coleta atosdfoi realizada entre

novembro de 2005 e junho de 2006.

Populacdo estudada

O universo foi formado por 1669 individuos com mdé 60 anos de idade
residentes em 65 instituicdes de longa permanéserajo 32 filantropicas e 33 privadas,
distribuidas nas nove regionais administrativaBele Horizonte. A amostra foi calculada
por meio da formula de estimativa para proporc@esiderando uma prevaléncia de 50%,
erro amostral de 0,05, 95% de nivel de confiangggeificancia de 5%. ApdOs correcao
para populacao finita, uma amostra final de 3130ddfoi obtida. Visando resguardar a
precisdo, optou-se por majorar a amostra em 10 alé compensar eventuais perdas,
obtendo-se numero final de 345 idosos.

A selecdo da amostra foi realizada por meio de aaygmm aleatdria,
estratificada e proporcional considerando os séggliestratos, nesta ordem: modalidades
das instituicdes (filantropica e privada), locati@a das instituicbes nas regionais
administrativas da cidade (Leste, Oeste, Norte,irGeaul, Nordeste, Noroeste, Venda
Nova, Barreiro e Pampulha) e género dos resideAtgsoporcionalidade do tamanho de
cada estrato da populacdo foi mantida na amostrac&da instituicdo, os idosos, de
ambos os sexos, foram aleatoriamente selecionadpeegando uma tabela de nimeros
aleatorios.

Os idosos doentes terminais e aqueles que, devgiarale agressividade ou

alteracdes de comportamento ndo permitiram o exa@imieo ou ndo contribuiram para a
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entrevista foram excluidos do estudo. Os idosos perda cognitiva, avaliada pelo Mini-
Exame do Estado Mental, foram excluidos do estwekdal que as informacdes soécio-
demograficas ndo estivessem registradas nos dotosmdainstituicao.

Os idosos e o0s coordenadores das instituicOes agasin 0 termo de
consentimento anteriormente ao inicio do estude, fquaprovado pelo Comité de Etica
em Pesquisa da Universidade Federal de Minas Q&ai€/UFMG 004/05).

Coleta de dados:

Os dados foram coletados por meio de pesquisa egistros da instituicao,
entrevista com os idosos e exame clinico da cagitiadal.

Caracteristicas so6cio-demograficas e comportanser®s idosos foram caracterizados

quanto a idade, género, escolaridade (anos de ogstwdstado civil, tempo de
institucionalizacdo, habito de fumar e renda, estfimpelo valor de contribuicdo pago a
instituicao.

Saude geralOs indicadores da saude geral avaliados foramoaréwia de doencas
sistémicas, 0 uso de medicamentos prescritos dektaos prontuarios meédicos e o
desempenho cognitivo e funcional. A funcédo cogaitioi avaliada pela verséo testada e
validada no Brasil do Mini-Exame do Estado MentaEEM)***> Para esse estudo, foram
considerados como ponto de corte os escores medidntiolos por Brucki et al* (2003)
segundo a escolaridade: analfabetos: 20, 1 a 4dmestudo: 25, 5 a 8 anos de estudo:
26,5, 9 a 11 anos de estudo: 28, > 12 anos deoces?9d A capacidade funcional foi
avaliada empregando o indice de Atividades Basleagida Diaria (AVD). Um escore O
ou 1 foi atribuido segundo a incapacidade ou cdpdei do idoso na realizacdo das seis
atividades, independentemente: alimentar-se, ba#arvestir-se, fazer o toalete,
transferéncia e continénéfaUm escore total de 6 representou um individuepeddente
na realizacéo das seis atividades. O indice fadolptor relato do idoso ou do cuidador. Os
idosos com escore de 0 a 4 foram consideradosaotparcialmente dependentes e de 5 a
6 independentes, pois ndo necessitavam ou neeessitde ajuda somente em uma
atividade.

Higiene bucal:A higiene bucal nos idosos dentados foi avaliadiarpeio do indice de

Silness e Lo¥ (1964) modificado por Ainamo e BXy1975), onde escores 0 ou 1 foram
atribuidos as superficies vestibular e lingual ado$ os dentes segundo a presenca ou
auséncia de placa bacteriana visivel. Nos idos@stelds usuarios de prétese total superior

foi empregado o indice de limpeza da prétese ptoposr Ambjorsen et df (1982). A
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presenca ou auséncia de placa bacteriana foinadpseém cinco areas da superficie interna
da protese total superior ap0s uma rapida lavagemagua.

Cérie dentariaO exame clinico para avaliacdo de carie dentamianaria e radicular foi
realizado adotando os cddigos e critérios de dstgn preconizados pela Organizacéo
Mundial de Saud8 A experiéncia de cérie dentaria foi avaliada peldice de dentes
cariados, perdidos e restaurados - CPOD. Paracolgalo indice CPOD, todos os dentes
perdidos foram computados no indice de carie dewaiddificuldade para obtencédo de
resposta quanto a causa da perda dentaria. O Qf@Rg @ resultado da soma de raizes
cariadas e obturadas, foi calculado para avalidedexperiéncia de céarie radicdfalNao
foram realizadas radiografias.

Doenca Periodontal Os critérios da Academia Americana de Period®htfaram

empregados para o registro de sangramento a sond&j e profundidade a sondagem
(PS). Esses indicadores, bem como a presencaaédosdbram obtidos nos sitios mesial,
distal, vestibular e lingual dos dentes presentesavidade bucal. Nos sitios com grande
acumulo de calculo que inviabilizasse a sondagemodmntal, uma raspagem
supragengival foi realizada previamente ao exanaea feito comparativo com outros
estudos, os dados foram expressos pelo indice d@etm Comunitario (IPC). Para
obtenc&o do indice, a cavidade bucal foi dividida sextantes, que recebeu um escore
segundo a pior condicdo observada: O-sextante dyidiedsextante com presenca de
sangramento em pelo menos um dos dentes, 2-predemgdculo supra ou subgengival, 3-
bolsa periodontal de 4 a 5 mm, 4-bolsa periodacttat 6 mm ou mais profunda. Para a
obtencdo do IPC, foram considerados os dentesemdiceconizados pela Organizacao
Mundial de Saude (17, 16, 11, 26, 27, 47, 46, 8% 375°. Na auséncia dos dentes indices
em um sextante qualificado para o exame, todo®otes remanescentes naquele sextante
foram examinados e o indice mais alto registrado.

Os exames clinicos foram realizados empregandolhespgeucal e sonda
periodontal modelo da Universidade da Carolina darteN (Hu-Friedy), na propria
instituicdo, com os idosos sentados em cadeirastoldgicas portateis, em cadeiras de
roda ou em seus leitos, sob iluminacdo de um oeffeirtatil. A entrevista com o idoso e 0
exame clinico da cavidade bucal foram realizadosipounico pesquisador.

Os dados foram submetidos a analise descritivaorAparacdo do CPOD e do
IPC segundo género e faixa etaria foi realizad@spébstes kruskall-Wallis e Mann-

Whitney, tendo em vista a auséncia de distribung@onal dos dados, verificada pelo teste
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Kolmogorov-Smirnov. O pacote estatistico SPSS vfdizmpregado para analise dos
dados.

Treinamento do examinador:

O examinador participou de um treinamento tedricdigico previamente ao

estudo principal para calibracao intra-examinaBgames repetidos para a coleta do IPV e
do indice de limpeza de protese foram realizados icdervalo de uma hora e de uma
semana para carie dentaria (CPOD), presenca déc&aqrofundidade a sondagem. As
concordancias das medidas categodricas (IPV, irdBckmpeza da protese e presenca de
calculo) foram verificadas pelo teste Kappa simpkesconcordancia das medidas de
profundidade a sondagem foi avaliada pelo célcubo Gbeficiente de Correlacdo
Intraclasse (ICC), por se tratar de uma variaveinénca. As concordancias intra-
examinador para cada uma das condigcdes foram:0f®8)( indice de limpeza de protese
total (0,88), Presenca de célculo (0,95), CPOD9|0,BS superficie vestibular (0,89), PS
lingual (0,82), PS distal (0,85), PS mesial (0,89).

Exames em duplicata

Foram realizados em 20 idosos dentados (25% dateante idosos dentados)
para verificar o erro intra-examinador na avaliagi® cérie dentéria (coronaria e
radicular), presenca de céalculo e de doenca periad(PS) ao longo da coleta de dados.
Os valores de concordancia obtidos para cada dmdipram: carie coronaria
(CPOD)=0,96; cérie radicular (COR)=0,98; presengaa@culo=0,95, PS vestibular=1,0;
lingual=0,98; mesial=1,0; distal=0,97.
Resultados

Uma amostra de 335 idosos participou do estudaos285 em 10 instituicoes
filantropicas e 110 em 13 privadas. As razdes pgrarda de 10 individuos foram: recusa
do exame por um dentista desconhecido (n=3), idgsesconsideraram o estudo sem
importancia (n=2), aqueles que se sentiram incodmgxlaom a pesquisa (n=2), ou ainda,
0S que nao estavam se sentindo bem no momentdeda de dados (n=3).

A média de idade dos idosos estudados foi de 79 @ie=9,1; 60 a 105), sendo
maior entre as mulheres (mulheres: 80,3 + 8,9; Ingm@5,5 + 8,7). A distribuicdo da
amostra quanto as caracteristicas socio-demogaicamportamentais estad demonstrada
na tabela 1. Os idosos eram, na sua maioria, nagheilvos ou solteiros e metade deles
possuia mais de 80 anos. Os individuos estudadesesyparam, em geral, baixo nivel de

escolaridade e eram institucionalizados ha menoS deos. A maior parte dos idosos
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pagava a instituicdo menos de R$ 350,00 por m&Q088n&do fumavam no momento da
coleta de dados (Tabela 1).
Saude geraHouve registro de doencas do aparelho circula&mor8,5% dos prontuarios
meédicos e em 32,2% houve relato de algum tipo aestorno mental e comportamental
(Tabela 2). Considerando-se o total das doencagficoa-se que a hipertensdo foi a
alteracdo mais frequente, seguida por diabetestusetipo 1. Nao foi verificado registro
de nenhuma doenca sistémica nos prontuarios meédeds5% dos idosos. O numero
meédio de doencas sistémicas e de medicamentosrifmespor individuo foi de 2,5
(DP=1,7) e 4,2 (DP=2,4), respectivamente. Centooeema e trés idosos (57,6%)
tomavam, diariamente, 4 medicamentos ou mais (ad)el

Quanto a condicdo cognitiva e funcional, foi obados que 88,4% dos idosos
apresentaram escores do MEEM sugestivos de pemglatica e dependéncia total ou
parcial para as AVD foi observada em, aproximadaeenetade dos idosos (Tabela 4,
Gréfico 1).

Higiene Bucal‘A higiene bucal nos individuos dentados (n=84)feicaria, com presenca

de placa bacteriana em 76,0% das superficies daali@=1824 superficies). O grafico 2

representa a distribuicdo dos idosos segundo oemeid de placa bacteriana nas

superficies dentarias. Somente um idoso (1,2%)o&suia placa bacteriana e metade (42
idosos) possuia placa em todas as superficiesridgsntvaliadas. Entre os usuérios de
protese total superior (n=157), 57,0% possuiamapéas pelo menos uma das superficies
da mesma. Depdsito de placa bacteriana foi obsemas cinco superficies avaliadas na
prétese total superior em 34,0% dos idosos (Gr&jco

Cérie dentaria coronéria e radicul@®: indice CPOD foi de 30,8 dentes (+3,2), com o

componente perdido representando 94,2%. Houve amerto significativo do indice com
0 aumento da faixa etaria @@ a 69 anogara80 anos ou majsresultado do aumento
significativo do componente “perdido” e reducamsgigativa dos componentes “cariado”
e “restaurado” (Tabela 5). Considerando a amostia, t251 (74,9%) idosos perderam
todos os dentes e 59 (17,6%) apresentaram pelosmenodente cariado na cavidade
bucal. Os graficos 4 e 5 representam a distributhd® dentes presentes na maxila e
mandibula segundo a condi¢do da coroa dentérier@bse também a maior retencdo dos
dentes antero-inferiores. Tanto na mandibula commaxila, os caninos foram os dentes

menos freqientemente perdidos.
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Para verificar a experiéncia de carie dentariaeens 84 idosos dentados, a
condicéo da coroa foi avaliada considerando osedaeimanescentes (1000 dentes), sendo
observado que 19,8% deles estavam cariados owna$tg com carie. A amostra como
um todo apresentou em meédia 3 dentes, sendo quesdked encontravam-se higidos
(Tabela 6).

Os 84 idosos dentados apresentavam 584 raizestax68,4%) e destas 84
(14,4%) estavam cariadas (Tabela 7). Experiéncial @u passada de carie radicular foi
observada em 57,1% dos idosos, que apresentaram>CDRabela 8). Uma ou mais
raizes cariadas foram observadas em 48,8% doissd®22,6% apresentaram uma ou
mais raizes restauradas.

Condicao PeriodontaNao foi possivel realizar a avaliacdo periodoetaltrés individuos,

dois por apresentarem um quadro de diabetes nsetléascompensada, que contra-indicou
a sondagem periodontal e um por ndo permitir aizeeglo do exame. Assim, para
obtencdo do IPC, foram avaliados 332 individuosidseque somente 73 (21,8%)
possuiam pelo menos um sextante valido. Desseajaian(n=49) apresentou como pior
condicéo bolsa periodontal de 4 a 5 mm (IPC=3).ndenindividuo apresentou todos os
sextantes sadios (Tabela 9). Considerando a unidagtantes, totalizaram-se 1992
sextantes, sendo 217 (10,9%) sextantes validog'® (BB,1%) com menos de dois dentes
para exame (sextante nulo). A distribuicdo pera@ntdos escores do IPC para cada
sextante e no total de sextantes foi representadgrdfico 6. O maior percentual de
sextantes validos foi observado na regido antdesiam, onde ha menor perda dentéaria. O
namero médio de sextantes nulos por individuo ®i5#4 (DP=1.4) e cada individuo
apresentou, em média, menos de 1 sextante validogxame. Houve um aumento do
namero de sextantes nulos e uma reducdo dos sextarh bolsa de 4 a 5 mm o6 ¥m
com o aumento da idade (Tabela 10). A maioria dogastes validos foi classificada
como possuindo bolsa periodontal de 4 a 5 mm (6(&¥afico 7).

Discussao
Este estudo relata de forma sistematica a saludé @erepidemiologia da saude

bucal em idosos institucionalizados de Belo Horieon

As caracteristicas da populacdo estudada quantgéaero, faixa etaria,
escolaridade e estado civil sGo comparaveis asi@dssem idosos institucionalizados no
Brasil?1%%223 O predominio de mulheres pode ser explicado fattode que, em Belo

Horizonte, como em todo o Brasil, 0 nUmero absaligonulheres idosas tem sido superior
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quando confrontado com o de homens de 65 anos @f’mdsso pode ocorrer pela
existéncia de diferencas entre géneros na morti@jdaresente ha longas datas, na
populacdo brasileira e na expectativa de vida awim&nto observada na populacao
mundiaf®. Existem na literatura outras explicacdes paraisililicdo desigual entre
homens e mulheres na populagéo de idosos, tais difenencas bioldgicas e de exposicao
aos fatores de risco no trabalho, maiores taxd®ad®ns que morrem por causas externas,
menor consumo de tabaco e alcool e maior utilizagé® servicos de saude pelas
mulhere&®. Adicionalmente, a maior institucionalizacéo dasihares pode ser explicada
por tornarem-se vilvas mais cedo, apresentarent mhficuldade para contrair o primeiro
matriménio ou para se casar apds separacao ouzvauper exibirem menores niveis de
instrucéo, taxa de ocupacdo e réhd®utro fator que pode ser decorrente ou que pode
contribuir para a preponderancia de mulheres utstihalizadas é a presenca de grande
namero de instituicdes que aceitam somente resisiea sexo feminino.

