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ABSTRACT This study analyzed the integration of the Oral Health team (eSB) to the Family
Health Team (FHT) in the Federal District. It is a qualitative study where nineteen interviews,
work observation and documentary analysis were conducted, and the collection and analy-
sis, in triangulation, were based on analytical categories formulated from public policies that
guide the work in oral health: teamwork, educational and intersectoral actions, bonding and
reception, access and coordination of care, planning and continuing education, participation
and social control, qualification of care and working conditions. The results have evidenced
the integration of oral health professionals in inter-consultation, team meetings, home visits,
in intersectoral actions focused on school and individual and group health education in a
setting where biomedical model predominates. Communitary workers stand out as facilita-
tors of the integration, while the oral health technicians remain invisible. It is concluded that
the integration of eSB with the FHT is incipient and limited by conflicts of rules and the way
work is organized in FHT in the context studied, constituting a difficult integration.

KEYWORDS Primary Health Care. Family health. Oral health. Qualitative research.

RESUMO Este estudo analisou a integracdo da equipe de Satide Bucal (eSB) a equipe de Saiide
da Familia (eSF) no Distrito Federal. Trata-se de estudo qualitativo onde dezenove entrevis-
tas, observacdo do trabalho e andlise documental foram conduzidas, e a coleta e a andlise, em
triangulacdo, basearam-se em categorias analiticas formuladas a partir das politicas publicas
que orientam o trabalho em satide bucal: trabalho em equipe, acées educativas e intersetoriais,
vinculo e acolhimento, acesso e coordenacdo do cuidado, planejamento e educa¢do permanente,
participagdo e controle social, qualificacdo da assisténcia e condi¢bes de trabalho. Os resultados
evidenciam integracdo dos profissionais da saude bucal na interconsulta, nas reuniées de equipe,
nas visitas domiciliares, nas agdes intersetoriais focadas em escolares e de educacdo em satide in-
dividual e de grupos, num meio onde predomina o modelo biomédico. Os agentes comunitdrios se
destacam como facilitadores da integracdo, enquanto os técnicos de satide bucal permanecem na
invisibilidade. Conclui-se que a integracdo da eSB com a eSF é incipiente e limitada por conflitos
de normas e pela forma como se organiza o trabalho na eSF no contexto estudado, constituindo-
se em uma dificil integragdo.

PALAVRAS-CHAVE Aten¢do Primdria a Saude. Saude da familia. Saude bucal. Pesquisa
qualitativa.
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Introduction

In Brazil, Primary Health Care (PHC) has
three important characteristics that distin-
guish it from most models of other countries:
the responsibility of multiprofessional teams
for geographic territories with a population
ascribed to them, the unique presence of
community health workers and the inclusion
of dental care in the public health system?.
The strengthening of PHC has been a process
of advancement and retreat, through the im-
plementation of the Family Health Strategy
(FHS), with emphasis on the reformulation
of work processes according to the principles
of the Unified Health System (SUS)2.

The insertion of oral health and dental
practices in the SUS was done in a parallel way
with the organization of other health services.
Although successful local experiences of inser-
tion of oral health in PHC have occurred since
1995, the inclusion of this team in the FHS at a
national level occurred only in 20003. In 2004,
the National Oral Health Policy Guidelines
(PNSB) were published, entitled Smiling
Brazil Program, which reinforce the reorga-
nization of oral health care at all levels of the
SUS and the readjustment of work, through
interdisciplinarity and multiprofessionalism,
integrality of care, intersectoriality, extension
and qualification of care and definition of stan-
dards to guide the work4.

In 2002, the population coverage of Oral
Health teams (eSB) in the FHS was 15%
of the Brazilian population, and, in 2017,
it increased to 38%, corresponding to 77.3
million people5. In addition to the expansion
of access, the inclusion of oral health in the
FHS has constituted the possibility of break-
ing with the exclusionary, technicist and
biologicist dental practice, representing an
opportunity for change in the work process.
In this context, the integration of eSB with
family health has been a gap in studies on
oral health care in Brazilé7.

The effect of the eSB on the access and
type of service used was investigated by
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Pereira et al.8, who pointed out paradoxes,
such as the fact that this model of attention
is not producing effects in the sense of a
more restorative and less mutilating treat-
ment and in the expansion of individual or
collective preventive actions, or even a nega-
tive effect in seven of the twelve munici-
palities investigated. Other studies that have
already dealt with the work process point to
advances in access, reception and bonding,
on the one hand, but few results in the prac-
tices of health promotion, territorialization
and interdisciplinary approach®s.

Work, when performed in a team and
cooperatively, tends to be more effective in
achieving the desired results, and this can be
an indicator to be used in evaluating the im-
plementation of a policy, such as oral health.
In this sense, after more than a decade of
implementation of the national oral health
policy, this article analyzed the integration of
the eSB and the Family Health team (FHT).

