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 PUCCA-JÚNIOR(f)

 (a) Universidade Federal de Minas Gerais – 
UFMG, School of Dentistry, Department of 
Pediatric Dentistry, Belo Horizonte, MG, Brazil.

 (b) Universidad Iberoamericana, Biomaterials 
and Dentistry Research Center (CIBO-UNIBE), 
Academic Research Department, Santo 
Domingo, Dominican Republic.

 (c) Universidad Autónoma Metropolitana, Health 
Care Department, Xochimilco, México.

 (d) Universidade de São Paulo – USP, School 
of Dentistry, Department of Community 
Dentistry, São Paulo, SP, Brazil.

 (e) Norbert Wiener University, Department of 
Pediatric Dentistry, Lima, Peru.

 (f) Universidade de Brasília – UnB, Faculdade 
de Ciências da Saúde, Department of 
Dentistry, Brasília, Brazil.

Dental caries experience and its impact 
on quality of life in Latin American and 
Caribbean countries

Abstract: Robust epidemiological data allow for logical interventions 

taken in the interest of public health. Dental caries is a major public 

health problem driven by increased sugar consumption and various 

biological, behavioral, and psychosocial factors, and is known to 

strongly affect an individual’s quality of life. This study aims to 

critically review epidemiological data on the prevalence of dental 

caries in Latin American and Caribbean countries (LACC) and its 

impact on the oral health-related quality of life (OHRQoL) of the 

population. Although the majority of national surveys did not include 

all age groups and several countries reported a reduction in the 

prevalence of cavitated carious lesions, most nations still exhibited 

a high burden of decayed teeth. OHRQoL evaluation was limited to 

children and older adults only, and was not included in any national 

survey. Study heterogeneity and methodological issues hindered 

comparison of evidence between studies and over time, and updating 

national level data on caries prevalence and its impact on OHRQoL 

should be prioritized in LACCs.

Keywords: Dental Caries; Epidemiology; Quality of Life; Latin 

America; Caribbean Region.

Introduction

Epidemiological survey data is useful for the prevention, control, and 

eradication of various health problems, serving as an essential tool for 

development of public policy and planning of interventions aimed at 

promotion of health.1 Oral health plays a crucial role in the well-being of a 

population and, when compromised, can affect an individual’s quality of 

life by causing pain and loss of esthetics/function leading to absenteeism 

from work/schools and low self-esteem.2 The dental caries pandemic is 

driven by an increase in the consumption of refined sugars and changes 
in eating patterns and social behaviors.3

Untreated carious lesions are one of the most frequently observed 

oral health problems globally, with prevalence rates being 100% and 80% 

among 12 year old adolescents in low-income and lower-middle-income 

countries, respectively.4 Moreover, such lesions often persist into adulthood, 

with disease burden increasing with the number of teeth in the oral 

cavity. The global burden of untreated caries lesions in permanent teeth 
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was 2.3 billion people, and regarding untreated 

caries in primary teeth, 532 million children were 

affected worldwide.5

However, the prevalence of dental caries 

has decreased in several countries, resulting in 

polarization of the disease and higher rates being 

observed among deprived populations.6,7 The last 

two decades of the 20th century and the first two 
decades of the 21st century were characterized 

by massive structural, demographic, and social 

changes in developing countries [particularly Latin 

American and Caribbean countries (LACC)], with 

intense urbanization, progression of the population 

demographic to increased life expectancy and higher 

proportions of elderly individuals, and changes in 

nutritional patterns to include increased intake of 

calorific, industrialized, and ultra-processed foods 
resulting in higher prevalence of obesity, compromised 

quality of life, and variations in the way diseases 

affected populations.8

Dental caries management can prove to be 

challenging, particularly in developing countries 

that exhibit higher disease prevalence.5,9 A systematic 

review and meta-analysis of studies examining 

children aged 5–6 years and adolescents aged 

11–13 years in LACCs concluded that more than 50% 

of the study population exhibited dental caries.10 In 

fact, the tropical Latin American region was shown 

to exhibit the highest prevalence of untreated dental 

caries in the world.11

However, there is limited data available on the 

older populations in this region, and this information 

is particularly important when considering the 

demographic transition occurring in Latin America. 

The Survey of Health and Well-Being of Elders carried 

out among adults aged 60 years and above from seven 

cities in LACCs showed that approximately 97.5% 

of the participants had lost their teeth (although 

these rates were lower among those with higher 

educational attainment) and exhibited greater need 

for dental treatment.12

Dental caries is a socially determined disease 

and is directly affected by various behavioral, social, 

and demographic factors,7,13 and the management of 

this disease by individuals, health professionals, and 

public managers can substantially affect the patient’s 

quality of life.14 The Oral Health-Related Quality of 

Life (OHRQoL) is a multidimensional, complex, and 

dynamic construct formed by a subjective evaluation of 

how oral health can impact an individual’s functional 

and emotional well-being and their expectations of 

and satisfaction with care and the sense of care.15 

Therefore, OHRQoL is subject to changes over time 

and is also sensitive to the social, cultural, and 

political context.16

Dental caries can negatively affect OHRQoL in 

different age groups, with developing countries 

and underprivileged populations being the worst 

affected. Poor oral health can negatively affect an 

individual’s ability to perform essential activities, 

such as chewing, speaking, smiling, limit their 

ability to attend work/school and compromise their 

psychological well-being.17 The oral health of an 

individual plays a crucial role in their overall general 

well-being and is considered to be an important 

determinant of their quality of life.18

Evaluation of the prevalence of dental caries in 

LACCs and its impact on OHRQoL is essential as it 

can provide an evidence base for policymakers, dental 

professionals, and individuals committed to the 

improvement of oral public health in these countries 

through the implementation of effective prevention 

and health promotion measures.19 Therefore, this study 

aims to critically review epidemiological evidence 

on the prevalence of dental caries in LACCs and its 

impact on the population’s OHRQoL.