Metade dos idosos institucionalizados possuia &3 @ mais. A faixa etaria
representa fator importante na analise da populal@a, pois seu incremento acarreta
maior risco de adoecer e maior grau de dependér@ianivel de escolaridade
predominantemente baixo reflete o analfabetismmloso, que é uma realidade nos paises
em desenvolvimento, como o Brasil, principalmenigando se trata de idosos, em cuja
infAncia o ensino n&o era prioridadeA predominancia de solteiros e viGvos talvez &e d
pela perda de familiares e de companheiros. Asgigplidao, a falta de quem lhes dé
assisténcia ou os acolha podem ser motivos guawdatn a institucionalizacéo.

Os idosos estudados mostraram comprometimentocaifancional. Grande
percentual de idosos (92,5%) apresentou uma ou dwescas sistémicas, sendo a
hipertensdo arterial a mais frequente (47,8%). Avaéncia de doencas sistémicas
observada neste estudo foi maior que a de 69,0%\@uka na populacéo idosa brasileira e
a de 86,0 % em idosos da cidade de Sdo Pdlld/ale ressaltar que os dois estudos
mencionados acima avaliaram idosos domiciliare®enchs auto-referidas. Entretanto,
segundo Triantd8 (2005), os idosos institucionalizados apresentaaomnimero de
doencas que os nao-institucionalizados. Além disstydos de morbidade auto-referida
podem subestimar as prevaléncias de doencas oigg@esdronicas, devido a problemas
de memoéria e/ou auséncia de diagnésticoA hipertens&o arterial foi a doenca sistémica
mais frequente, confirmando observacdes previamesatkzadas em outros estudos da

populacéo idosa, em que prevaléncias de 43,9%0&@bram registradas*.
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A maior prevaléncia de enfermidades cronicas nososl implica no crescimento
do consumo de medicamentos. Neste estudo, o num&m de medicamentos prescritos
por idoso foi de 4,2. Segundo Rozentél2003), o nimero médio de medicamentos
usados pelos idosos esta entre 2 e 5 e eles censtih grupo mais “medicalizado” na
sociedade.

A capacidade funcional é um dos grandes elemer@asadde do idoso e, mais
recentemente, vem emergindo como um componenteecpasa a avaliacdo da saude
dessa populacdo. Neste estudo, a capacidade fahdoin avaliada pela escala de
atividades basicas de vida diaria. Segundo Paixdoe JReichenheifi (2005), as
Atividades Basicas de Vida Diaria (AVD) correspomdéaos niveis mais graves de
deficiéncia das aptiddes fisicas, relevantes, emnsaior parte, aos pacientes frageis e/ou
institucionalizados”. Na interpretacdo dos resulsado presente estudo, as informacdes
derivadas da escala AVD foram auto-referidas catadhs pelo cuidador quando o idoso
apresentava perda cognitiva. Mesmo com esse cyidados classificatorios de
incapacidade dos idosos podem ter ocorrido. Nessd@ 46,6% dos idosos necessitavam
de ajuda para 2 ou mais atividades basicas dedvédm. Percentual semelhante (45,3%)
foi obtido em uma populacdo de idosos residentegraa urbana do norte de Minas
Gerais. Os escores do MEEM sugeriram que a grangierien dos idosos (88,4%)
apresentava alguma perda cognitiva. O MEEM é utnuimento de rastreio, cuja versao e
pontos de cortes utilizados foram os recomendadis Pepartamento Cientifico de
Neurologia Cognitiva e do Envelhecimento da AcadetBiasileira de Neurologdia
Outros testes ou exames sdo necessarios parantagéiv da perda cognitiva.

Alguns autores acreditam que a maior prevaléreieothprometimento mental e
fisico entre os idosos institucionalizados expliquepior condicdo de saude bucal
observada nesse grupo comparado aos néo instidlizeios®. J4 Handelman et .
(1986) documentaram uma alta frequéncia de uso ddicamentos que causam
hipossalivacdo entre os idosos e afirmaram quendioacao desse fator com experiéncias
anteriores de doenca e com a atual higiene bucdénposer responsaveis pela alta
prevaléncia de doencas bucais nos idosos institaltiados. Ainda existem autores que
justificam a precéria saude bucal dos idosos utstihalizados pela atitude negativa do
idoso e o reduzido acesso ao cuidado odontolyiPortanto, a combinacédo entre pobre
saude bucal e doencas sistémicas agudas ou crdoudascriar um espiral negativo no

qual as doencas sdo agravadas pela condicdo de baddl e esta pode deteriorar-se
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enquanto outros problemas médicos progriiem relacdo entre comprometimento
funcional e precéria higiene bucal foi previametgmonstrads.

No presente estudo, os indices de placa revelammmpuecaria higiene bucal,
presente nos idosos dentados assim como nos emosuarios de protese total superior.
Higiene bucal precéria foi também observada emoslosstitucionalizados por outros
pesquisadoré§® A visdo de que é natural a perda de todos oseslenbm o
envelhecimento pode levar os idosos a negligemianedidas preventivas de controle de
placa. Adicionalmente, limitacdo fisica, problemagsuais e deméncia podem
comprometer o auto cuidado resultando em altossnle acimulo de placa bacteriana.
Muitos idosos sao dependentes de um cuidador pegalizacdo da higiene bucal, cuja
provisdo pode ser irregular, insatisfatéria e ipfienté®. Um estudo qualitativo com
cuidadores revelou que eles atribuem baixa pridede cuidado com a bd8aA falta de
controle adequado da placa bacteriana pode auneernsmo de desenvolvimento de lesbes
de mucosa, lesdes cariosas e de doenca periodontal.

O indice CPOD mostrou grande experiéncia de caseimdividuos estudados;
sendo observado um valor de 30,8 com o componamtidp representando 94,2 % do
indice. Esse achado, juntamente com a alta taxae®ulismo (74,9%) e com o0 pequeno
namero médio de dentes remanescentes por indi&l0p representa o grau da perda
dentéaria nesses individuos. Os resultados do habdé Carneiro et af. (2005), com
idosos institucionalizados da cidade de S&o Pdalam semelhantes aos do presente
estudo, pois foi observado 2,5 dentes remanescer@®OD de 30,8 com 96,3% de dentes
perdidos. Dados similares também apresentaranoessdle uma instituicdo de Fortaleza,
onde foi encontrado um CPOD de 29,73, compost®fet2 dentes perdidos (95,6%). A
média de dentes remanescentes nesta populacde j0d Outros estudos no Brasil
mostraram resultados semelhantes em idosos darediké associados de grénitos

Entretanto, o CPOD encontrado no presente estudenfogeral, maior do que o
observado em estudos internacionais com idosadsuishalizado®**2 Por outro lado,
Adam e Prestdfi (2006) observaram em uma populacéo de idososuicistializados no
Reino Unido, um CPOD de 28,98 com o componenteigenekpresentando 94,1% do
indice. Essa diversidade na experiéncia de carieddarentes regibes mostra que
condi¢cdes soOcio-econdmicas, padrdes culturaisgtaies, entre outros fatores, podem

influir na condicéo de saude bucal de uma populacéo
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O indice CPOD, que evidenciou alta experiéncia &éecdentaria, deve ser
interpretado com cautela; uma vez que pela impitidsitte de conhecer o verdadeiro
motivo que levou a extracdo, todos os dentes pesdidram computados no indice de
carie, superestimando a experiéncia a essa do&ngeetanto, este indice foi adotado
porque, ainda que apresente pouca sensibilidadestimativa do ataque da carie em
idosos, continua sendo o indice mais usado nosl@stdessa populagédo e, juntamente,
com o percentual de edéntulos, tem constituidosa b@ comparacdo entre os diversos
levantamentos epidemiolégicos

Como esperado e observado em trabalho anterioveham aumento do indice
CPOD com o aumento da idade, atribuido principatem@® aumento do componente
perdidd®. Entretanto, ndo houve diferenca quanto ao gémtfierentemente do que foi
observado por outros pesquisadores em idososuiistilizado®*. Neste estudo, foi
observada uma grande auséncia dos dentes postezionaior sobrevivéncia dos dentes
antero-inferiores. Segundo Pereira €t @996) uma possivel explicacéo para esse achado
€ a presenca de ductos salivares na regido, qaeetaam a irrigacéo e a limpeza mecanica
e contribuem para manutencéo desses dentes nadioteior tempo.

A superficie radicular exposta, devido a recessamargem gengival, apresenta-
se como uma area de estagnacdo de placa, possasglm, maior risco de
desenvolvimento de cérie radicular. Neste estudd,4% dos dentes presentes
apresentavam superficie radicular exposta. Foitatatda uma pequena frequéncia de cérie
radicular, pois entre as raizes expostas, a gramaeria encontrava-se higida. Gaiao,
Almeida e Heukelbach(2005) observaram resultados semelhantes, congt8daB raizes
expostas higidas e 14,6% cariadas. De maneira lsente] os idosos com mais de 75 anos
de idade residentes em uma instituicdo de Piragicgiyesentaram 84,1% das raizes
expostas higiddsCom relacdo a prevaléncia de céarie radiculagxamadamente metade
dos idosos (48,8%) apresentaram pelo menos umafisipeom lesdo. A prevaléncia
observada foi maior que a de uma populagédo de sdqae frequentavam grémios ou
servicos municipais de salde em cidades da regides®e de Sdo Paulo (31,8%)
Comparativamente, em relacdo a estudos internasjomgrevaléncia de carie radicular
em idosos institucionalizados no Brasil pode sasierada baixa. No Canada, na Franca
e na Finlandia foram encontrados valores de 8088%0% e 52,0%, respectivamente, para
a prevaléncia de cérie radicular em id§$8% Essa diferenca néo reflete necessariamente

uma pior saude bucal nessas populacdes, mas phovente € devida ao maior numero de
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idosos dentados e de dentes remanescentes nedsgéduirts comparados aos idosos
brasileiros. Entretanto, espera-se no futuro, umesio do contingente de pessoas com
carie de raiz, uma vez que uma parcela maior dalpgfo devera manter seus dentes
naturais por mais tempo, implicando necessidadeagacitacdo dos profissionais para o
diagnostico e adocdo de medidas de controle.

O elevado numero de edéntulos entre os idosos exfjwepo numero de dentes
remanescentes entre os dentados prejudicou a gaico IPC. Esse indice vem sendo
ampla e internacionalmente utilizado. Entretantép ré unanimemente aceito pelos
pesquisadores como um estimador das condicbesdpatas. Muitos discutem a
fragilidade do indice como ferramenta epidemiolagiargumentando que as marcacoes
periciais podem subestimar a prevaléncia de bolsasodontais, distorcendo as
estimativas da prevaléncia e da gravidade da dqesrgadontal. Locker e Leake(1993)
discutiram como limitagdes o fato de serem atribsiidimero para estado de doencga, de
usar dentes indices para avaliar a condicdo periade de contar com as medidas de
profundidade de bolsa para indicar a extensdo d#ruigio do tecido periodontal.
Segundo os autores, a profundidade a sondagem néo Bom indicador da doenca
periodontal, porque ndo leva em conta o nivel dergéo. A profundidade da bolsa
periodontal pode permanecer estavel, mesmo quea tbakido progressiva perda de
insercao.

Nesse estudo, cada idoso apresentou em médiaxdahtes nulos e somente 0,6
sextantes validos. Esse resultado novamente evadenceduzido numero de dentes
remanescentes apresentado pelos idosos institlizem@s. Realizando a anélise com base
nos sextantes validos, foi verificado que a preselecbolsas periodontais de 4 a 5 mm foi
a principal alteracdo observada, seguida por botsésmm. Resultado semelhante foi
observado por Silva e Valsecki’J2000) em uma populacéo de idosos institucionddiga
no municipio de Araraquara/SP. J& Carneiro ef’ g2005) e Gaido, Almeida e
Haukelbach (2005) observaram predominio de célculo entreaslasstitucionalizados.
Essa diferenca pode ser explicada pelo fato de woepresente estudo, a raspagem
supragengival foi realizada previamente a sondagenodontal quando da presenca de
calculo inviabilizando tal procedimento. Essa adadfoi adotada para evitar a
subestimativa da condicao periodontal. O aumensosdatantes nulos com o aumento da
idade observado neste estudo pode ser explicadoapehento da perda dentaria com o

envelhecimento, também verificado nesse estudo.
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A higiene bucal precéria, o acumulo de céarie eanda periodontal ndo tratadas
e o elevado edentulismo, que demanda por realititpgotética, requerem maior interesse
em modificar o quadro de desatencéo para com a daimhl do idoso brasileiro. Com a
insercdo da Odontologia no Programa Saude da Ramila implantacdo da Politica
Nacional de Saude Bucal pelo Ministério da Saludeges uma nova perspectiva de
melhora da saude bucal da populagéo idosa brasimide se espera beneficios por meio
de acbes preventivas e de reabilitacdo bucal. tantee deve sempre ser ressaltado que a
abordagem do idoso deve diferir da direcionada pulpgdo geral. Considerando-se a
diversidade biopsicossocial e a complexidade ditfifeqiientemente encontrada com o
envelhecimento, torna-se fundamental a atuacaardmiéo-dentista, juntamente a uma
equipe interdisciplinar, na medida em que participaalisa e integra conhecimentos
especificos de diversas areas, com 0 objetivo coakeimppromover e manter a saude do
idoso. Além disso, a busca de uma solugcédo paraaidemas bucais dos idosos deve
compreender também as suas expectativas e limitacoe

Conclusodes

Com base nos resultados apresentados, pode-seicoje:
» Nas instituicbes de Belo Horizonte, a populagédoidiessos € predominantemente
feminina, formada por individuos com mais de 80 sanwvillvos ou solteiros e
de baixa escolaridade.
= Os idosos institucionalizados apresentam varianghse sistémicas e fazem uso de
multiplos medicamentos, sendo que a maioria padguima perda cognitiva. Embora a
maioria seja independente, muitos idosos apresedé&gendéncia parcial ou total para a
execucao das atividades de vida diarias.
= A higiene bucal dos idosos institucionalizados, garal, é precaria. Um alto valor de
CPO-D revela a severidade da doenca carie e suseqiéncias entre 0s idosos, que
possuem um numero reduzido de dentes remanescEntes.eles, a experiéncia de carie
radicular é baixa.
= Um elevado grau de perda dentaria foi constatadio percentual de componentes
perdidos no CPO-D, grande numero de sextantes idesluno IPC e alta taxa de
edentulismo.
= A doenca periodontal acomete 0s poucos dentes esmoamtes, que apresentam bolsas

periodontais rasas ou profundas, gengivite e aalcul
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Tabela 1: Distribuicdo dos idosos residentes efiturgdes de longa permanéncia de Belo
Horizonte segundo género, faixa etaria, estadol, cammos de estudo, tempo de

institucionalizacdo, renda e habito de fumar. Bé&boizonte. Brasil. 2006.