Material and methods

This was a multicenter national study, with
a qualitative approach, on oral health in the
FHS, being a cutting of the findings in the
Federal District (FD), one of the pioneers in
the insertion of oral health in SUS. In August
2014, the year of this study, the DF had cov-
erage of primary health care and oral health
care in primary care of 54.4% and 26%, re-
spectively. Oral health coverage in primary
care is the sum of the estimated coverage of
eSBs belonging to FHS and oral health cover-
age in primary care of eSB equivalent to tra-
ditional primary care. In this, every 40 hours
of outpatient workload of dental surgeons
(general practitioner, collective health) in
primary care is equivalent to one team. The
calculation is as follows: estimated population
health coverage in primary care = (n° eSB x
3.450) + (n° eSB equivalent x 3.000) /estimated
population. However, the FHS coverage was
30%, and the eSB in family health was 8.5%#.



Participants were seven Community
Health Workers (CHW), four Nursing
Technicians (NT), two nurses (N), two
Dental Surgeons (DS), two Oral Health
Technicians (OHT) and two Doctors (D) of
two Basic Health Units (BHU), in two ad-
ministrative regions of the FD, which would
correspond, in the states, to two municipali-
ties. The choice of study site and participants
occured based on the following inclusion
criteria: a) complete family health teams
with eSB, regardless of the modality; b) FHT
considered to be of good performance by
managers, with reference to the National
Primary Care Policy and the National Oral
Health Policy Guidelines; c¢) teams that,
preferably, had as reference Dental Specialty
Centers (CEO) and/or Family Health
Support Center (Nasf); d) teams that partici-
pated in the 15t cycle of the National Program
for Improving Access and Quality of Primary
Care (PMAQ-AB).

The multiprofessional character of the
sample had as objective to cover different
views about the object of study, consider-
ing that oral health is not restricted to the
core of dentistry, but it covers the field of
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competences and responsibilities of other
professional areas?. The eye of the research-
er turned to the oral health work of FHT and
eSB professionals, without analyzing the
clinical or technical procedures of care.

The data collection, guided by the script,
was carried out from January to June of
2014, through 19 semi-structured interviews,
observation of the work and analysis of the
minutes of the meetings of the teams. The
script sought to know the work routine of
the teams; composition; work process; work
division; decision making; flow of care and
services offered by the unit and the Health
Care Network; BHU organization; relation-
ship of the manager with the teams; elements
of cooperation; relationships among profes-
sionals; how eSB integrates with FHT; and
to know the actions of oral health developed.

The treatment of the data, both in trian-
gulation™, was guided by previous analyti-
cal categories, constructed by Scherer and
Scherer® in order to identify how these data
are integrated to realize the attention to oral
health, being this the main guiding question
of the study (figure D).

Figure 1. Elements of analysis of change in oral health work in Primary Health Care

Elements of analysis
of changes in oral
health work in PHC

Integrality

Reception, bonding and accountability
Expansion and qualification of care
Intersectoral actions

Educational actions

Permanent education

Encouragement os popular participation ans social control

Planning, monitoring and evaluation of actions
\ J Integrated teamwork
Work conditions
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Participants were identified by letters,
which correspond to their professional cat-
egory (CHW: community health worker,
DS: dental surgeon, N: nurse, D: doctor, NT:
nursing technician, OHT: oral health techni-
cian), and by numbers, which correspond to

the number of respondents per category.

The resources available in the Atlas.ti soft-
ware (Qualitative Research and Solutions),
version 7.1.8, served as a tool for systematiz-
ing and categorizing the data and subsidiz-
ing the qualitative analysis (figure 2).

Figure 2. Synthesis of the methodological course of the field work and triangulation of the data
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The research project was approved by
the Research Ethics Committees of the
University of Brasilia (Opinion n°® 491.461)
and the Health Science Teaching and
Research Foundation (Opinion n° 459.739)
and followed the norms of Resolution n°
466/12, of the National Health Council.
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Meetings

minutes

Results

The results reveal how the eSB integrates
into teamwork, evidencing the presence of
actions that favor integration and others that
demonstrate fragmentation (chart 1).



The work in oral health in the Family Health Strategy: is it a tough integration? 237

Chart 1. The integration of eSB with FHT from the previous analytical categories and the actions that the teams develop

in the work

Categories

Strengths

Fragilities

Team work, Intersectoral
actions and Educational
actions

Bonding and accountability
and reception

Access and care coordina-
tion

Planning and Permanent
Education in Health (EPS)

Qualification of assistance
and Working conditions

Participation of the com-
munity and social control

Participation and collaboration of the
professionals of the team, including the
doctor, highlighting the CHW in the edu-
cational activities of Oral Health (OH)
(focused on prevention) carried out at the
school.

Articulation and recognition of health pro-
fessionals by education professionals.
Identification of partners and resources in
the community for intersectoral actions.

CHW as a promoter of the bond with the
community and able to contribute to the
autonomy and the extension of care to OH.
Home visit of the DS as an instrument for
the bonding and the accountability of the
user.

Group activities increase access and early
qualification in OH, with the participation of
CHWs and, sometimes, the nurse.

Team meeting instituted and valued by
professionals for the planning of actions.
Presence of informal spaces at work for
dialogue and exchanges.

Recognition by managers of the team’s
work, in particular, for the performance in
the Ist cycle of the PMAQ.

PMAQ as a strategy to redefine the scope
territory according to the guidelines of the
Ministry of Health.

PMAQ as a strategy to encourage profes-
sionals in participation and collaboration for
social control.

Isolation of the OH team from the family
health team is strengthened by the physi-
cal structure of the BHU.

Professionals do not know how to organize
attention to OH and the work of the other.

The contact of the user with the teams at
the BHU is through ‘referral’ of the profes-
sionals to clinical consultations in an inde-
pendent and individualized way.
Fragmentation of the reception at BHU.

Difficulties in the organization of supply
stimulate the predominance of individual
healing actions.

Barriers in access to attention to OH, way
of scheduling consultation by waiting list
and unstructured reception to spontaneous
demand.

Obstacles in coordinating care in the oral
health care network, with special reference
to the specialties of the CEO.

Predominance of offers of continuing edu-
cation (courses and qualifications).
Training of oral health professionals sepa-
rated from others.

Lack of clarity in the use of resources of the
PMAQ discourages staff to the next acces-
sion to the program.

The lack of some materials and support
from the managers impairs the work of the
teams.

Lack of professional participation in social
control spaces.

Need for a continuous work of encourage-
ment and health education to rescue com-
munity participation.

Source: Own elaboration, based on data of the fieldwork, 2014.
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In a first observation, the physical dis-
tance between the FHT and the eSB, re-
vealed due to the architectural arrangement
of the BHU, suggests distance also in the
way of working, which is confirmed in the
interviews:

Actually, it's us here and they, in there. So we
do not have much involvement with them. We
do not have much contact. We help practically
nothing. (NT1).

[...] we kind of stay here, right? We do not have
much contact with people there. (OHT2).

When | arrived and it was still the Health Cen-
ter, the dentistry was like a service apart from the
post. Get in there? We did not even go in. It was
as if it was secret. The feeling | had, it was like it
was just theirs. (NT3).

The dentist has a distinctive scheduling system.
| do not know how to explain in detail how it
works. (NT2).

Moments of integration between eSB
and FHT occur in discontinuous collec-
tive actions, especially in those developed
by oral health team initiatives in the school
environment:

With the oral health team, every event that the
dentist carries out, we are part of it. We have al-
ready done theater, we make the scheduling of
consultations, the brushing in the schools. First he
teaches us, and then he passes to the students
along with him. (CHW4).

There was the dental week, and | attended it.
The dentist did a good job. He did theater and
everything. What we could help... not necessarily
in the medical field, in the logistics itself. (D2).

Last year, there were two actions at school, and
one of them was directed to the dental section.
And | went there to collaborate. | did not partici-
pate directly, but | collaborated. (D1).
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However, the way the work is organized
in the FHS invites the oral health profession-
al to leave the isolation and seek to be a more
active professional in the field of health, in
the search for integrality of care.

We try to show them that the mouth is part of
the whole body. That is not to treat only the
mouth. (DS2).

| want to be addressing this issue, not only den-
tal, but mental health, psychological, every part
that composes the needs of the human being, in
general. (NT3).

It was observed the sharing of knowledge
in the clinical doubts and in the attendance
to the priority groups, which can be con-
firmed by the interviews:

Total freedom. Any doubt, | can get into anyone’s
room and ask anything, see their agenda. On the
day of the pregnant women, | ask, ‘let me see
who the pregnant women are?’. Oh, they have al-
ready come or have not. And they do it too, ‘take
a look at this boy here’, or ‘the little mother wants
to talk to you'. So, with the doctor too, sometimes
preoperative medication. Especially hypertensive
and diabetic, you can talk. At least, with those
who passed by, there was never any restriction,
no obstacle to talk to them. (DS2).

In the work of the teams, approximations
and exchanges predominate in the individu-
al actions performed in the office:

Always in the service of growth and development
of the child, when it is the first consultation, we
guide them to go to the dentist for him to give the
orientations. (D1).

They always go to one or the other. There's been
a case, but it's one case or another. There was a
mouth cancer that the doctor saw and called me:
‘look at this here’. So | called the specialist of the
HRAN, and we sent it together. (DS2).



[...] | oriented, | looked if there was any defor-
mation of the palate, some malformation in the
dentition. At that, | already sent to the dentist,
sometimes talked to him. If | had to send, we
would send, and even older children, at the time
of the physical examination, if I identified a caries
or something like that, | questioned the mother
why it was happening, whether he was brushing
or flossing. But, anyway, | was already sending to
the dentist to have an evaluation. (D1).

That is, there is articulation, however,
more focused on individual technical
knowledge, to the detriment of the collec-
tive and multiprofessional approach neces-
sary to address health problems and their
determinants.