Variaveis Niveis das variaveis Total (n, %)
A Feminino 245 (73,1)
Genero Masculino 90 (26,9)
Faixa etaria* 60 a 69 anos 53 (15,9)
(anos) 70 a 79 anos 114 (34,1)
80 anos ou mais 167 (50,0)
Solteiro 137 (40,9)
. Casado 20 (6,0)
Estado civil Vitvo 144 (43,0)
Divorciado 34 (10,1)
0 91 (27,2)
la4 146 (43,6)
Anos de estudo 5a8 39 (11,6)
9al2 46 (13,7)
12 ou mais 13 (3,9)
L x4+« labanos 230 (70,3)
Tempo de institucionalizacéo 6 aNoS OU Mais 97 (29.7)
. o 0 a R$ 350,00 214 (63.9)
Renda estimada > R$ 350,00 121 (36.1)
Habito de fumar Sim 47 (14,0)
Nao 288 (86,0)
Total 334

* Auséncia de registro de data de nascimento dalaso, **Oito instituicdes sem data de entradadtso***R$ 350,00
era 0 salario minimo vigente no momento da coletdatios.
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Tabela 2: Distribuicdo percentual dos idosos derdacaom o registro de doencas
sistémicas adotando o agrupamento da Classifidagi@tistica Internacional de Doencas e
Problemas Relacionados a Saude — CID-10. Belo biuez Brasil. 2006

Doencas sistémicas Nt_Jmero de % (n=335)
idosos
Doencas do aparelho circulatério 263 78,5
Transtornos mentais e comportamentais 108 32,2
Doencas dos olhos e anexos 100 28,9
Doencas enddcrinas, nutricionais e metabdlicas 85 54 2
Doencas do sistema nervoso 65 19,4
Doencas do sistema os.teomuscular e do tecido 48 14.3
conjuntivo
Doencas do aparelho digestivo 40 11,9
Doencas do ouvido e da apdfise 28 8,4
Doencas do aparelho respiratorio 17 51
Neoplasias 15 4,5
Doengas infecciosas e parasitarias 14 4,2
Sangue e 6rgados hematopoiéticos 14 4,2
Doencas do aparelho geniturinario 12 3,6
Doencas da pele e do tecido subcutaneo 9 2,7
LesBes, envenenamentos e algumas outras 8 24
consequéncias de causas externas ’
Malformagbes congénitas 1 0.3

Total 827
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Tabela 3: Distribuicdo percentual dos idosos segumgbresenca de doengas sistémicas
verificadas nos prontuarios médicos ou registrasidstituicdes. Belo Horizonte. Brasil.
2006

. % (n=827, % de
A Numero . :
Doengas sistémicas de idosos Umero total  idosos
de doencas) (n=335)
Hipertensao 160 19.3 47.8
Diabetes mellitus tipo I 47 5.7 14.0
Déficit visual ndo especificado 42 5.1 12.5
Catarata 40 4.8 11.9
Depressao 39 4.7 11.6
AVC nao espem_ﬂcacio como hemorragico ou 38 46 11.3
isquémico
Doenca de Alzheimer 37 4.5 11.0
Deméncia 32 3.9 9.6
Déficit auditivo ndo especificado 24 2.9 7.2
Osteoartrose 15 1.8 4.5
Insuficiéncia cardiaca congestiva 15 1.8 4.5
Outras doengas (prevaléncia < 4.5%) 338 40,9 -
Numero médio de condi¢des por individuo 2,5 (DP¥1,7
Numero de condi¢des 0 1 2 3 4 5+
Numero de idosos 25 92 78 63 28 49
Percentual de idosos 75 27,235 188 84 145
NUmero médio dg m_egjlcamentos prescritos por 4.2 (DP=2,4)
individuo
Numero de medicamentos prescritos 0 1 2 3 4 5+
Numero de idosos 16 22 a7 57 49 144
Percentual de idosos 48 66 140 17,0 148,0

Tabela 4: Distribuicéo percentual dos idosos corores do MEEM sugestivos de perda

cognitiva por anos de estudo (n=335)

Anos de estudo NUmero de idosos (%)

0 79 (86,8%)

1 a 4 anos de estudo

5 a 8 anos de estudo

9 a 11 anos de estudo

> 12 anos de estudo
Total

131 (89,7%)
31 (79,5%)
43 (93,5%)
12 (92,3%)
296 (88,4%)
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Gréfico 1: Distribuicdo dos idosos segundo condfg@cional
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Graéfico 2: Distribuicdo dos idosos segundo peradrda placa bacteriana nas superficies

dentarias.
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Grafico 3: Distribuicdo dos idosos segundo o nundersuperficies da protese com placa
bacteriana

Tabela 5: Média do CPOD e seus componentes naggdmikotal e diferencas segundo

género e faixa etaria. Belo Horizonte. Brasil. 2006

Média Componentes do CPO-D
do CPO- Cariado Perdido Restaurado
N D
(Desvio- x (DP) % X ((DP) % x (DP) %
Padrao)

CPOD 335 (330’3 06(1,9) 19 290(62) 942 12(33) 3.9

Homens 90 :(”g'?; 05(15) 1,7 28,8(6.6) 944 1,2(36) 3.4

Género 30.6
Mulheres 245 (3’0) 0,6(2,0)0 2,0 29,46,1) 94,3 1,23,1) 3,7

60-69 29,6 a
nos 93 4.6) 1,%3,0) 3,7 26,5(8,3) 89,6 2,04,5) 6,7
Faixa  70-79 30,8 b b ab
etari*  anos 114 @2 0,8%1,9) 2,6 28,99%6,0) 93,8 1,1%2,9) 3,6
80 ou 31,1 b
ais 167 (2.6) 0,£1,2) 1,0 29,9(5,4) 958 093,00 2,9

A comparacéo foi realizada empregando teste Krlig¥allis e teste Mann Whitney com correcdo de
Bonferrone para a comparacdo em pares. As letfaedies comparadas verticalmente significam difgae
estatistica significativa (p<0,02 para faixa etamas comparacdes em pares). *Um idoso com data de

nascimento desconhecida.
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Gréfico 4 e 5: Distribuicdo dos dentes presentenaradibula e na maxila segundo a

condicao da coroa dentéria

Tabela 6: Condicédo dentaria dos idosos institutimedos de Belo Horizonte. Brasil. 2006

Média
- L. NUumero 5
Condic&o dentéaria do dentes 7 Pog)l:::}gao Derltados
(n=335)  ("=84)
Dentes extraidos 9720 90,7 29,0 -
Dentes remanescentes 1000 9.3 3,0 -
Dentes higidos 386* 38,6* 1,1 4,6
Dentes cariados 162* 16,2* 0,5 1,9
Dentes restaurados com carie 36* 3,6* 0,1 0,4
Dentes restaurados sem carie 386* 38,6* 1,2 4,6
Suporte para proétese fixa 30* 3,0* 0,1 3,6

*Em relagdo ao nimero de dentes remanescentesi@ogos dentados

Tabela 7: Condigdo das raizes dos dentes presnté&dosos institucionalizados de Belo
Horizonte. Brasil. 2006

. Namero I_\/Iéglia por

Condicéo das raizes d ! % individuo

e raizes _
(n=84)

Raizes ndo expostas 416 41,6 4,9
Raizes expostas 584 58,4 6,9

Raizes higidas 444 76,0* 5,3
Raizes cariadas 84 14,4* 1,0
Raizes restauradas 56 9,6* 0.7

* Do total das raizes expostas.
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Tabela 8: Experiéncia de carie radicular (somaadiees cariadas e restauradas) nos idosos
institucionalizados. Belo Horizonte. Brasil. 2006

Numero de idosos %
CO-R=0 36 42,9
CO-R=1 18 21,4
CO-R=2 7 8,3
CO-R=3 9 10,7
CO-R>4 14 16,7
Total 84 100,0

Tabela 9: Distribuicdo dos idosos segundo o maoore do IPC

Maior escore do IPC* NUmero de idosos %
0 (Sadio) 0 0
1 (Sangramento a sondagem) 2 0,6
2 (Presenca de calculo) 3 0,9
3 (Bolsa periodontal de 4 a 5 mm) 49 14,6
4 (Bolsa periodontal  mm) 19 5,7
Sextante nulo 262 78,2
Total de idosos 335 100

* Sextante nulo foi considerado a pior condica@pajueles que ndo possuiam nenhum sextante \&iitte.os que
tinham sextantes vélidos, mesmo na presenca deiunas sextantes nulos, foi considerada a pioricéndentre os
sextantes validos.

© 100% -
90% H
80% -
70% A
60% -
50% H
40% +
30% H
20% A
10%
0% - ‘ ‘ ‘ ‘ T ‘

18a14 13a23 24a28 38a34 33a43 44a48 Total
Sextantes

O IPC=0 @ IPC=1 B IPC=2 B IPC=3 O IPC=4 B Sextante excluido

Grafico 6: Distribuicdo percentual das categorias IBC por sextantes dos idosos

institucionalizados. Belo Horizonte. Brasil. 2006.
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Tabela 10: Comparacdo entre numero de sextantesdegategorias do IPC por faixa

etaria e género. Belo Horizonte. Brasil. 2006

Média (DP)
IPC=3 IPC=4
Sextante IPC=0 IPC=1 IPC=2
excluido Sadio SS Célculo Bolsada Bolsa>6
5mm mm ou +
Total 5.4 (1.4) 0.02(0.2) 0.04(0.3) 0.06(0.3) 0.4D)1. 0.10(0.4)
Faixa etaria

60 a 69 4.7 (1.9) 0.04(0.2§ 0.08 (0.3} 0.08 (0.3} 0.81(1.4} 0.25 (0.7}

70a 79 5.4 (1.8 0? 0.03 (0.2 0.07 (0.3} 0.46(1.0f° 0.11 (0.5%

>80anos 5.6 (1.5) 0.03 (0.2 0.04 (0.3} 0.04 (0.3} 0.27 (0.8} 0.05 (0.3
Género

Masculino 5.31(1.8) 0.02 (0.1} 0.07 (0.3} 0.06 (0.3} 0.38 (0.8} 0.15 (0.5}

Feminino 5.38 (1.4) 0.02 (0.2} 0.03 (0.3} 0.06 (0.3} 0.43 (1.0} 0.09(0.4}

A comparacdo foi realizada empregando teste Krlig¥allis e teste Mann Whithey com correcdo de
Bonferrone para a comparacao em pares (p<0,05¢g@aexo, p<0,02 para faixa etaria). As letras difeae
comparadas verticalmente significam diferenca issizd significativa.

3,2%

16,1% 6,5%

9,7%

64,5%

m IPC=0 O IPC=1 m IPC=2 @ IPC=3 m IPC=4

Gréfico 7: Distribuicdo das categorias do IPC eagresextantes validos dos idosos
institucionalizados. Belo Horizonte. Brasil. 2006.
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3.2 Artigo 2
Tooth loss, wearing of prosthesis and associatedctars among the institutionalized
Brazilian elderly

Abstract: This cross-sectional study assessed the prevakemtextent of tooth loss as
well as the wearing of prosthesis and associatetriain the institutionalized elderly. A
sample of 335 individuals over 60 years of agerasgntative of the institutionalized
elderly of the Belo Horizonte, Brazil, was selectbtbugh a stratified sampling strategy.
Data was collected through interviews, reviews oédmal records and a clinical
examination. Edentulousness was related to agepgsmars of study, income, length of
institutionalization, number of systemic diseased aognitive function. Edentulousness
was observed in 74.9% of the elderly and amongdietate subjects (n=84). 17.9%
possessed 20 or more teeth. Approximately halthef édentulous elderly (42.6%) and
most of the partially dentate subjects (66.7%) nlod wear prosthesis. The multivariate
analysis showed that subjects that wear prosthesie more likely to be female, possess
higher incomes, be more functionally independermt muarried. Furthermore, the odds of
wearing prosthesis among elderly individuals whst b3 to 32 teeth were 9.11 times
higher than those who lost up to 12. In conclustonth loss is highly prevalent in this
institutionalized Brazilian population. In spite thiis finding, the prevalence of wearing of
prosthesis is low. The extent of tooth loss, incpofuactional condition and marital status
are important predictors of the wearing of prosthes
Key words: Tooth loss, dental prosthesis, elderly, nursingés
Introduction

The number of individuals over 60 years of age Iwsn steadily increasing in
nearly every country as a result of improved livic@nditions and medical advances in
therapeutics. The rising number of elderly and \@dgrly individuals has brought about a
population of adults with increasing degrees ofsitsl and financial dependeric&his
phenomenon promotes an increase in the need foinaoas care for this age group and,
consequently, the likelihood of institutionalizatio

Of the many issues concerning the welfare of tliergl, health is a major
concern. Oral health contributes significantly tosgathe quality of life. Thus, the negative
impact of poor oral conditions on daily life is pemlarly significant among edentulous
peoplé.
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A number of reports, mainly from developed coustrimdicate that tooth loss
has declined over the past two or three decadegeriieless, edentulousness remains a
problem of considerable magnitude in some countrpesticularly among the elder
cohorts. In Brazil, edentulousness was considersetiaus problem among the elderly (65
to 74 years old) in the most recent oral healthepcarried out by the health ministry

It is well known that tooth loss can give rise &rious problems with a functional
and psycho-social impact on individual©ral rehabilitation that utilizes removable or
fixed prosthetic treatment has long been advocaseah effective measure in reducing the
burden associated with edentulousness, particularlgng those who have experienced
considerable tooth loss. However, many of those ekwerience substantial tooth loss,
especially the elderly, do not have the resouroegifosthodontic treatmehor may not
perceive a need for a prosthetic deViddso, it has been shown that a high percentage of
those who have been provided with dentures nevar them, which constitutes a waste of
scarce resourcksTherefore, knowledge on factors that influencetholoss and the
wearing of prosthesis is important for the effeetplanning and provision of oral health
services, particularly in prioritizing prosthodantare for the elderly.

A number of factors are involved in the decisiorextract a tooth. Although oral
factors are the primary causes, socio-demogramutorfs, chronic systemic disorders,
dental attitudes, dental service utilization andchaworal factors have shown to be
associated with tooth mortality. Tooth loss is #iere considered as an outcome of a
complex interaction between disease and non-difaas®<®,

There is a scarcity of research concerning geciatial health issues in Brazil and
previous studies concerning institutionalized didéailed to be representative of a city.
Hence, the aim of the present study was to aseegzévalence and extent of tooth loss as
well as the wearing of prosthesis and associatgdr&in this population.

Methods

The present cross-sectional study was carried ewtden November 2005 and
June 2006 and was based on representative ranaoptesaof the institutionalized elderly.
Sample:The study population was comprised of 1,669 eyjdevler 60 years of age and
residents at nursing homes in the city of Belo Hamie in the state of Minas Gerais,
Brazil. Those who were terminally ill and individsawho did not allow the clinical
examination to occur or did not contribute to tierview due to aggressiveness or

behavioral alterations were excluded from the studgividuals with severe cognitive
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impairment, as evaluated by the Mini-Mental Scregniest, were also excluded if socio-
demographics records were not available.

The sample was calculated using the formula forpgrion estimates,
considering a prevalence of 50.0%, a sampling @ir®05, a 95.0% confidence level and
significance of 5.0%. The 50.0% prevalence wasiobtafrom a pilot study carried out
with 20 elderly individuals from a philanthropic nstng home. This value resulted in a
larger sample after various calculations with ddfgé prevalence combinations and
tolerable sample errors. After correction for aiténpopulation, a final sample of 313
elderly individuals was obtained. With the aim ofximizing precision, the sample was
increased by 10% to compensate for eventual losd®sjning a total of 345 elderly
individuals.

Sample selection was carried out using proportiostahtified, random samples,
considering stratifications in the following ordenndality of the institution (philanthropic
and private), location of the institution in thenadistrative district of the city (East, West,
North, South, North-east, North-west, Barreiro, #&@iMNova, Pampulha) and gender of the
resident. The proportional size of each segmenhefpopulation was maintained in the
sample. At each institution, elderly from both sexesre randomly selected by lot.

The study protocol was approved by the ResearcicEthommittee, Federal
University of Minas Gerais, Belo Horizonte, Braggrotocol number 004/05).

Data collection:Data were collected through interviews with thdeely as well as from

the institution records, medical documents andadirexaminations of the oral cavity. The
socio-demographic and behavioral variables evaluatere age, gender, marital status,
education level (years of study), income, lengtlinefitutionalization and smoking habits.
General health conditions were assessed by thedsob systemic diseases and prescribed
medications. Each participant was also submittedoggnitive and functional evaluation.
The clinical variables were the presence of teaththe wearing of prosthesis. Income was
estimated by the monthly value of the contributpand to the institution.

Cognitive function was assessed by the Mini-Me@tdte Examination index
(MMSE), which was tested and validated in BrazilBryck?® et al. (2003). For the present
study, MMSE scores were grouped into categorienigushe system developed by
Mungas® (1991). Those participants scoring 26 or greabet of the total of 30) were
categorized as within normal cognitive range; thesering from 21 to 25 had mild

cognitive impairment; those scoring from 11 to 2@ Imoderate cognitive impairment; and
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those scoring 10 or less had severe cognitive inmeait. Functional status was assessed
using the Index of Physical Activities of Daily luing (PADL) scale, in which a score of 0
or 1 was attributed according to incapacity/capyaaithe accomplishment of six activities:
bathing, dressing, toileting, transferring, contioe and eatinig. A score of 6 represented
a subject who was able to perform all six actigiiedependently.

All examinations took place at the institutions ameke carried out by one of the
authors (RCF) and recorded by an undergraduataldgntient, with the elderly in portable
dentist chairs, wheel chairs or in bed. A portatdatal light provided illumination. Oral
inspection was carried out with the aid of a demator. Prosthesis was removed before
the examination. A tooth was regarded as missingnwio part of it was visible in the gum.
Edentulousness was registered separately for eachGaries and periodontal status of
retained teeth were recorded, the results of whidlhoe published separately. Pontics and
cantilevers were not registered as teeth. The wgani prosthesis was recorded according
to the World Health Organization guidelines for thpper and lower maxillaries: 0)
Without prosthesis; 1) Fixed partial prosthesisM®ye than one fixed partial prosthesis; 3)
Removable partial prosthesis; 4) Combination offtked and removable partial prosthesis;
5) Removable full prosthesfs
Data analysisData were submitted to descriptive analysis. Tation of edentulousness
to socio-demographics factors and general healticators was evaluated by the chi-
square test with continuity correction or Fishexact test. In order to determine the factors
that influenced the wearing of prosthesis, logiségression was used. All independent
variables significantly related to the dependentialde (wearing of prosthesis) at a
significance level (p<0.20) in the bivariate an@ysere entered into a logistic regression
modef®. The manual model-building was adopted with theessment of interaction and
confounding among factors through changes in thedficeents. The Likelihood test was
employed to compare the likelihood between the dalll reduced models. The evaluation
of how well the model fit the observed data wasfqggared by the goodness-of-fit test
(Pearsory?). The predictive ability of the model was assesssidg the “c” statistic, which
is a measure of the area under the curve of agblthe sensitivity against 1-specificity
(Receiver Operating Characteristic). Data werelyaed using the Stata 8.0 statistical
package. The cutoff point for the definition of thariablesincome number of systemic
diseasesand number of prescribed medicatiomgas based on the B0percentile. The

dichotomization of the variableyears of study systemic diseaseand prescribed
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medicationsfor the bivariate and logistic analyses was cdroat after verifying each
variable against the others and defining the orafithe difference or absence of difference
between the levels unified on a single level. i pnesent study, individuals who presented
PADL scores of 5 and 6 were considered independentthey either did not require
assistance or only required assistance in the ipeafoce of a single activity. Individuals
with scores between 0 and 4 were considered depende

Results

Participation:The participant sample consisted of 335 (97.1%gréfdndividuals, 225 of
whom were examined in philanthropic nursing homes #he remaining 110 were
examined in private nursing homes. The reasonth&non-participation of 10 individuals
included not wanting to be examined by an unfamiientist (n=3); they considered the
study unimportant (n=2); the research inconveniértbem (n=2); or they were not feeling
well at the time of the investigation (n=3).

Socio-demographic characteristid$ie mean age of the population was 79.0%18.; 60

to 105); the mean age for men was 75.5 (SD=8.7)fandvomen was 80.3 (SD=8.9).
Table 1 displays the distribution of the study papan in relation to the socio-

demographic variables. Most of the residents wesmen; half of the elderly were above
80 years of age and 43.0% were widowed. Most of ghdicipants presented a low
education level and had resided in a nursing haméets than 5 years. The mean income
of the elderly was of $253.0 (+ $220.6) and mosttdbuted with up to $164.0. The large
majority of the elderly (86.0%) did not smoke a time of the data collection.

General healthThe study population presented clinical functigmalblems, presenting an

average of 2.5 (SD 1.7, range 0-9) medical conustiger subject. Only 7.5% of the elderly
did not present any medical condition. 43.0% werdive or more prescribed medications
(mean number = 4.2, SD 2.38, range 0-12). The MM&dtlts indicated that a large
percentage of the elderly had scores indicativeonhe degree of cognitive impairment.
The Index of Activities of Daily Living indicatedhat approximately half of the
participants presented some level of dependentteiactivities of daily life (Table 2).
Dental conditionsEdentulousness in both jaws was observed in 2&drlglindividuals
(74.9%). 281 (83.9%) and 256 (76.4%) participanesencompletely edentulous in the
maxilla and mandible, respectively. Among the 8atdee elderly, 49 (58.3%) had teeth

remaining in both dental arches, but only 15 (17.8%them possessed 20 or more teeth.
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The mean number of teeth per subject was 11.9 (P= greater mean number of teeth
was observed in the mandible (Table 3).

Six of the variables that were considered in thette analysis, namelgge
group, years of studyincome length of institutionalizationsystemic diseasesd MMSE
scorewere significantly associated with edentulousn&hg. prevalence of edentulousness
increased with age, the length of institutional@at the number of systemic diseases and
cognitive impairment. Elderly individuals with highlevels of educational and income
presented a lower prevalence of edentulousnesse(#ab

In spite of the high dental loss, it was verifidthtt approximately half of the
edentulous elderly (42.6%) and most of the paytialentate (66.7%) did not wear
prosthesis. Removable full prosthesis in both jawese worn by 81 (32.3%) of the
edentulous elderly. Among the completely edentulpasticipants, there were more
wearing upper dentures (n=143; 57.0%) than lowertudes (n=82; 32.7%). Among the
subjects with natural teeth (n=84), only 8.3% wapper and lower removable patrtial
prosthesis (Table 5).

Gender years of studymarital status income length of institutionalization
smoking habitsfunctional conditionandextent of tooth loswere significantly associated
with the wearing of prosthesis in the bivariate lgsia (Table 6). These variables were
included in the logistic regression analysis argl tbsults from the best final model are
displayed in Table 7Gender income functional conditionbeing marriedand extent of
tooth lossemerged as significant predictors of the wearingpafsthesis. The odds of
wearing prosthesis among participants who had18sib 32 teeth were 9.11 times larger
than among those who had lost up to 12. Those avitmcome of over $165.00 were 2.40
times more likely to wear prosthesis than thosén witsmaller income. Men presented a
reduced chance of wearing prosthesis, whereas lhace of wearing prosthesis was
higher among married individuals. The elderly wgbme PADL dependence level
presented smaller chances of wearing prosthesis.

Discussion

The present study describes the epidemiology dhttmss and the wearing of
prosthesis among the institutionalized elderly. phefile of the population studied was
similar to other studies on institutionalized pagidns in Brazil. The results demonstrating
that the institutionalized elderly are older, mp$dmale, single or widowed and with low

levels of education are consistent with previousliss**° The results regarding income
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suggest that most of the elderly have a low ecooataitus. The socioeconomic condition,
as measured through income and educational lead,evaluated in order to explore the
analytical difference in the distribution of eddotisness and the wearing of prosthesis. It
was not possible to collect the actual income efdluerly participants, as their money was
administered by a trustee (relative, friend or menmdf the institution). Thus, the elderly
themselves had no direct access to financial ressuand were often unaware of the
amount received. Nonetheless, the amount paid @oinhktitution reflects differences
among the elderly residents regarding the matedatlitions of life and access to health
services.

Strong points of the present study include the $arsize, the random selection
of the participants and the exceptional respone koreover, tooth loss is an indicator of
oral health, which has been widely used for seveesades and constitutes a common
pathway for most dental diseases and conditiorhis measure and the assessment of
prosthesis use are considered reasonable, as tbegaay to define and not subject to
personal judgments. However, the study was limitethe institutionalized elderly, which
is a population composed of individuals with a grdaversity of the general health
conditions. According to Sh&y(1994), an important observation in gerontologythiat
each person becomes more unique as he or she gldevs In the present study, diversity
was expressed in terms of the multiplicity and edrdistribution of medical problems and
prescribed medications, as well as the distribubbrtognitive impairment and level of
functional dependence. Multiple pathologies andyploarmacy were also common
findings in studies on the institutionalized elgerarried out by other research&rs.

The multiplicity and chronicity of disabling disessis a source of frailty in the
elderly. The majority of people who live in nursihgmes are usually unable to provide for
themselves in a community setting. Within the mgdiome, each patient’s self-care needs
are commonly described in terms of his or her gbib perform the six activities of daily
living. The literature has shown that methods #raploy the Physical Activities of Daily
Living (PADL) and the categoriesapable/incapablewhich were utilized in the present
study, are suitable for distinguishing more sewedi$abled elderly individuals from those
that are less physically compromié&d

Cognitive impairment is prevalent in nursing homepylation§. In the present
study, MMSE scores suggested a high prevalencegsfitive impairment. This index was

developed as a tool for evaluating the cognitiaust of the elderly in clinical settings. It
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has often been used in surveys to screen for degnimpairment and is considered
suitable for institutional use. In Brazil, severltoff points have been proposed for
distinguishing individuals with and without cogmii impairment and determining the
influence of education level on the sensitivity apecificity values discuss&dHowever,
there have been no studies assessing the modbleuntatoff points for use on Brazilian
institutionalized elderly. Therefore, cutoff poiniere not adopted, as the main objective
of the study was not the cognitive evaluation & éiderly, but to assess the association
between the MMSE scores and prevalence of condistudied.

The evidence shows that frail and functionally awsnt elderly individuals who
reside in nursing homes are a group with significaal health disparitié& In the present
study, there was a high prevalence of edentuloss{¥&s9%). This prevalence was higher
than that observed in other Brazilian institutiored elderly populations. Previous studies
have reported edentulousness in 68.3% of the gldedidents in institutions from the
eastern region of S&do Paulo, in 58% of the eldeoiy a single institution in Fortaleza/CE,
and in 72% of the residents in two institutionsAiraraquara/SP*® However, all these
studies adopted convenience samples involving ondy institution or institutions from a
single region of the city. Varied results were alsoified in studies outside of Brazil with
the institutionalized elderly, in which edentuloasa rates of 26.9% to 88.5% have been
recorded *°19%?7 Comparison is difficult, however, because socid economic
backgrounds, dental care systems and treatmeisppihies vary between countries.

Despite this variability in the prevalence of eddmisness among the
institutionalized elderly, there is general agreetibat the elderly currently present a high
rate of dental loss. This finding is justified hetfact that this group bears the remnants of
a health care model centered on curative and rtinglaractices. Therefore, the profile of
current elderly oral health is partially determirmdpast exposure to certain conditiths

Among the dentate individuals, the average numbeemaining teeth was 11.9.
This correlates well with other studies, which hatilewn an average number of remaining
teeth between 10.8 and 1%1>?°> As expected and consistent with the findings thep
studies, edentulousness was more frequent in wpplf 2

The analysis showed that edentulousness was a&gbwidh current (income) and
lifelong (age, education, length of institutionalimn) socio-demographic factors as well
as with general health (medical conditions and tovgnfunction). Similar associations

were observed in previous studies on the eldeffy*2°2**°Wwith aging, the loss of all
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teeth can represent the cumulative effect of detis#as&’. Moreover, this finding can
also indicate that both society as a whole andelderly themselves tend to continue
accepting the deterioration of the mouth and chgwipparatus as a normal and inevitable
aspect of old adeAs observed in previous studies, edentulousnessalso significantly
associated with income and educational &8 It is possible that the elderly in lower
socioeconomic groups do not have sufficient acoesssources to seek dental treatment.
Similarly, the elderly in higher socioeconomic gosumay have received restorative,
endodontic and periodontal treatment to save meethtand, therefore, presented lower
rates of complete edentulousness of one or bothearavhen compared to lower
socioeconomic groups. The positive relationship emfucational level with dental
education, favorable habits and greater oral carkaxcess to dental services has been
previously recognizéd. All these factors, which are more common amordjviduals
with higher levels of education, may contributetlte reduction of the dental loss in this
group.

Edentulousness was higher among the elderly withgreater length of
institutionalization. This result may be explainieg the fact that the elderly tend to be
more disabled, both physically and mentally, resgltin an increasing length of
institutionalization. Another factor is that densarvices are less readily available. Dental
care of the institutionalized elderly is often lted to emergency care. Moreover, if an
individual has been a resident in institutionalizede for some time, extraction may be
seen as a more expedient treatment modality theer oéstorative or periodontal treatment
— in many cases, treatment is undertaken on a d@njcdasi$? The presence of a history
of certain systemic conditions may also affect c¢fplatient treatment decisions in a way
that favors extractions over alternative methodsreétment. Kossioni and Karkazi8
(1999) showed that an increased duration of irgiitalization translated into a reduced
number of teeth. Related to this factor is theifigdhat the institutionalized elderly were
more frequently edentulousness than non-institatived subjects?®

Despite the high rate of edentulousness and thd somaber of remaining teeth
among the elderly, it was determined that a higltgreage of the subjects did not wear
prosthesis. It was very disturbing to find that tiwearing of prosthesis was highly
disproportionate to the level of tooth loss. In gresent study, little more that half of the
edentulous elderly and approximately one-third ted partially edentulous elderly wore

prosthesis. Similar results were obtained in previstudie¥?**® A possible reason for
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this may be the fear of not being able to adapé dtgument given is that if an individual
had managed to function adequately without a pesssh there is a greater reluctance to
accept the prosthesis in old &4& Other possible reason for the wide gaps betwees |
of edentulousness and denture wear is that, inilBrpeosthetic treatment is mainly
provided by the private sector and is often beythredreach of most elderly individu&ls
The elderly and/or their family members do not @& that dentures are important. They
are already burdened with expenses regarding medee@ment for other chronic illnesses
and are therefore reluctant to spend further ontudes. They have also accepted the
misconception that tooth loss is an inevitable pathe ageing process. Moreover, the lack
of a tradition of dental care and negative attituttevard oral health may keep them from
visiting a dentist. Additionally, impaired mobility impedes accesscte, particularly for
those who reside in areas with poor public transpion and those with severe handicaps.