Another difficulty present were the prob-
lems of access that the population faces to
oral health clinic actions. In the observation,
it was possible to perceive the fragility of
the scheduling strategy used by the teams,
through a waiting list and by the CHW as
interlocutor, which results in a big list and,
according to the interviewees, in ‘lack of re-
sponsibility’ of the user and a certain misun-
derstanding of the social determinants as a
barrier to access to oral health:

Then | say to the dentist that there are people in
the queue for 2 years. He had already have a case
of a comrade saying that he needed to go to the
dentist, then | said | was going to put his name
on the list, then it took so long, but in that case
the fault was his, because he was called for an
appointment and did not come. Then there was
another, he did not come. After a long time | went
there and he said he had to find another way to
fix his teeth. His teeth had already fallen, and he
needed a denture. (CHW?2).

The CHW appears as a facilitator for the
acess of the user to oral health, especially,
because he/she is the link between the team
and the community. However, CHWSs report
difficulties in this ‘gateway’ function for the
scheduling of oral health consultations:

The work in oral health in the Family Health Strategy: is it a tough integration?

So I go through the houses and do not even ask
anymore, because it's such a sensitive part to
deal with. | wait for them to look for me and | ex-
plain that I'm going to put the name on the list.
(CHW®).

From the difficulty of access, different
models of supply organization are created,
which prioritize certain groups according to
criteria of health problems (hypertension and
diabetes) and life cycles, notably, children and
pregnant women. There are challenges in in-
corporating other parts of the population:

Usually, schoolchildren and Zero Caries we go
already calling through our list. The day of the
pregnant woman, for example, we pass it to the
CHW. Adult, adolescent and hyperdia are with
the CHW as well. Then we pass the spots, and
they say ‘oh, there are so many spots for preg-
nant women tomorrow’, for example. Then they
send them to us. In case, we do not know who will
come. (OHT2).

Health professionals face obstacles both
structuring the scheduling of dental consul-
tations and the realization of the spontane-
ous demand in oral health, which, during the
observation, proved to be poorly structured
and fragmented, suggesting a low integra-
tion of eSB with FHT for organization of
work and definition of joint strategies.

It was perceived, as well, difficulties in
integrating the team in the coordination
and continuity of oral health care in the
care network:

They send the monthly spots, endodontics, peri-
odontics, surgery, patients with special needs,
then they already send the code with the number
of spots, and we have a list of the patients’ needs,
and it goes to them every end of the month. Ev-
erybody has to go on Monday mornings to the
hospital to watch the lecture, everybody at the
same time. Then they send the counterreference
to continue the maintenance here. If you did not
attend the lecture there, you lost the spot. (DS2).

239
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Although the traditional model remains,
there are resignifications of the educational
practice and its meaning among some workers:

What theme are we going to talk about tomor-
row? Oh, we're going to talk about breastfeeding,
so there | was going to research on breastfeed-
ing, see what | could say, make that language as
popular as possible for mothers to understand.
(CHWS5).

| do not like to get to school and do the lecture.
Every time | go to school | take something differ-
ent, or it's a movie, or it's a game, or something to
paint... | like that. (DS1).

Apart from the clinic, disease prevention
and health promotion are among the tasks
common to all team members. For them to
be effective, the identification of partners
and resources in the community is recom-
mended as a way to enhance intersectoral
actions and integrated work:

The CHW talked to the head of the soccer school
and explained that we wanted to make a part-
nersihp, and they loved it, so we're not doing any-
thing from top to bottom, we're doing together
with the parents, because otherwise it will not
work. (N2).

So, we went to see what we could do, then we are
going to make a partnership with the soccer school
project, make a union with them and see what we
can offer them. So, we saw that we can offer what?
The medical clinic consultations here at our health
facility and dental monitoring, which for many, this
is a distant dream, because they there have not the
slightest chance of having. (CHWS5).

Intersectoral actions, however, were
characterized by the maintenance of tradi-
tional practices, such as individual healing
care. Preventive and health promotion work
is centered in schools, and the matter of vul-
nerability is a difficulty for professionals:
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Outside the unit, we have the HSP, Health in
School Program. But, this HSP is more a matter
of health education, in relation to washing hands,
brushing teeth, lice issue. You do not have that
part of vulnerability. Although we know by the
teachers if the child has any vulnerability. In this
part, it is even difficult to intervene. (D2).

Promoting community mobilization and
participation for social control is among the
common actions to family health profession-
als. The minutes of the team meetings record
moments of encouragement of managers
to make this directive effective, however,
professionals feel under-supported and un-
motivated to participate and foster these
processes, evidencing limits to comply with
the prescribed:

We don’t have a health council that brings the
community together with the team to hear the
suggestions. Because most of the suggestions
of the community are more to complain than to
help. (DS2).

With the community, we have never had a part-
nership, to call the community, like: ah, we're go-
ing to do an event, and what do you guys think of
us doing it? Can you help with what? We have
never had. (CHW4).

I've already received several invitations to attend,
because | think that, if the person takes on some-
thing like that, he has to take responsibility, and |
do not see myself with the time and responsibility
to take on something like that. (CHW3).

The difficulty in ‘what to do’ and ‘how to
do’ to mobilize the community to participate
in collective oral health activities in the basic
health unit is expressed by the workers:

You almost have to beg them to get in here at
BHU to attend a lecture. They only come because
they win a consultation. Here, even ginving a
toothbrush is not a motivation. (DS1).



People, sometimes, are not so receptive when we
give the lectures. But, the few, bring good things and
are very participative. And | think it's an ant job be-
cause it's not easy to change people. (NT4).

The planning process occurs in the
regular meetings of the team.

We have a meeting period, where all staff are
present. At this meeting, we put what we have
accomplished, the difficulty we had in the week,
we seek answers, seek joint solutions and plan
what we can do. (CHW4).

In team meetings, it is where we plan, discuss,
evaluate actions taken. (N2).

It was verified that other spaces, besides the
team meeting, are used to plan the actions:

We go there on that little table (BHU scullery) and
make a plan. Then, our team plans saying that there’s
gonna have something on such day. (CHW?2).

Usually, it's in the scullery. Some simpler things
are talked about during office hours. If it is some-
thing more complicated, it is left to when the
team meetings are held. (CHW?7).

There is fragility in planning common
team actions that include oral health care,
such as, for example, the creation of criteria
for defining home visits, whose peridiocity is
hampered by the lack of logistics:

Look, I'll be honest, it's the dentist who do that.
So, I still don’t know to tell you the method he
uses to do it. (OHT2).

Unfortunately, not always on the days of the visits
we go out to visit, which | don't object to, because
they do not always have a car available. (D2).

In the observation, it was noticed that the
eSB organizes actions using results of epi-
demiological surveys. Children and school-
children are classified by risk condition for

The work in oral health in the Family Health Strategy: is it a tough integration?

clinical care and also by register in minute
and division by micro-area of the CHW. This
is carried out in isolation from FHT, so that
this informations are not used for the plan-
ning, monitoring and evaluation of other
actions, such as health promotion.

The educational offerings for oral health
professionals, of technical and superior
level, are punctual and, when they happen,
are isolated from the whole FHT:

Once a year, all of dentistry get together. There
is no other oral health movement. They address
humanized care, procedures, how to act in emer-
gency... They are more basic things of dentistry,
aimed at the same humanized care. (OHT1).

What | realize, in fact, is that when they (man-
agement) are going to do these refresher courses,
it's like this: they call the doctor and the nurse.
This is typical of the the secretary. (D2).

I miss those trainings, because | think it would be in-
teresting, we could go deeper, learn more. (OHT1).

In the team meeting registers, profession-
als report that experiences of approxima-
tion with teaching institutions strengthen
them and propitiate transformations in their
practices, such as the partnership with un-
dergraduate nursing students to assist in-
tersectoral activities through the Health in
School Program (PSE).

In understanding the work process, it is
essential to know the working conditions.
In the context studied, professionals report
that they are not always adequate for the
accomplishment of a service with quality.
They mention the lack of materials, equip-
ment and support of managers for work in
the daily health service:

A greater support of management with regard to
small things, sometimes, the lack of material or,
sometimes, the lack of even support, baking that
you do not have. (CHW5).

241
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Extractions are left for the teams, and no dentist
wants to do extraction, because everyone claims
they do not have a vacuum pump; offices are not
ready. (DS1).

However, it was verified in the documen-
tary analysis that the managers recognize
the team work and its performance in the 1st
cycle of the PMAQ, and emphasize the con-
quest of new technologies, such as matrix
suport and the telehealth tool for the expan-
sion of the actions and qualification of the
team, as well as to foster possible advances
in the organization and working conditions,
issues not mentioned by the interviewees.

Discussion

This study revealed that the integration
between eSB and FHT is still a challenge for
professionals, where the biomedical model is
hegemonic. The joint development of common
actions, which demand greater contact and
engagement, is still incipient among the teams.
The eSB is basically involved in clinical consul-
tations, with no space to act with the territory,
the family and the community in an integrated
way with the FHT. Other studies have already
indicated that DS work is rarely inserted in
practices shared with professionals from other
areas, since their actions are developed in an
autonomous, independent and individualized
manner®5, The same happens with FHT,
which develops health actions in an isolated
and fragmented way, with difficulties of invent-
ing new ways to relate in a team so as to inter-
rogate places, knowledge and practices 17,
The isolation of the eSB appears mainly
in the statements of the technicians, when
they reveal the ignorance of the work of
the others, signaling the isolation of them-
selves in the context of the teams. There
are few published works on the actuation,
qualification and labor insertion of tech-
nical professionals of oral health, which
is an important gap to understand eSBY.
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In the research, the manifestations of in-
tegration come mainly from the CHW and
the higher level professionals.

In a convergent way with other findings?s,
the study shows that the CHW are funda-
mental to generate a relationship of trust and
complicity that extends to other workers,
enhancing the reception, bonding and ac-
countability of users. The CHW, because of
his/her proximity to the community, some-
times took on the role of interlocutor to the
arrangement of consultations, which places
him/her in an uncomfortable position both
because the organization of supply is a criti-
cal node of services and because of the com-
plexity that this function often presentss.