The reasons for the low rates of wearing prosthéisisussed above may reflect
differences in the socioeconomic condition and fiem@al condition of the elderly, which
are factors significantly associated to the weaohgrosthesis in the present study. As
previously verified, the wearing of prosthesis wagre frequent among the elderly who
reported higher incom&s°

In agreement with the findings of McGrath and Bg@002), the present study
found that females were more likely to wear prosithéhan males. This is probably a
reflection of gender-related differences in the akdental services. Older women tend to
use dental services more often than olderfheévoreover, for older women, oral health
can have an impact on their feelings of attraceéssi. Adversity, the Shah, Parkash and
Sunderan? (2004) observed that a greater number of malesféraales wore dentures in
an elderly community-dwelling in India. The factextent of tooth loswas significantly
associated with the wearing of prosthesis. As sibjevho lose more teeth experience
more negative dental impacts than dentate indilsjulbey may have obtained prosthesis
to improve their quality of life, which had beenngogromised as a result of being total or
partially edentulous. Married individuals presengedreater chance of wearing prosthesis
than single, widowed or divorced individuals. Déspiepresenting a small group in the
present study, they were only those who maintameck frequent contact or lived with a
partner in the institution itself. This finding mag related to the importance of the mouth
as a core feature of overall appearance, both paltgcand socially, and the concern for

being well for the sake of the partffer
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It should be noted, however, that other factoesaso likely to be involved in
the decision to use dentures, such as previoubitgaon experience, perception of the
need and others that were not explored in the ptesedy. The importance of considering
both the normative need for the prosthesis angdneeption of this need on the part of the
elderly individual as well as his/her attitude netyag treatment has been widely discussed
and should be emphasized in any health care progamthe elderly. However,
considering the factors studied herein, the devety of an oral health program for the
institutionalized elderly should involve an effegticoverage of their rehabilitation needs,
as most cannot afford to cover the costs of suedirtrent. Furthermore, in-home care or
means of transportation to take elderly individwsely to the health care location should
be promoted. Efforts should also be directed atipguian end to a series of myths and
misconceptions regarding the oral health of theerg/d Additionally, community-based
oral disease prevention programs should be impleden reduce the risk of tooth loss for
younger age groups that could reach the elderlly witarger number of teeth in the oral
cavity. .

Conclusions
« The institutionalized elderly present a high rdteadentulousness.
« The dentate elderly possess a reduced number aing teeth.
-« The prevalence of wearing prosthesis is low despite high prevalence of
edentulousness and missing teeth.
« The rate of edentulousness was higher in the miaér group; in those with lower
levels of education, lower income, a greater lerajtmstitutionalization, a larger number
of systemic diseases and greater cognitive impaitme
« A greater extent of tooth loss, larger income,dberdition of being married and being a
woman increases the chances of elderly wearinghesis, whereas functional disability
decreases the chances.
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Table 1: Distribution of the elderly regarding smdemographic and behavioral

characteristics. Belo Horizonte. Brazil. 2006.

Total
n %

Age group*

60 - 69 53 15.9

70a79 114 34.1

>80 167 50.0
Gender

Male 90 26.9

Female 245 73.1
Marital status

Single 137 40.9

Married 20 6.0

Widowed 144 43.0

Divorced 34 10.1
Years of study

0 years of study 91 27.2

1to 4 years of study 146 43.6

5to 8 years of study 39 11.6

9to 11 years of study 46 13.7

12 or more years of study 13 3.9
Income

0-%$164 214 63.9

$165 - $1028 121 36.1
Length of institutionalization**

Oto5yr 230 70.3

6 or more 97 29.7
Smoking habits

No 288 86.0

Yes 47 14.0
Total 335 100

* Absence of records on age of one elderly indigldtf Eight institutions without entrance date

for the elderly
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Table 2: General health among institutionalizee&#yd Belo Horizonte. Brazil. 2006

Variables n %
Number of systemic diseases

0 25 7.5

1-2 170 50.7

>3 140 41.8
Number of prescribed medications

0 16 4.8

1-4 175 52.2

>5 144 43.0
MMSE score

26-30 27 8.1

21-25 78 23.3

11-20 163 48.7

<10 67 20
Functional condition - PADL score

5-6 -Independent 179 534

0-4 -Total or partially dependent 156 46.6
Total 335 100

Table 3: Distribution of the elderly according teetpresence of teeth and number of

remaining teeth. Belo Horizonte. Brazil. 2006.

Lower
Dental arches Edeniulous Dentaie Total
Upper Edentulous 251 (74.9%) 30 (9.0%) 281 (83.9%)
Dentate 5 (1.5%) 49 (14.6%) 54 (16.1%)
Total 256 (76.4%) 79 (23.6%) 335 (100%)
Number of remaining teeth (n=84, dentate elderly)

1 to 10 teeth 39 (46.4%)

11 to 19 teeth 30 (35.7%)

20 or more teeth 15 (17.9%)

Mean number of teeth (1000 teeth) 11.9 (SD=7.061-2

Mean number of superior teeth (412 teeth) 4.9 (S9=1414)

Mean number of inferior teeth (589 teeth) 7.0 (8B50-13)
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Table 4: Variation in the prevalence of edentul@ssnamong institutionalized elderly
according to the variables studied. Belo HorizoBi@azil. 2006.

Edentulousness

0 % p-value

Age group*

60 - 69 31 58.5

70a79 82 71.9 0.121

>80 137 82.0 0.000
Gender

Male 64 71.1

Female 187 76.3 0.404
Marital status

Single 102 74.5

Married 16 80.0 0.411

Widowed 112 77.8 0.607

Divorced 21 61.8 0.207
Years of study

<4 192 81.0

>5 59 60.2 0.000
Income

0-3%164 168 78.5

$165 - $1028 83 68.6 0.044
Length of institutionalization**

< 5years 163 70.9

> 6 years 82 82.7 0.013
Smoking habits

No 216 75.0 1.0

Yes 35 74.5 '
Systemic diseases

0-2 135 69.2

>3 116 82.9 0.007
Prescribed medications

1-4 143 74.9

>5 108 75.0 0.978
MMSE score

26-30 15 55.6

21-25 55 70.5 0.236

11-20 127 77.9 0.025

<10 54 80.6 0.026
PADL score

5-6 131 73.2

0-4 120 76.9 0.509
Total 251 74.9

* Absence of records on age of one elderly indigldtf Eight institutions without entrance date

for the elderly ¢ Chi-square test with continuity correction andheiss exact Test.
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Table 5: Distribution of edentulous and partiallgntate elderly regarding wearing of

prosthesis and type of prosthesis. Belo Horizdtazil. 2006.

Edentulous  Partially  Total sample
(251) dentate (84) (335)
n % n % n %

Denture status

No prosthesis 107 42.6 56 66.7 163 48.7

With removable prosthesis only 144 574 26 309 1780.7

With removable and fixed prosthesis - 2 2.4 2
Type of prosthesis

Upper and lower removable full 81 323 - - 81 24.2

Upper removable full only 62 247 6 7.1 68 20.3

Lower removable full only 1 0.4 1 0.3

Upper removable partial only - - 3 3.6 3 0.9

Lower removable partial only - - 1 1.2 1 0.3

Upper and lower removable partial - 7 8.3 7 2.1

Upper removable full and lower removable _ i 8 95 8 23
partial

Lower removable full and upper i i 1 12 1 03
removable partial

Upper fixed partial and lower removable i 1 12 1 03
partial

Lower fixed partial and upper removable i 1 12 1 03

partial

0.6
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Table 6: Associations among socio-demographicshamavioral variables, general health

indicators, missing teeth level and wearing of firesis.

Prosthesis wear

Yes No valte
n % n %
Age group*
60 - 69 24 45.3 29 54.7
70a79 54 47.4 60 52.6 0.932
>80 93 55.7 74 44.3 0.244
Gender
Male 38 42.2 52 57.8
Female 134 54.7 111 45.3 0.057
Years of study
<4 113 47.7 124 52.3
>5 59 60.2 39 39.8 0.049
Marital status
Single 60 43.8 77 56.2
Married 76 52.7 68 47.3 0.166
Widowed 16 80.0 4 20 0.005
Divorced 20 58.8 14 41.2 0.168
Income
0- %164 98 45.8 116 54.2
$165 - $1028 74 61.2 47 38.8 0.010
Length of institutionalization**
<5 years 130 56.5 100 43.5
> 6 years 39 40.2 58 59.8 0.010
Smoking habits
Yes 17 36.2 30 63.8
No 155 53.8 133 46.2 0.037
Systemic diseases
<2 95 48.7 100 51.3
>3 77 55.0 63 45.0 0.306
Prescribed medications
<4 96 50.3 95 49.7
>5 76 52.8 68 47.2 0.905
MMSE score
26-30 15 55.6 12 44 .4
21-25 50 64.1 28 35.9 0.577
11-20 78 47.9 85 52.1 0.593
<10 29 43.3 38 56.7 0.395
PADL score
0-4 70 449 86 55.1
5-6 102 56.9 77 43.1 0.035
Extent of tooth loss***
0-12 2 13.3 13 86.7
>13 170 53.1 150 46.9 0.006

*Absence of records on age of one elderly individtrEight institutions without entrance date for
the elderly ***Number of tooth loss
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Table 7: Logistic regression analysis for the wegof prosthesis. Belo Horizonte, Brazil.
2006.

Odds-Radio 95% CI p-value

Gender

Female 1.00

Male 0.47 0.27-0.80 0.006
Income

0-3%164 1.00

$165 - $1028 2.40 1.46-3.95 0.001
PADL score

0-4 1.00

5-6 0.44 0.27-0.71 0.001
Marital status**

Others (Single, widowed, divorced) 1.00

Married 5.06 1.58-16.24 0.006
Extent of tooth loss

0-12 teeth 1

13-32 teeth 9.11 1.85-44.69 0.006

*Dependent variable wearing of prosthesis dichoremiias O=if not wearing prosthesis and 1=if weaprgsthesis. Goodness-of-fit
test: Pearson chil4.64; p=0.48. Area under ROC curve=0.71, pself¢0.R2.
**Only the condition of being married was signifitdan assessing the variabigarital statusconsidering the four conditions. Another

variable was created in the analysis considanagiedin relation to the other marital status conditions
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3.3Artigo 3

Oral mucosal conditions and its relation with proshesis wear among institutionalized
elderly in Brazil

Abstract

Objectives:The aim of the present cross-sectional study wadetermine the prevalence

of oral mucosal conditions among the institutioredi elderly and its relation with wearing

removable prosthesis. Also, the occurrence of denstiomatitis was related to socio-

demographic factors, denture hygiene, denture haldits and age of the denture. Subjects

and Methods Data was collected through interviews, reviewsradical records and a

clinical examination of 335 randomly selected indidals over 60 years of age at 23

institutions in Belo Horizonte, Brazil. Result&: total de 654 conditions were observed,

but 58.4% were considered oral mucosal variatidnsoomal. One or more oral mucosal
conditions were observed in 79.7% of the elderlye Thost frequent variations of normal
were sublingual varicosities (51.6%) and coatedjien(27.8%). Denture stomatitis was
the most prevalent lesion (15.2%). The prosthesarwncreased the chance of developing
of oral mucosal lesions among the elderly (OR=7)681,48-4,89]). Factors that were
significantly associated to denture stomatitis udeld denture hygiene (p=0.00) and
denture wear habits (p=0.02). Conclusiohbere was a high prevalence of oral mucosal
lesions and variations of normal among the instihalized elderly, especially denture-
induced lesions. Inadequate denture hygiene antum@enontinuous wear increased the
prevalence of denture stomatitis.

Key-words: Mouth mucosa, aging, nursing homes, edentulous

Introduction
There is growing interest in the oral health statihe elderly, as the size of this

population is increasing worldwide. Along with daintaries and periodontal disease, oral
mucosal disease is a significant problem in eldgdyulations (Jainkittivong et al., 2002).
There is a wide range of causes that lead to clsamyethe oral mucosa.
Associations have been reported between oral muchsarders and aging. However,
chronologic ageper sedoes not predict changes in the appearance ofhnarabsa. Other
factors may also influence the development of onaicosal lesions, such as trauma,
systemic diseases, drug use and ill-fitting destuess well as oral and denture hygiene
(Wolff et al., 1991). Shulman et al. (2004) obsednikat the odds of having a mucosal

lesion increase steadily with age. People agede&dsyand older have almost twice the
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chances of having a lesion as those aged 17 thi22igéind wearers of removable dentures
have over three times the chances of having arlébem those who do not wear removable
dentures.

Different types of oral mucosal conditions have rbeketected in the elderly;
some of these are found more frequently in deniwearers. Specific denture-associated
conditions include denture stomatitis, dentureteglahyperplasia, angular cheilitis,
traumatic ulcers and flabby ridges (Budtz Jorgend®81; Jorge et al., 1991). There is
general agreement that denture stomatitis is thet mommon oral mucosal disorder
among the elderly (Budtz Jorgensen, 1981; VigilB7 Jorge et al., 1991). However,
there are evident differences in the literaturenwitgard to the prevalence of denture-
related oral mucosal lesions, especially dentupematitis. This variability has been
explained by demographic variations and socioecanordissimilarities. Such
discrepancies partially stem from the use of déiftresearch methods and inter-examiner
variability (Vigild, 1987). Among the etiologic famrs, denture usage, denture hygiene,
denture age and denture condition have been folinthr importance in some studies,
whereas others have demonstrated only a weak \gositlationship between the
prevalence of denture stomatitis and the conditbrthe denture (Vigild, 1987, Hoad-
Reddick, 1989, Jorge et al., 1991).

Most oral mucosal conditions in the elderly areigenn nature, but may become
malignant, especially if predisposing local or sysic factors exist. The pre-malignant and
malignant lesions of greatest concern among therlglthclude leukoplakia and squamous
cell carcinoma, the incidence of which increasethvaging (Nevalainen et al., 1997).
Other common oral mucosal alterations unrelatedetature wear include coated tongue
and lingual varicosities (Corbet et al., 1994; Naween et al., 1997).

Epidemiologic prevalence studies primarily “delerithe amount of disorder
existing in a population at a particular time”. Bamformation of this kind can “provide
guidance in the administration of health servigesyay be used to explain local disease
occurrence and eventually contribute toward theetstdnding of the natural history of a
disease” (Axéll, 1976). A number of epidemiolodiedses have yielded information on the
prevalence of oral mucosal lesions among the uigiitalized elderly (MacEntee et al.,
1985, Vigild, 1987; Ekelund, 1988, Jorge et al.919Reis et al., 2005). Data on the
prevalence of oral mucosal lesions in Brazil wasamled through a localized study

involving a single institution in the city of Piigaba/SP (Jorge et al., 1991). Despite the
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number of institutionalized elderly, only the pnese or absence of lesions was evaluated
in a study conducted in the city Goiania/GO (Reiale 2005).

Therefore, the aim of the present cross-sectiohalyswas to determine the
prevalence of oral mucosal conditions among thetut®nalized elderly and its relation to
wearing removable prosthesis in this populatione Huthors also sought to determine
whether the occurrence of denture stomatitis wWiase@ to age, gender, level of education,
kind and location of the institutions, denture feyw, denture wear habits and age of the
denture in this population.

Methods
This cross-sectional study was based on representandom samples of the

institutionalized elderly. Data collection was ¢adrout between November 2005 and June
2006.

Sample:The target population was composed of 1,669 iddiais above 60 years of age,
residents at 65 nursing homes, 32 of which areapthiropic institutions and 33 are private
institutions, distributed among nine administratdistricts in the city of Belo Horizonte,
Brazil.

The sample was calculated using the formula forpgrion estimates,
considering a prevalence of 50%, a sampling erfd.@5, a 95% confidence level and
significance of 5%. The prevalence of 50% was oleifrom a pilot study carried out
with 20 elderly individuals from a philanthropic nstng home. This value resulted in a
larger sample after various calculations with ddfdg prevalence combinations and
tolerable sample errors. After correction for aiténpopulation, a final sample of 313
elderly individuals was obtained. With the aim o&ximizing precision, the sample was
increased by 10% to compensate for eventual losg#sjning a total of 345 elderly
individuals.