It should be noted that the work is the
result of a discussion of norms and values
of the worker/professional with himself/
herself, of how to use himself/herself and
how to manage the complexity of issues
related to collective work®. The research
pointed to the presence of a paradox expe-
rienced by eSB and FHT professionals, that
hampers integration. There is a conflict of
norms where they are oriented to perform
comprehensive care, organizing the service
according to health needs, but, at the same
time, they must organize the service in a
fragmented way, by life cycles and griev-
ances?4. Professionals work in the midst
of prescriptions, which present contradic-
tions that limit the integrated action of the
eSB with that of family health: on the one
hand, common duties are prescribed for all
team professionals, and, at the same time,
they constitute two two different teams, that
is, according to the normatives, oral health
professionals do not make up the FHT, and
may or may not be included according to the
decision of the local managers.

The professionals who work at the FHS
experience attempts to share knowledge
and to move between the multiprofessional
and the interdisciplinary®. The existence
of a multiprofessional teamwork, which is
integrated, is considered a basic issue for



the exercise of interdisciplinarity2°. The dif-
ficulties for integration presented coexist
with approximations among professionals,
evidenced through the collective activities
coordinated by the eSB and the interconsul-
tations with individual and care and at the
office. Interconsultation is a strategy capable
both of qualifying clinical care to the user
and of improving the performance of the
health professional, by strengthening and
exercising more integrated health practices.
By using interconsultation, health and man-
agement teams use a permanent education
tool that considers the pedagogical aspect of
health work?!,

Literature review carried out by Soares
et al.22, which discussed the performance
of the eSB in the FHS, points out that for
an action consistent with the principles and
guidelines of the FHS, training qualification
actions are required, as well as training of
oral health professionals. On the other hand,
studies in the state of Minas Gerais indicate
that there is ‘sufficient’ training, with access
to permanent qualification, and that most
of them carry out preventative/collective
rather than assistential activities23,

The way of organization of referral of
users to specialties is also one of the chal-
lenges that need to be addressed2425,
because the existence of bureaucratic flows
and limitations for the care provided to users
submitted by BHU shows obstacles to the
coordination and integrality of care, as found
of the present study and research developed
in Natal (RN)26, Knowing the itinerary of
users and the reasons for ‘choices’ and ‘pos-
sibilities’ can be a way to reorient services
and expand access.

In the present research, it was evidenced
that DS do not perform systematic planning
of oral health activities, converging with
the results of Pimentel et al.3, in a study
carried out in Pernambuco, which has made
it difficult to obtain adequate dental care
for the population. The difficulty of chang-
ing the work process may be related to the

The work in oral health in the Family Health Strategy: is it a tough integration?

adjustments of these professionals to the
public health system, which is considered
a problematic issue, since public dental
care demands other skills and competences
of integration, planning and programming
in health, still little incorporated into the
market expectations of dental surgeons.

Knowing the work of the other is one of the
conditions for the integration of the team and
for the joint construction of an agenda, en-
abling moments that, when articulated, have
the power to promote the integrality of health
care. The FHT work routine should include the
knowledge of the territory and the population,
which constitute subsidies for the planning,
monitoring and evaluation of actions™.

Popular participation and social control
in the health sector constitute one of the
fundamental principles for improving the
quality of life of society, but a challenge to its
implementation3. The appropriation of oral
health themes through the spaces of social
control can contribute to the effective imple-
mentation of oral health services in SUS™.

Some factors contribute to an organiza-
tion of the work process with predominance
of curative actions by DS, in an isolated and
fragmented way of the team, such as the
historical process of insertion of oral health
in the FHS, the hegemony of the market
dentistry, difficulties of adjusting these
professionals to the public health system
and their conceptions of the health-disease
process®®. In addition, the model of atten-
tion of the FHS itself is still little focused on
the health needs of the territory, on commu-
nity participation and on addressing social
determinants in an intersectoral way2. The
identification in the community of other
social devices to potentialize and promote
their actions with an expanded view on the
health-disease process and the integrality of
care is also recommended?’.

For advancements in oral health work at
the FHS and an integrated performance of
the entire team, it is necessary that the pro-
fessionals seek the exchange of knowledge,
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recognize the skills and competences of each
member and have attitudes for the collective
construction of interventions. The values
and the way each professional understands
the norms guide their choices and the way
they act, with consequences in the collective
work™. In addition, local health management
may or may not enhance this process of inte-
gration and improvement of collective work.

The present study pointed to strengths
and fragilities present in the daily work of
the teams, either revealing the integration,
or revealing the fragmentation, corroborat-
ing the typology of the work in Peduzzi’s
multiprofessional team28, acting at certain
moments as ‘grouping team’, in which the
juxtaposition occurs of actions and the
grouping of the agents, sometimes as ‘inte-
gration team’, in which the articulation of
the actions and the interaction of the agents
takes place. However, the emphasis on in-
dividual curative actions coexists with the
characteristics of the work advocated by the
policies, pointing to the transition of the care
model through the integration interface.

Integration is fundamentally effected
through the participation and collaboration
of team professionals. The eSB, in the study,
has demonstrated the ability to coordinate
collective actions, which, although they
happen in a little systematized way, call for
the health team to act in a shared way.

The way in which FHT is structured has
encouraged dentists to look more comprehen-
sively at the health-disease process and to ex-
periment with integrated work with the other
professionals of the team, especially the con-
sultation with doctors and nurses and the work
done with the CHW. They appear as important
facilitators for access to oral health actions,
despite the difficulties related to the incipient
organization of the services offer.

Also as potentialities for integration, we can
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highlight participation in groups that increase
access and early qualification in oral health,
team meetings and the existence of informal
spaces at work for dialogue and exchanges.
These findings suggest the existence of charac-
teristics of an integrated team?2°.

As fragilities, the physical isolation of the
eSB within the structure of the health unit
was observed, which reflects and is a reflec-
tion of the distancing in the planning and
organization of work, producing different
ways of thinking about the organization of
service provision and access by the popu-
lation?®. Problems in integration are also
present to ensure the coordination of care in
the relationship with CEOs that reproduce
bureaucratic flows and access limiters26:27,

As a gap in this study, one can point to the
fact that it was local, focusing on a specific
reality. However, the scientific production
on the subject brings indications of the per-
manence of these findings in other munici-
palities of the Country314:30,

It is concluded that the integration of oral
health in the FHT is incipient, limited by
conflicts of norms and by the way in which
the work in the FHS is organized in the
studied context, being, therefore, an integra-
tion under construction.

Collaborators

Scherer CI participated in the conception,
collection and data analysis, wording and
approval of the final version. Scherer MDA
participated in the conception, data analysis,
wording and approval of the final version.
Chaves SCL participated in the data analysis,
wording and approval of the final version.
Menezes ELC participated in the collection
and analysis of the data, wording and ap-
proval of the final version. m



References

Mendonca CS. Sistema Unico de Satide: um sistema
de saude orientado pela Atencdo Primaria. In: Orga-
nizacdo Pan-americana da Satde. Inovando o papel
da Atencfio Primadria nas Redes de Atencio a Saude:
resultados do laboratério de inovacéo em quatro ca-

pitais brasileiras. Brasilia, DF: OPAS; 2011. p. 23-36.

Silva LA, Casotti CA, Chaves SCL. A producdo cien-
tifica brasileira sobre a Estratégia Satide da Familia
e amudanca no modelo de atencéo. Ciénc Saude Co-

let. 2013; 18(1):221-232 .

Silva SF, Martelli PJL, S4 DA, et al. Andlise do avanco
das equipes de satide bucal inseridas na Estratégia Sad-
de da Familia em Pernambuco, regido Nordeste, Brasil,

2002 a 2005. Cienc Saude Colet. 2011; 16(1):211-20.

Brasil. Ministério da Satude. Diretrizes da Politica Na-

cional de Satide Bucal. Brasilia, DF: MS; 2004.

Brasil. Ministério da Satide. Departamento de Mo-
nitoramento e Avaliaciio. Sala de Apoio a Gestfio Es-
tratégica. Redes e Programas [internet]. Brasilia, DF:
MS; 2017 [acesso em 2018 jun 14]. Disponivel em:
http://189.28.128.178 /sage/.

Nascimento AC, Moysés ST, Bisinelli JC, et al. Oral
health in the family health strategy: a change of prac-
tices or semantics diversionism. Rev Satide Publica.

2009; 43(3):455-462.

Lucena EHG, Pucca JR GA, Sousa MF. A Politica Na-
cional de Satide Bucal no Brasil no contexto do Sis-

tema Unico de Satde. Tempus. 2011; 5(3):53-63.

Pereira CRS, Roncalli AG, Cangussu MCT, et al. Im-
pacto da Estratégia Satide da Familia sobre indica-
dores de saude bucal: analise em municipios do Nor-
deste brasileiro com mais de 100 mil habitantes. Cad

Satde Publica 2012; 28(3):449-462.

Faccin D, Sebold R, Carcereri DL. Processo de traba-
lho em saude bucal: em busca de diferentes olhares
para compreender e transformar a realidade. Ciénc

Satde Colet. 2010; 15(1):1643-1652.

11.

13.

14.

15.

16.

17.

18.

19.

The work in oral health in the Family Health Strategy: is it a tough integration?

. Brasil. Ministério da Satude. Sistema de Nota Técni-

ca do DAB [internet]. Brasilia, DF: MS; 2014 [acesso
em 2014 Set 15]. Disponivel em: http://dab2.saude.
gov.br/dab/sistemas/notatecnica/frmListaMunic.php.

Minayo MCS. O desafio do conhecimento: pesquisa

qualitativa em saide. 12. ed. Sdo Paulo: Hucitec; 2010.