Sample selection was carried out using proportiostehtified, random samples,
considering stratifications in the following ordenndality of the institution (philanthropic
and private), location of the institution in thenadistrative district of the city (9 levels)
and gender of resident. The proportional size ahesegment of the population was
maintained in the sample. At each institution, didérom both sexes were randomly
selected by lot.

The following were excluded from the study: themarally ill, and individuals

who did not allow the clinical examination to ocaurdid not contribute to the interview
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due to aggressiveness or behavioral alteratiordivithuals with cognitive impairment
evaluated by the Mini-mental Screening Test wess axcluded if socio-demographic
records were not available (Brucki et al., 2003).

The elderly and the managers of the nursing hongeeed a term of informed
prior to the start of the study. The Ethics Comedtat the Federal University of Minas
Gerais approved the study (protocol number 004/05).

Data collection:

Socio-demographic variables (age, gender, matals, level of education, kind
and location of institution) as well as information smoking habit, denture wear habits
and denture age were obtained through interviewls the elderly and from the records of
the institution. The clinical examination was comed of the assessment of oral mucosal
conditions, wearing of prosthesis and denture mgie

All examinations took place at the institutions amere carried out by one of the
authors (RCF), with the elderly in portable dentibiirs, wheel chairs or in bed. The
circumoral area, prolabium and oral mucosa werdemyatically examined using two-
plane mouth-mirrors and a spotlight. When presaanttial or full prosthesis were removed
before the examination. Records were collectedbyralergraduate dental student. A pilot
study preceded the completion of the final queside as well as the final examination
procedure.

Criteria for the oral mucosa conditions were madififrom the “Guide to
epidemiology and diagnosis of oral mucosal diseas®s conditions” (WHO, 1980).
Diagnostic criteria for leukoplakia and erythroplakvere based on the revised definition
presented at the “International seminar on ordtdelakia and associated lesions related to
tobacco habits” (Axéll et al., 1984). The critedascribed by Axéll (1976) were used for
conditions such as angular cheilitis, denture stiima median rhomboid glossitis,
excessive melanin pigmentation, frictional kera@sid other lesions for which criteria are
not described in the WHO guidelines. A lesion wasstdered to be denture-related if it
was situated on the oral mucosal covered by theudeand if there was no other obvious
explanation for it.

In the present study, a distinction was made betvegal conditions because of
pathologic processes, with either specific etiologgatment needs, or prognosis, which
were here classified akesions or diseases,and conditions that, even with a well-

established pathogenesis, represented no healthirmgnmt, consisted of no treatment
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need, and have been described in many texts as eorand not hazardous to oral health,
which were here classified aariations of normal

Only clinical manifested conditions were record&ince biopsies were not
performed, some of the diagnoses should be corsidentative.

Wearing of prosthesisThe wearing of prosthesis was recorded accord;gVHO

guidelines (1997) in the upper and lower maxillgri@) without prosthesis; 1) Fixed partial
prosthesis; 2) More than a fixed partial prostheS)sRemovable partial prosthesis; 4)
Combination of fixed and removable partial prosi$ies) Removable full prosthesis.

Denture hygiene:Denture cleanliness was recorded using the indepgsed by

Ambjorsen et al. (1982), assessing the denture &ftse a light rinsing with water. The
scores 0 and 1 were recorded in five defined avaabe denture base depending upon the
presence or absence of visible plaque accumulattased on the index obtained,
individuals were divided into three denture hygigneups according to areas with visible
plaque: Good: 0 or 1; Moderate: 2 or 3; and Poar. 8.

Denture ageThe number of years of use of the denture wagjosied as follows: 0-5, 6-
10, 11-20, 21 +yr, as described in Vigild (1987).

Denture wear habitenture wear habits were described as continudwe the dentures

were not removed at night, and as discontinuousraike.

Examiner Training

Prior to the study, the criteria for diagnosis odlomucosal conditions were
defined theoretically. The examiner visited thel gathology clinic of the Dental School
at the Federal University of Minas Gerais duringnénths of preparation in which
different conditions were observed. During this djnthe diagnosis of each case was
discussed with an experienced pathologist. Howewast conditions did not appear in
sufficient numbers to allow the examiner to undetty® desired training and calibration.
Additionally, a color atlas of common oral diseaseass used to aid in the positive
identification of lesions during data collectiorafiglais and Miller, 1992).

Calibration was carried out prior to the main stwdgh 10 maxillary denture
wearers, residents of a philanthropic institutimngbtain intra-examiner consistency in the
assessment of denture cleanliness. The resultsajedea kappa statistic of 0.88.

Data analysis
Exploratory analysis was carried out to obtain aiisoand relative frequency

values. The prevalence of subjects who had oraflitons was analyzed for the overall
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sample. The prevalence of lesions directly rel&edearing of removable prosthesis was
determined in wearers of removable prosthesis. dhalysis of the effect of socio-

demographic variables and denture-related factorshe prevalence of denture-induced
stomatitis was based on the Pearson's chi-squaeydds ratio and confidence interval.
The interaction or confounding between significaatiables in the bi-variable analysis
was verified through stratified methods. The Egolaersion 3.3.2 software was used for
the data analysis.

Results
A total of 23 nursing homes, 10 philanthropic a®dptivate, were visited. Of the

total sample of 345 elderly, 335 (97.1%) were exedj 225 elderly were examined in
philanthropic institutions and the remaining 11(@rivate institutions. The following were

the reasons for the non-participation of 10 indinals$: They did not want to be examined
by an unfamiliar dentist (n=3); they considered sh&dy unimportant (n=2); the research
inconvenienced them (n=2); and they were not fgelell at the time of the investigation

(n=3).

The average age of the population was 79.018.1; 60 to 105); the mean age
was 75.5 (SD=8.7) for males and 80.3 (SD=8.9) dandles.

The distribution of the study population in relatido socio-demographic
variables is displayed in Table 1. Most of the dests were women, half of the elderly
were above 80 years of age and 43.0% were widoWesl elderly presented low levels of
education; approximately 70.0% studied less thareas. Most of the participants had
resided in a nursing home for less than 5 years.

Dental loss was expressive among the evaluatedlelderesenting a high
edentulous rate (74.9%). However, approximately bbthe edentulous elderly did not
wear dentures (42.6%). The wear of removablednd/or partial prosthesis in both jaws
or in one only jaw was observed in 172 (51.3%)vidlials. A total of 157 individuals
(46.9%) wore maxillary denture®©f the completely edentulous, more individuals wore
maxillary dentures (n=143; 56.9%) than mandibulantdres (n=82; 32.7%). 24.7% of
edentulous individuals only wore full maxillary dares and a single elderly individual
wore only a mandibular denture (0.4%). In the éidevith natural teeth (n=84), the
wearing of partial maxillary and mandibular prostisewvas verified in 14.3% and 20.2%,

respectively.
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A total of 654 oral mucosal conditions were recdrdeith mean number per
individual of 1.95 (SD=1.42; 0 to 7) (Table 2). Hewer, 382 oral mucosal conditions
(58.4%) were considered variations of normal. Theam number of conditions per
individual fell to 0.8 when such conditions werd taken into account. Just over 20.3% of
the individuals examined exhibited no oral mucasadditions. At least one condition was
observed in 59 individuals (17.6%); 94 (28.1%) ad; 67 (20.0%) had three; and 47
(14.1%) exhibited four or more conditions. In theerll study population, the most
prevalent condition among the elderly was sublihguaxicosity, followed by coated
tongue, which were considered oral mucosal vanataf normal (Table 2).

The wearing of removable prosthesis strongly erflced the occurrence of a
number of oral mucosal conditions. Among the subj¢lsat wore removable prosthesis
(n=172), 87.2% (n=150) had one or more mucosalitiond. The odds of experiencing an
oral mucosal lesion was approximately three timighdr among wearers of removable
prosthesis (OR=2.68, 95% CI=1.48-4.89, p=0.00) Dentstomatitis, denture-related
traumatic ulcer, fibrous inflammatory hyperplasieriture hyperplasia and hyperplasia for
suction chamber) were related with the wearing emavable prosthesis in all cases.
Angular cheilitis and flabby ridge developed ininduals who did not wear a removable
prosthesis (Table 3).

The most frequently observed oral mucosal lesidenture stomatitis (29.6%) in
wearers of maxillary dentures (n=157) - was reldtethdependent variables in order to
identify possible associations (Table 4). Individuthat smoked in the moment of data
collection were excluded form this analysis. In thesariable analysis, denture hygiene
influenced the occurrence of denture stomatitistofal of 40.8% of the elderly with
moderate or poor denture hygiene habits exhibitextute stomatitis, compared to just
15.9% of those with good denture hygiene habite ®tilds an increased prevalence of
denture-induced stomatitis were 3.64 times greatevearers of maxillary dentures with
moderate or poor denture hygiene. The elderly wlmwewdentures at night showed a
significantly higher prevalence of denture stonmtihan those who did not (OR=4.75).
Denture age was not associated to the prevalendbeoflenture stomatitis. However,
obtaining denture age from many the participants wat possible due to cognitive
impairment. Finally, gender, age, education leveld aresidence characteristics

demonstrated no significant influence on the peved of denture stomatitis.
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Stratification was carried out considering the gigant factors in the bi-variable
analysis: denture cleanliness and denture weatsh@ables 5 and 6). The results suggest
the presence of an interaction between these tetorla as the measure of association
between denture cleanliness and the prevalencesmtugk-induced stomatitis for each
level of denture wear habit was different. Thereswa significant association between
denture cleanliness and denture-induced stomatitise elderly group that removed their
denture upon going to sleep (p=0.66). However, thssociation was statistically
significant in the elderly with continuous wear hal{p=0.00). When analyzing the effect
of denture wear habits on the prevalence of denatgheced stomatitis, the elderly with
continuous wear habits showed greater chances oifesing denture-induced stomatitis.
Nonetheless, the evaluation of the effect of dentwear habits on the prevalence of
denture stomatitis related to denture cleanlinessahstrated a significant association only
in the elderly with moderate and poor denture dieass (p=0.03). The confidence
interval did not confirm this significant assocaati Moreover, the distance between limits
of the confidence interval showed the lack of corap#ity among the groups in each
stratum of denture cleanliness due to the smallbaimof individuals with discontinuous
denture wear habits.

Discussion

The city of Belo Horizonte is located in the statMinas Gerais, Brazil, and has
an elderly population estimated at around 204,5d&/iduals (IBGE, 2000). At the time of
the data collection, 1,669 (0.82%) elderly indiatii resided in nursing homes. The
sample was calculated based on this target popnlafihere was high participation since
the total sample was examined. Loss did not deerdéeesprecision of the results, since the
number of elderly examined exceeded that definedhbysample estimate. The random
selection of the participants ensured results thate representative of the elderly
population who reside in nursing homes of Belo Bamte. Subjects from institutionalized
populations are not properly representatives okehlaérly as they are likely to present a
greater degree of co-morbidity. The extent to whitb study tells us anything is limited
to the population studied. Another limitation ofstistudy is that the lesions were identified
without the benefit of a laboratory or histologytse While a trained examiner can be
expected to identify many conditions without aduhfil diagnostic aids, others lesions may
have other differential diagnoses and are clinjcdibgnosed with less certainty. Finally,

the study may have understated the prevalence obsalilesions that are present as acute



Saude bucal de idosos residentes em instituicokmda permanéncia de Belo Horizonte

69

problems. The data from the present study inditdaa¢ the prevalence of oral mucosal
lesions and conditions is high in the institutionedl elderly, which is in agreement with
previous studies (Vigild, 1987, Ekelund, 1988, &org al., 1991). On the other hand,
MacEntee et al., (1985) reported lower frequenofesral mucosal lesions among elderly
who resided nursing homes that had a dental clinic.

In the present study, 79.7% of the individuals enésd one or more oral mucosal
conditions. This percentage is larger than thaEkglund (1988), who observed one or
more oral mucosal disorders in 286 (59.6%) indimiduaged 65 years or over at
municipally-run geriatric homes in Finland. Howevehe author did not describe
conditions that were considerably frequent in tresent study, such as lingual varicosities
and coated tonguew5. Vigild (1987) observed oralcosal lesions in 45% of the
institutionalized elderly in Denmark; however, tgthor himself considered this result to
be a relatively conservative estimate, as non-pegim mucosal changes of the tongue
were not included.

The comparison of these results with Brazilian detas hindered by the
inexistence of studies with elderly representatiggsities with similar characteristics to
those of Belo Horizonte. The most comparable resabiserved in Brazil with the findings
of the present study were those of Jorge et aB1()19rhese authors found oral mucosal
lesions in 60% of the elderly. The diagnostic crétdor the clinical examination of the oral
mucosa in the present study were similar to thqgdied to the above-mentioned study.
However, the authors only surveyed a single insituin the city. Reis et al. (2005) found
the presence of oral mucosal lesions in 13.49%efpeople over 60 years of age in the
city of Goiania, Brazil, but they omitted the typefsdisorders observed, registering only
the presence or absence of disease. Thus, the ¢fypmsl mucosal conditions and the
diagnostic criteria adopted in different studies explain the variability observed in the
prevalence measures of the institutionalized ejddfinally, Brazil possesses a vast
geographic extension and has enormous socioecong@riations; results from one area
may not produce valid prevalence estimates forratgons.

In the present study, the most frequently obsemeadition was sublingual
varicosity (51.6%), which was also the most prevaldéinding in other studies
(Jainkittivong et al., 2002; Nevalainen et al., ZP9 This condition was also among the
most commonly observed in 65-74-yr-old Chinese comig-dwelling elderly (Corbet et

al., 1994). Ettinger and Manderson (1974) statedl shblingual varicosities are acquired
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and benign conditions, and that the its incidemmeiases with age; frequencies varied
from 60% to 80% among individuals with ages betwé8nand 99 years in Edinburgh,
UK. Fordyce’s condition was observed in 20.9% ofr quopulation and was more
frequently found among men (33.3%) than women @&§,3vhich is in accordance with
previous findings (Axéll, 1976; Salonen et al., @R9

A considerable prevalence of coated tongue (27\88&6)observed in the present
study (14.28 %). This condition may be relatedrnadiequate oral hygiene and could also
represent the side effect of medications thategelarly ingested by this age group (Smith
and Burtner, 1992). Males showed a significantlghler frequency of coated tongue
(38.9%) than females (25.8%). This difference sstggthat women are more careful with
the corporal hygiene than men, including oral hggie

Although pre-malignant lesions were not a commadifig in this study, twelve
elderly (3.3%) had leukoplakia, further indicatinthe necessity for periodic oral
examinations for detection of precancerous anderans lesions. Jorge et al. (1991) found
a similar prevalence (3.0%) in Brazil. The obserygdvalence of leukoplakia in the
present study was slightly higher than the repofitedings in the District of Columbia
(USA) (2%) and Denmark (2.5%), and lower than tmevalence of 4.8% reported in
Thailand (MacEntee et al., 1985; Vigild, 1987; &&tivong et al., 2002). An important
finding in the present study was that one eldertinidual had intraoral carcinoma (0.3%),
with diagnosis defined in medical records, which mmaller prevalence than that observed
(1.1%) by other author in Brazil (Jorge et al., 1p%igild (1987) observed a very similar
frequency in Denmark (0.2%). Jainkttivong et &0d2) found three cases of carcinoma,
which was a prevalence of 0.6% in the non-insbidlized elderly population.

The results of the current study confirm the figdithat a great number of
mucosal alterations in the elderly are related &anmg of removable prosthesis (Butz-
Jorgensen, 1981; MacEntee et al, 1985; Ekelund3;10G8rbet et al., 1994, MacEntee et
al., 1998, Shulman, 2004). Similarly, Ekelund (1P88served that 73.6% of the denture
wearers had one or more mucosal disorders. In @y stith the non-institutionalized
elderly in China, denture wearers had a highergesce of oral mucosal lesions (40%)
than non-wearers (32%) (Corbet et al., 1994). Shalet al. (2004) observed that denture
wearers had more than three times the chancesveoigha lesion (OR=3.57) than those
who did not wear dentures. MacEntee et al. (1998)cleded that age alone has a

minimum influence on the occurrence of mucosalolesj and that the odds of finding
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stomatitis, denture-related hyperplasia and/or Emgcheilitis in an elderly population
increases three-fold in denture wearers. In thegmepopulation, these observations play a
very important role, since approximately half o€ telderly wore removable prosthesis,
91.2% of which were maxillary denture wearers. Agdéa portion of the elderly had used
their dentures for a period of 21 years or moren&authors suggest that length of denture
wear increases with age and that the elderly duetemt to restore or replace old dentures,
which can cause oral lesions (Silva and Valseck2Q0).

Denture stomatitis related to trauma from dentu@gether with yeast infection,
is probably the most common denture related muctesabn of the elderly (Budtz-
Jorgensen, 1981; MacEntee et al., 1985). The presady supported this finding, as
inflammation under removable dentures (29.6%) wess rmost frequent mucosal lesion
among wearers of removable prosthesis as welleastdst prevalent denture-related lesion
in the overall population (15.2%). The prevalenbseyved was consistent with what has
been found in other studies on the institutionalieéderly (Hoad-Reddick, 1989; Budtz-
Jorgensen, 1981). However, some investigators Hawed a considerably lower
prevalence of denture stomatitis (MacEntee etl&I85; Ekelund, 1988), whereas others
have reported a higher prevalence (Vigild, 1987gd@t al., 1991).

Considering denture wearers alone, the prevalehckemture stomatitis ranged
from 8.3% to 50%, depending upon the factors evetualt was evident that denture
hygiene and denture wear habits significantly aéiéche prevalence of denture stomatitis.
Similar associations were obtained in instituticzead elderly populations that wore
dentures in Denmark and Brazil (Vigild, 1987; Jomgfeal., 1991). The other factors
analyzed, such as age, gender, educational deg®dence and denture age were not
statistically associated.

Oral hygiene is a predisposing condition for demtstomatitis (Budtz Jorgensen,
1981, Arendorf and Walker, 1987). However, thelegy of denture stomatitis is multi-
causal. A wide range of both local and systemidigposing conditions may be involved
in the pathogenesis. Dentures, therefore, seenmotade environmental conditions for the
propagation of microorganisms. This was emphasi@edurrent results. Denture plaque
accumulations tend to decrease the pH on the patataocsa and the consumption of
carbohydrates produces a further drop in pH, aasatito more severe inflammation and
heavy outgrowth of yeasts on the denture. It islyikhat the acid and relatively anaerobic

milieu beneath the denture is conducive to yeasifpration and Candida-induced denture
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stomatitis. Through disclosing solutions, largecwanulations of denture plaque have been
revealed in patients with denture stomatitis. Tplegque has the same basic structure as
dental plaque. It has been shown that denture sitisngends to be resolved with the
institution of plaque control through mechanical dremical means. These findings
indicate that poor oral and denture hygiene is ppnmaedisposing condition for Candida
induced denture stomatitis (Budtz Jorgensen, 1981).

There is conflicting evidence as to whether dentwgn at night increases
susceptibility to denture stomatitis. As leavingt dlne dentures for 2 weeks causes a
spontaneous healing of the mucosa, it is likelyt tbanstantly wearing the denture
predisposes subject to both infection and mechhnidéation of the palate (Budtz
Jorgensen, 1981). In the results of the curremtystooor or moderate denture hygiene had
an essential effect on denture stomatitis developrimtethe group of continuous denture
wearers, and the continuous wearing of denturedribated to denture stomatitis
development in the elderly with poor or moderatentdee hygiene.However, the
verification of the hygiene effect on denture sttitis|adevelopment was impaired in the
discontinuous denture wearer group, as there wamadl number of individuals in this
stratum (n=22), with a still greater decrease @yfrency when the variables were crossed.
Denture wear habits and denture hygiene factorsi deeinteract. Since the number of
cases of discontinuous denture wear was very sthallresearchers opted not to submit
the data to a statistical model - such as thetiogisodel - as an alternative to the stratified
analysis. Thus, the authors believe that when the tonditions are present, the
development of the disease can be more stronglycedl However, this association
should be considered in further studies with ottesigns and a greater number of
individuals in each group.

The third most commonly encountered denture-relde=sion was denture
hyperplasia. Two types of hyperplasia due to dentuitation have been recognized: one
variety associated with overextended flanges armthan with suction chambers. The
studies found in the literature did not distinguiste types of hyperplasia. Prevalence
records on fibrous hyperplasia were observed aesetihesults will be discussed here and
compared with the results of hyperplasia observiglal everextended flanges, which is the
more common variety. However, the lack of recordshgperplasia due to the suction
chamber can mean the absence of such a conditipopulations studied. In the current

results, fibrous hyperplasia with overextended gks was noted in 25.0% of denture
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wearers, and 6.4% showed hyperplasia due to the@suwhamber. Similar frequencies of
fibrous hyperplasia have been found in denture @rean Brazil (Jorge et al., 1991). Other
studies have revealed highly variable results, vaitpprevalence of fibrous hyperplasia
ranging from 9% to 16.7% in populations of dentwesarers (Vigild, 1987; Moskona and
Kaplan, 1992; Coelho et al., 2004). Over the cowkéme, this oral disorder should
disappear, since the confection of a suction chanmbdhe maxillary denture is no longer
appropriate for improving its retention.

Angular cheilitis is usually related to dentureslamas of similar prevalence in
those wearing or not wearing removable prosthesiggesting that other factors should
also be considered in this age group. The etiolmiggngular cheilitis is most probably
multi-factorial, and the importance of vitamin amdiron deficiencies as well as denture-
related factors, such as a decreased verticalmatéiary dimension, denture stomatitis
and infection byCandida albicansare usually stressed (Axéll, 1976). There is aneiase
in the frequency of angular cheilitis with lengthdenture use, suggesting that the loss of
vertical height may be an important cause, asasgimed that the over-closure of the jaws
produces folds at the angles of the mouth in wisialiva tends to collect and the skin
subsequently becomes macerated, fissured and sedgnadifected (Budtz Jorgensen,
1981). However, the reason for including angulaeiltis among lesions of the oral
mucosa associated with the wearing of removabléudesiwas that dentures are one of the
predisposing conditions. Angular cheilitis was fduim 5.7% of the patients examined.
This is a lower frequency than that of some previstudies (Vigild, 1987, Moskana and
Kaplan, 1992) and higher than that of others (Cloddeal., 1994), but equal to that
obtained by Jorge et al. (1991).

Flabby ridge may primarily be looked upon as seapieio alveolar bone re-
absorption and is characterized by a removableeatr@mely resilient alveolar ridge, due
to a replacement of bone by fibrous tissue. Thisddmn was observed in 9.3% of the
elderly examined and 16.9% of the denture wearEns. prevalence of flabby ridge in
groups of denture wearers has been reported tbdag 20% (Budtz Jorgensen, 1981).

The present cross-sectional study revealed presaledata that can be compared to
previous studies. The most common oral mucosalitond observed in this study were
benign. Of particular significance are those lesiarhich have a potential for malignant
transformation, such as oral leukoplakia. Earlyoggttion of precancerous lesions and

adequate handling has frequently been stressed ®divancing age, several denture-
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related oral mucosal lesions may develop. The piglvalence of oral mucosal lesions is
one of the reasons why systematic oral examinatdribe institutionalized elderly is of
considerable importance and ought to be carriedemuilarly by a dentist. Further studies
are needed to characterize the oral mucosal stther aging populations, such as those
having defined diseases or taking medications ystesnic diseases, as well as to evaluate
healthy cohorts. Ideally, such studies should beigded to include a longitudinal
assessment component.

Conclusions

= The prevalence of mucosal conditions was very héghong the institutionalized
Brazilian elderly; this was mainly related to weariof prosthesis.

= The most prevalent oral mucosal lesions and camditinot related to wearing of
removable prosthesis were sublingual varicositres@ated tongue.

= The most frequent denture-related oral mucosabmssiwere denture stomatitis and
denture hyperplasia.

= Inadequate denture hygiene and continuous dentaeg wontributed to the increase in

the prevalence of denture stomatitis.
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Table 1: Distribution of the study population retjag age group, gender, marital status,
education level, type and location of institutiength of institutionalization and smoking
habit. Belo Horizonte. Brazil. 2006.

Total 0
(n=335) o
Age group*
60 to 69 yr 53 15.9
70to 79 yr 114 34.1
80 years or more 167 50.0
Gender
Male 90 26.9
Female 245 73.1
Marital status
Single 137 40.9
Married 20 6.0
Widowed 144 43.0
Divorced 34 10.1
Education level - Years of study
Oyr 91 27.2
lto4dyr 146 43.6
5to8yr 39 11.6
9to 11 yr 46 13.7
12 or more yr 13 3.9
Residence — Type of institution
Private 110 32.8
Philanthropic 225 67.2
Residence — Institution location in one of the nine
administrative districts of Belo Horizonte
South 41 12.2
East 20 6.0
Pampulha 57 17.0
North-west 61 18.2
West 45 13.4
North-east 27 8.1
Barreiro 38 11.3
North 35 10.5
Venda Nova 11 3.3
Length of institutionalization**
Oto5yr 230 70.3
6 to 10 yr a7 14.4
10 years or more 50 15.3
Smoking habit
Yes 47 14.0
No 288 86.0

* Absence of records on age of one elderly indigldtf Eight institutions without entrance date
for the elderly.
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Table 2: Prevalence of oral mucosal conditions agrtbe institutionalized elderly in Belo
Horizonte, Minas Gerais. Brazil, 2006

Total
Oral mucosal conditions . % total of
n % population lesi
esions
Lesions
Denture stomatitis 51 15.2 7.8
Denture hyperplasia 43 12.8 6.6
Flabby ridge 31 9.3 4.8
Denture-related ulcer 25 7.5 3.8
Frictional keratosis 25 7.5 3.8
Angular cheilitis 19 5.7 3.0
Hyperplasia of the mucosa in a local correspondimga 11 33 17
suction chamber of an upper denture ) '
Leukoplakia 11 3.3 1.7
Acute pseudomembranous candidosis 10 3.3 15
Median rhomboid glossitis 9 2.7 1.4
Fibroma (Fibroepitelial polyp) 5 15 0.8
Submucous hemorrhage 5 15 0.8
Cheek and lip biting 3 0.9 0.4
Hairy tongue 3 0.9 0.4
Doubile lip 3 0.9 0.4
Aphthae ulcer 3 0.9 0.4
Atrophy of tongue papillae, unspecified 2 0.6 0.3
Papilliform hyperplasia of palate 2 0.6 0.3
Erythroplakia 2 0.6 0.3
Traumatic ulcer (bite) 2 0.6 0.3
Amalgam tattoo 2 0.6 0.3
Mucocele 2 0.6 0.3
Lichen planus 1 0.3 0.1
Carcinoma 1 0.3 0.1
Cleft Palate 1 0.3 0.1
Total 272
Variations of normal
Sublingual varicosities 173 51.6 26.5
Coated tongue 93 27.8 14.2
Fordyce’s spots 70 20.9 10.7
Piclated tongue 22 6.6 3.5
Térus 11 3.3 1.7
Excessive melanin pigmentation 9 2.7 1.4
Geographic tongue 4 1.2 0.6
Total 382 100
Total (lesions and variations of normal) 654
Mean (SD) of conditons 1.95 (1.42)

per individual
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Table 3: Association between removable prostheeamand presence of oral mucosal

conditions and denture-induced oral mucosal lesiBreszil. 2006

Non- Removable
Total study removable . Significance
Oral mucosal : : prosthesis 0
conditions population prosthesis wearers (OR, 95% ClI,
(n-335) wearers (n=172) p-value)
(n=163)
n % n % n %
Presence of oral — ,e0 297 117 718 150 g7 268(148
mucosal conditions 4.89)
Denture-induced oral mucosal lesions
Denture stomatitis 51 15.2 0 0 51 29.6 p=0.00
Denture hyperplasia 43 12.8 0 0 43 25.0 p=0.00
Hyperplasia — for ., 55, g o 11 64 p=0.00
suction chamber
Angular cheilitis 19 5.7 7 4.3 12 7.0 p=0.29
Flabby ridge 31 9.3 2 1.2 29 16.9 p=0.00
Traumatic ulcer 25 7.5 0 0 25 14.5 p=0.00
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Table 4: Association between the prevalence ofuterdtomatitis in wearers of maxillary
dentures (n=140), denture-related and patienteelttctors

Denture stomatitis

Odds Ratio
Factors Factors level n F;resence (n—oj)O) (95% confidence interval)
60 to 69 14 5 35.7 1
Age group** 70to 79 43 17 39.5 1.18 (0.29-4.94)
> 80 years 82 18 22.0 0.43 (0.18-1.04)
p=0.06
Gender Male 22 6 27.3 1
Female 118 34 28.8 0.93 (0.33-2.57)
p=0.91*
12 or more 4 0 0 1
Educational 9to 11 17 5 29.4 Undefined
level: Years 5t08 19 5 26.3 0.86 (0.16-4.63)
of study 1to4 67 20 29.9 1.19 (0.34-4.40)
0 33 10 30.3 1.02 (0.37-2.77)
o 0.99
Patient's ~Residence - Private 52 16 30.8 1
,rfs‘{ﬁjtgn Philanthropic 88 24 27.3 0.84 (0.40-1.79)
0.80*
Centro-sul 23 4 17.4 1
Residence— Leste 7 1 14.3 0.79 (0.00-10.99)
Location Pampulha 25 7 28.0 2.33(0.20-61.14)
ORGANIZED Noroeste 27 7 25.9 0.90 (0.22-3.62)
Iﬁgﬁ@it’\‘ém Oeste 18 9 50.0 2.86 (0.68-12.36)
DECREASING Nordeste 12 5 41.7 0.71 (013-395)
ORDER Barreiro 9 4 44.4 1.12 (0.14-9.12)
Norte 15 2 13.3 0.19 (0.02-1.89)
Venda Nova 4 1 25.0 2.17 (0.22-15.81)
0.26
Denture Modcci(r);)t(i and °° " 159 :
cleanliness Poor 71 29 40.8 3.64 (1.64-8.09)
p=0.00
Denture Discontinuous 22 2 9.1 1
Wﬁ:{)'i?g Continuous 118 38 32.2 4.75 (1.06-21.37)
Denture p=0.02
<5 19 4 21.1 1
610 10 8 1 125 1.87 (0.14-52.67)
Denture age 11to 20 9 2 22.2 0.50 (0.01-1.32)
(years) >21 47 19 40.4 0.42 (0.05-2.62)
Inde‘_[err_nlnate 57 14 246 )
(Missing)

p=0.22 obtained value not taking into account migsialue

*P-value: Chi-square test, corrected Yates
** Absence of records on age of one elderly indixad
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Table 5: Association between denture stomatitis dadture cleanliness stratified by
denture wearing habit

Denture stomatitis Odds ratio
Denture wear Denture Total 95% p-
habit cleanliness  Presence Absence confidence value
n % n % n % interval

Total 38 32.2 80 67.8 118 100 379

Moderate
and Poor 28 45,2 34 54.8 62 100 8.84)

Continuous

Total 2 9.1 20 90.9 22 100 150

Moderate
and Poor 1 11.1 8 88.9 9 100 27.61)

Discontinuous

Total 40 266 100 714 140 100 44,
Good 11 159 58 841 69 100 (164 =0.00

Moderate
and Poor 29 40.8 42 59.2 71 100 8.09)

Total

Table 6: Association between denture stomatitis dedture wear habit stratified by
denture cleanliness.