. Scherer CI, Scherer MDA. Avancos e desafios da sau-

de bucal apés uma década de Programa Brasil Sorri-

dente. Rev Satide Publica. 2015; 49(98):1-12.

Pimentel FC, Albuquerque PC, Martelli PJL, et al.
Caracterizacio do processo de trabalho das equipes
de satide bucal em municipios do estado de Pernam-
buco, Brasil, de acordo com o tamanho da popula-
cdo: a partir de links da comunidade para a organiza-
cdo dos cuidados clinicos. Cad Satude Publica. 2012;
28(supl):S146-S157.

Chaves MC, Miranda AS. Discursos de cirurgides-
-dentistas do Programa Satide da Familia: crise e mu-
danca de habitus na Satide Publica. Interface. 2008;
12(24):153-167.

Pezzato LM, L'Abbate S, Botazzo C. A producéo de
micropoliticas no processo de trabalho em satide bu-
cal: uma abordagem socio-analitica. Ciénc Satide Co-

let. 2013; 18(7):2095-2104.

Santos AM, Assis MMA, Nascimento MAA, et al. Vin-
culo e autonomia na pratica de saide bucal no Pro-
grama Saude da Familia. Rev Satide Publica. 2008;
42(3):464-470.

Sanglard-Oliveira CA, Werneck MZF, Lucas SD, et al.
Atribuicoes dos técnicos em satide bucal na estraté-
gia de saude da familia em Minas Gerais, Brasil. Ci-

énc Saude Colet. 2013; 18(8):2453-2460.

Schwartz Y, organizador. Reconnaissances du travail:

pour une approche ergologique. 2. ed. Paris: PUF; 1998.

Scherer MDA, Pires DEP, Jean RA. Construcdo da in-
terdisciplinaridade no trabalho da Equipe de Satide da

SAUDE DEBATE | RIO DE JANEIRO, V. 42, NUMERO ESPECIAL 2, P. 233-246, OUTUBRO 2018



246

Scherer Cl, Scherer MDA, Chaves SCL, Menezes ELC

20.

21.

22.

23.

24.

25.

Familia. Ciénc Saude Colet. 2013;18(11):3203-3212.

Scherer MDA, Pires DEP. A interdisciplinaridade
prescrita para o trabalho da equipe de satde da fa-
milia, na percepcio dos profissionais de satide. Tem-

pus. 2009; 3(2):30-42.

Farias GB, Farjado AP. A interconsulta em servicos de
Atencéo Primaria a Satide. Rev Eletron Gestdo Saude
[internet]. 2015 [acesso em 2016 nov 3]; 6(supl.3):1-
19 . Disponivel em: http://www.gestaoesaude.unb.

br/index.php/gestaoesaude/issue/view/31.

Soares FF, Figueiredo CRV, Borges NCM, et al. Atuaciio
daequipe de saide bucal na estratégia saide da familia:
analise dos estudos publicados no periodo 2001 - 2008.
Ciénc Saude Colet. 2011; 16(7):3169 -3180.

Abreu MH, Sanglard-Oliveira CA, Jaruche AR, et al.
A survey of the sociodemographic and educational
characteristics of oral health technicians in public
primary health care teams in Minas Gerais, Brazil.

Human resources for health, 2013; 11(67).
Nuto SAS et al. O acolhimento em saide bucal na es-
tratégia de satide da familia, Fortaleza-CE: um relato

de experiéncia. APS. 2010; 13(4):505-5009.

Chaves SCL, Vieira-da-Silva LM. As praticas profis-

SAUDE DEBATE | RIO DE JANEIRO, V. 42, NUMERO ESPECIAL 2, P. 233-246, OUTUBRO 2018

26.

27.

28.

20.

30.

sionais no campo publico de atencfio a satde bucal:
o caso de dois municipios da Bahia. Ciénc Saide Co-

let. 2007; 12(6):1697-1710.

Medeiros E. Os Centros de Especialidades Odontol6-
gicas como suporte da atenco basica: uma avaliacio
na perspectiva da integralidade [dissertacéo]. Natal:

UFRN; 2007.173 p.

Mattos RA. A integralidade na pratica (ou sobre a
prética da integralidade). Cad Satide Publica. 2004;
20(5):1411-1416.

Peduzzi M. Equipe multiprofissional de satide: concei-

to e tipologia. Rev Satde Publica. 2001; 35(1):103-109.

Peduzzi M. Trabalho em equipe. In: Pereira IB, Lima
JCF. Dicionario da educacdo profissional em satde.

2. ed. rev. ampl. Rio de Janeiro: EPSJV; 2008.

Emmi DT, Barroso RF. Avaliaciio das aces de satde bu-
cal no Programa Satide da Familia no distrito de Mos-

queiro, Para. Ciénc Satide Colet. 2008; 13(1):35-41.

Received on 07/15/2018

Approved on 09/14,/2018

Conflict of interests: non-existent

Financial support: Call MCTI/CNPQ/MS-SCTIE-DECIT N2
10/2012 - Oral Health Research