Denture stomatitis Odds ratio
Denture  Denture wear Total 95% p-
cleanliness habit Presence Absence confidence value
n % n % n % interval
Total 11 159 58 84.1 69 100 2.61

Good Continuous 10 179 46 82.1 56 100 (0.30- p=0.33
Discontinuous 1 7.7 12 92.3 13 100 22.43)

Total 29 408 42 592 71 100 6.59
Continuous 28 452 34 548 62 100 (0.78- p=0.03
Discontinuous 1 11.1 8 88.9 9 100 55.89)

Moderate
and Poor

Total 40 286 100 714 140 100 4.75
Total Continuous 38 32.2 80 67.8 118 100 (1.06- p=0.02
Discontinuous 2 9.1 20 90.9 22 100 21.37)
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4 CONSIDERACOES FINAIS

Este estudo epidemiolégico observacional do tiposversal buscou caracterizar
a populacéo de idosos institucionalizados de Belozidnte e descrever a sua condicéo de
saude bucal pela obtencdo da prevaléncia de les@sndicdes de mucosa bucal, de
edentulismo, pela avaliagdo da higiene bucal, @odesprétese, da experiéncia de céarie
dentaria coronaria e radicular e da doenca pertadd que incentivou a realizacdo desse
estudo foi a auséncia de dados epidemiolégicosriarge da saude bucal de idosos
institucionalizados e a necessidade de introdumscudsdes para a elaboracdo de
programas voltados para esse grupo populacional.

Para a realizacao desse trabalho, inicialmentesfabelecida uma parceria entre
a Promotoria de Justica de Defesa da Pessoa PartdddDeficiéncia e Idosos de Belo
Horizonte e o Colegiado de P6s Graduacao da Fatrilde@ Odontologia da Universidade
Federal de Minas Gerais, através do credencianmtnfoesquisador como voluntario da
primeira. O vinculo entre essas duas entidadeshildes ao pesquisador 0 acesso a lista
com o nome de todas as instituicdes filantropicgwivadas de Belo Horizonte, seus
coordenadores, enderecos e telefones. A partifodabssivel a realizacdo do censo dos
idosos que residiam nas mesmas. Isso foi realipadmeio de ligagdes telefonicas a cada
uma das instituicbes de longa permanéncia. Nessmeipp momento, algumas
dificuldades foram enfrentadas, como mudancas neernl de telefone das instituicdes e
resisténcia dos coordenadores em fornecer as iafd@®s. Entretanto, todo o suporte foi
dado pela Promotoria de Justica, que intervinhgsenue necessario.

Uma das instituicdes filantrépicas foi escolhidar pconveniéncia, para a
realizacdo de um estudo piloto, o Lar dos ldosaslL®®poldo de Mertens, no Bairro Sao
Francisco; por estar localizada proximo a Univerded Esse primeiro momento foi muito
importante para que o pesquisador, bem como oskelaluno de graduacéo, entrasse em
contato com os idosos e desenvolvessem habiligedadidar com eles.

No estudo principal, as instituicbes a serem \dsisaeram inicialmente contatadas
por telefone. Nesse contato inicial, a pesquisadegpainha os objetivos da pesquisa, como
ela seria realizada e solicitava a coordenacédoriaa¢do para que a instituicdo fosse
incluida no estudo. Um horario era entdo agendad® g primeira visita, momento em que
se obtinha o consentimento por escrito. Nessa pamvésita, uma lista com o nome de
todos os idosos era obtida e os pesquisadorestéaeles para verificar se poderiam ser

incluidos ou ndo no estudo. Em seguida, era relmlizasorteio entre os elegiveis e, as
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informacgBes sobre esses eram pesquisadas nosagias instituicées e nos prontudrios
médicos. Nesse aspecto, o pesquisador enfrentaagrdificuldades, por ndo haver uma
padronizacdo dos documentos entre as instituigOesla falta de organizacdo encontrada
em algumas delas.

O agendamento para a pesquisa foi sempre realizspeitando a rotina das
instituicdes, que € semelhante entre elas. No Wammanhé o idoso toma o seu banho, por
volta de 11:00 horas € o momento do almoco, dg01&s 14:00 horas o lanche da tarde e
17:00 horas o jantar. Os coordenadores das imétési permitiam a visita dos
pesquisadores normalmente de 13:30 horas até @8 Adras. Eram realizados de 5 a 10
entrevistas e exames por dia; dependendo da condp@&sentada pelo idoso; quando
possuia dentes o tempo gasto era maior. Buscoaeserpzar as condicbes para exame.
Assim, o pesquisador, juntamente com o0 bolsistagaba a instituicho e montava a
cadeira odontologica e o refletor portateis em wowgall tranqlilo e reservado, que era,
normalmente, uma sala, uma varanda ou um quartasdgonda, o idoso era encaminhado
para esse local. Muitas vezes, o tempo gasto pasdidar o idoso e encaminha-lo até o
local era extenso e, ndo raro, com necessidadejwtl ale um cuidador. Esses
profissionais sédo altamente atarefados e, muitassy@ao possuiam disponibilidade para
ajudar. Quando o idoso era acamado, o exame dizatEano proprio leito, para onde o
pesquisador deslocava-se levando somente o reflettitil e os instrumentos necessarios.
Portanto, o periodo gasto para a coleta dos dadssadpesquisa foi necessariamente
extenso. No caso de necessidade de tratamentototmpoo, os idosos foram
encaminhados para o centro de saude da regionalatstituicdo estava localizada. Em
casos de urgéncias, o atendimento clinico foi zadb pelo proprio pesquisador na
instituicdo, empregando consultorios odontologigustateis. ldosos com lesdes de
mucosa com necessidade de bidpsia foram encammipada a clinica de Estomatologia
da Faculdade de Odontologia da UFMG.

A situacdo epidemiolégica encontrada nesse estioai que algo precisa ser
feito. Os idosos institucionalizados de Belo Honieosdo, na sua maioria, muito idosos
(mais de 80 anos e idade) e grande parte delesugnssdoencas sistémicas,
comprometimento cognitivo e algum nivel de depeoidéipresentam uma condi¢do de
saude bucal precaria, retratada pelo alto percedauesées de mucosa, principalmente
aquelas relacionadas ao uso de protese, alta éagdeahtulismo, higiene bucal deficiente,

experiéncia de carie e doenca periodontal. Os [Estpres acreditam que esse trabalho
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possui uma grande relevancia social, pois evidemaiegligéncia e o abandono e mostra a
necessidade urgente de medidas para obtencaoreleatst saude bucal desses individuos.

O impacto de doencas bucais na saude geral e hdagieade vida dos idosos tem
sido discutido amplamente na literatura cientif(téacEntee, Hole and Stolar, 1997,
Ferreira et al., 2007). A interrelacdo entre salideal e saude geral € particularmente
pronunciada entre idosos porque as doengas bumdespter fatores de risco comuns com
doencas sistémicas.

Portanto, programas de saude bucal devem ser armgente implantados e
avaliados sistemicamente visando melhorar a coodo@ saude bucal dos idosos
institucionalizados. As propostas devem levar entaca indissociabilidade dos aspectos
da saude bucal e da saude geral no atendimentdogo.iA Organizacdo Mundial de
Saude sugere a integracdo de intervencdes de baddedentro de programas de saude
geral, buscando o controle de fatores de risco osmde doencas bucais e sistémicas. Para
idosos acamados e institucionalizados, o envolMiméde cuidadores pode determinar o
sucesso do programa, com treinamentos direcionadagiene bucal, dieta e nutricdo
(Petersen e Yamamoto, 2005). Tais programas devambé&m envolver outros
profissionais de saude incluindo médicos, enfemseinutricionais, fisioterapeutas, com a
percepcdo de que a saude bucal € parte integratdeesminante da saude geral e da
gualidade de vida.

Vale ressaltar também, a importancia de se levacamideracdo a necessidade
percebida do idoso, juntamente a necessidade nwanata provisdo de cuidados
odontoldgicos a esse grupo populacional. Ha a selz@e de um estudo avaliando as
percepcdes dos idosos institucionalizados em melacdua saude bucal, cujos resultados
poderdo orientar a implantacdo de medidas. Qualgg@&o voltada para o idoso deve,
portanto, considerar as dimensdes psicossociaiprocesso saude/doenca, evitando o
sobretratamento e respeitando a capacidade adaptisenvolvida ao longo da vida
(MacEntee, Hole and Stolar, 1997, Ferreira e280,7).
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ANEXOS

ANEXO A: Parecer favoravel do Comité de Etica em Paxjuisa da UFMG - COEP

UF/V\G Universidade Federal de Minas Gerais
Comité de Etica em Pesquisa da UFMG - COEP
Parecer n2. ETIC 004/05

Interessado: Prof. Dr. Allyson Nogueira Moreria
Faculdade de Odontologia - UFMG

DECISAO

O Comité de Etica em Pesquisa da UFMG — COEP, aprovou no
dia 11 de maio de 2005, apés cumprimento das solicitagbes de
diligéncia, o projeto de pesquisa intitulado « Saude Bucal dos
Idosos Residentes em Instituicbes de Longa Permanéncia de
Belo Horizonte: Um Levantamento Epidemiolégico e uma Busca
por Significados » bem como o Termo de Consentimento Livre €
Esclarecido do referido projeto.

O relatério final ou parcial devera ser encaminhado ao COEP um

ano apos o inicio do projeto.

T.DC.’J _
Profa. Dra. ME '?E?féﬁaﬁgﬁma Perez Garcia
Presidente do COEP/UFMG

Av, Prestdente Antdnio Carlos, 6627, Prédiv da Reitoria — 7* andar sala) 7018 - 31, 270-90{- BH - MG
(31} 3499-4592 - FAX: (31) 34994027 - coe g ufme.br
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ANEXO B: Modelo do Termo de Consentimento Livreslarecido para os idosos

UNIVERSIDADE FEDERAL DE MINAS GERAIS
FACULDADE DE ODONTOLOGIA

PESQUISA CIENTIFICA
SAUDE BUCAL DOS IDOSOS RESIDENTES EM INSTITUICOES DE LONGA

PERMANENCIA DE BELO HORIZONTE: um levantamento epidemiol6gico e uma

busca por significados

Sou aluna do curso de doutorado da Faculdade dat@dgia da Universidade Federal de Minas Gerais.
Estou estudando as doencas que afetam a sua lbiooairé®o (a) senhor (a) ira responder para mimmaias
perguntas sobre como € o seu dia a dia, modo de s salde geral, o uso de medicamentos, entees.ou
Depois vai participar de um exame clinico que f&itd por mim na prépria instituicdo. Vou fazer exame
da sua boca, que sera simples, rapido, que n&toeaiou causar qualquer problema. Vou olhar cortémes
seus dentes, “roach” ou dentadura e todas as opdidss de sua boca. Se o (a) senhor (a) tivemalgu
problema em sua boca, o tratamento sera realizadalgum posto de sadde ou no consultério odontobdgi
mével pelos alunos do curso de Odontologia da Hadel de Odontologia da UFMG. O (A) senhor (a) ndo
pagara nada para fazer o exame, nem para fazataonnto. Ndo serdo colocadas pecas nos dentes e ne
dentaduras. Seu nome nao vai aparecer em lugaumertpesar da importancia de sua contribuicdo, vocé
pode em qualquer momento deste estudo, sem nenfejuizp, deixar de participar. Qualquer davida dgoan
ao compromisso ético desta pesquisa, vocé podesiitar o COMITE DE ETICA EM PESQUISA DA
UFMG na Av. Alfredo Balena, 110 -°landar, Santa Efigénia, Belo Horizonte ou pelosfoeles (031)
3226-2846 / 3239-7130. Esperamos contar com sdo,atesde j4 agradecgo a sua colaboragdo. Colocd-me
disposi¢céo para quaisquer outros esclarecimentos.
Atenciosamente,
Raquel Conceicao Ferreira

CONSENTIMENTO

Por esse instrumento, eu autorizo| a

cirurgia-dentista Raquel Conceicéo Ferreira azatilias minhas respostas e outros dados obtidos
com a minha participacdo neste trabalho de pesgéfgano que fui devidamente esclareciflo
quanto aos objetivos da pesquisa, quanto ao ca@éidencial de minhas respostas e quantp ao
destino dos dados coletados. E que em qualquer ntond#a pesquisa posso retirar este
consentimento.

Belo Horizonte, de 20de

Assinatura do participante ou seu responsavel
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ANEXO C: Modelo de Termo de Consentimento Livresel&recido para o coordenador
da instituicéo

UNIVERSIDADE FEDERAL DE MINAS GERAIS

FACULDADE DE ODONTOLOGIA

PESQUISA CIENTIFICA
SAUDE BUCAL DOS IDOSOS RESIDENTES EM INSTITUICOES DE LONGA

PERMANENCIA DE BELO HORIZONTE: um levantamento epidemiol6gico e uma

busca por significados

Estamos realizando uma pesquisa que tem como wabj@dnhecer a condicdo de saude
bucal dos idosos residentes nas instituicdes dgalg@ermanéncia de Belo Horizonte.
Inicialmente necessitamos realizar uma entrevista ¢ idoso. Algumas vezes podera ser
necessario consultar o cuidador ou buscar inforesgdo prontuario. Em seguida
necessitamos fazer um exame clinico na cavidadel lWec idoso para verificacdo do
estado de seus dentes, gengivas e mucosa. Esteesexardo realizados na prépria
instituicdo pelo pesquisador. Constitui-se em uamex rapido e indolor. Quando o idoso
apresentar problemas, as necessidades basicasasmrdmas pelos alunos de um projeto
de extensdo da FOUFMG, na propria instituicdojzatido consultérios moveis ou no
centro de saude que presta atendimento odontolégriegional onde esta localizado esta
instituicdo. Tratamento protético ou de reabiliag@o serdo realizados. Nos casos onde
os idosos apresentarem lesdes de mucosa, seramiemados ao Departamento de
Estomatologia da FOUFMG para diagnostico. O (A)hsen(a) tem a liberdade de se
recusar a participar ou retirar seu consentimeeto, qualquer fase da pesquisa, sem
penalizacdo ou prejuizo. Todos os documentos auigim desta pesquisa ficardo sob
responsabilidade do pesquisador, que se comproan@@nté-los sob sigilo absoluto.
Qualquer davida quanto ao compromisso ético dessguyssa, o (a) senhor (a) podera
consultar o©COMITE DE ETICA EM PESQUISA DA UFMG na Av. Alfredo Balena,
110 - T andar, Santa Efigénia, Belo Horizonte ou pelosfdeles (031) 3226-2846 / 3239-
7130. Esperamos contar com seu apoio, desde jdeggra sua colaboracdo. Coloco-me a
disposicéo para quaisquer outros esclarecimentos.
Atenciosamente,
Raquel Conceicéo Ferreira

CONSENTIMENTO

Eu ,Cl n° coordenador ¢a
Instituicdo
estou a par dos termos aos quais 0s idosos desitaigiio serdo submetidos, dos qyais
estou informado e dou pleno consentimento de e&ecug

Belo Horizonte, de de 20