Methodology

Search strategy
Studies on the prevalence of dental caries in LACCs 

were identified through systematic searches conducted 
on the following databases: MEDLINE, EMBASE, 

LILACS, and Google Academic. Additionally, the 

World Health Organization Dental Databank and the 

official LACC Ministry of Health websites were also 
searched. Manual searches were carried out using the 

Medical Subject Heading descriptor “Dental Caries”, 

the qualifier “Epidemiology”, and the key words “dental 

treatment needs” and “oral health surveys” combined with 

the terms “Latin America and the Caribbean” and “Central 

America and South America”. Additionally, individual 
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country names, including Mexico in North America; 

Belize, Costa Rica, El Salvador, Guatemala, Honduras, 

Nicaragua, and Panama in Central America; Antigua 

and Barbuda, Aruba, Bahamas, Barbados, Bonaire, 

Cayman, Dominica, Dominican Republic, Guadalupe, 

Haiti, Jamaica, Saint Lucia, Saint Kitts and Nevis, 

Saint Martin, Saint Vincent and Grenadines, Island 

Grenada, Navassa Island, Saba, Nueva Esparta, Puerto 

Rico, Trinidad and Tobago, and Turks and Caicos in 

the Caribbean; and Argentina, Brazil, Bolivia, Chile, 

Colombia, Ecuador, French Guiana, Guiana, Paraguay, 

Peru, Suriname, Venezuela, and Uruguay in South 

America, were also combined with the keywords 

to identify relevant studies. A systematic literature 

search using the keywords “oral health-related quality 

of life” and “dental caries” combined with the names 

of the different regions and countries listed above 

was also carried out using the databases mentioned 

previously. The literature search was completed in 

August 2020, and the titles, authors, and dates of 

publication were reviewed to eliminate duplicates.

Eligibility criteria
The eligibility criteria used for the identification 

of relevant studies have been listed below:

a. National level surveys were prioritized and, 

when unavailable, the largest and most recent 

studies were selected;

b. All age groups were included;

c. Studies evaluating dental caries using the 

World Health Organization (WHO) Criteria 

were selected;

d. Manuscripts published in Spanish, English, or 

Portuguese were included.

Publications that met the above criteria were 

selected for further abstract review, and studies 

focusing on caries prevalence and DMFT/dmft 

(Decayed, Missing and Filled Teeth) scores were 

included. Therefore, the current review excluded 

studies that did not use the WHO caries criteria.20 

For this method, the stages of caries that precede 

cavitation as well as other conditions similar to 

the early stages of caries were not used in these 

epidemiological surveys. Studies examining special 

needs or institutionalized participants were not 

included in this review.21

Literature searches were carried out by five 

researchers focusing on the Central American, 

Caribbean, and South American regions. Any 

differences in opinions and doubts with regard to 

the literature search and study selection process were 

clarified through discussion between four authors (SP, 
NA, EI, GT). Although national surveys were prioritized, 

such evidence was unavailable in some countries and 

smaller studies examining dental caries was selected 

in these situations (Figure 1). Table shows the results of 

dental caries surveys in LACCs, while Figure 2 provides 

further information on DMFT levels (as per the WHO 

criteria) among 12 year old population.21

Results

Data for Latin American countries
The average DMFT score for 12 year old adolescents 

in Brazil was 2.1 in 2010,22 and this was 25% lower than 

the DMFT score (2.8) observed in 2003.23 There was 

a 29% reduction (1.7–1.2) in the untreated (decayed) 

teeth component, and the proportion of caries-free 

children (DMFT = 0) increased from 31% in 2003 to 

44% in 2010, indicating a significant reduction in the 
prevalence and severity of caries caused by widespread 

implementation of preventive measures and improved 

access to dental restorative services during this period. 

Additionally, decreasing prevalence of caries and 

increased access to services was also observed among 

adolescents (15–19 years old) and adults (35–44 years 

old), with the average DMFT scores decreasing by 

19% from 20.1 in 2003 to 16.8 in 2010. 23 A significant 
increase of 69% (from 4.2 to 7.3) in the filled teeth 
component of the DMFT index was also observed, 

and this was associated with a 50% decrease in the 

missing teeth component.22,23

In Ecuador, national surveys focusing on children 

and adolescents aged 6, 12, and 15 years were 

conducted in 199624 and 2010,25 and a reduction in the 

prevalence of dental caries (from 88.2% to 75.6% of the 

total sample) was observed in all age groups.24,25 The 

Peruvian National Survey of children and adolescents 

conducted in 200226 reported caries prevalence and 

dmft scores of 87.3% and 6.7, respectively, among 6 year 

old children. The corresponding scores among 12 year 

old adolescents were 86.6% and 3.67, respectively.
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The national surveys of children and adolescents 

in Colombia were performed in 1998 and 2014, and 

a reduction in the prevalence of caries (from 2.30 to 

1.51) was observed among 12 year old adolescents 

over this time period.27,28 A similar reduction in caries 

prevalence was also observed in the same age groups 

in Chile in 1992 and 2007,29 and in Paraguay in 1999 and 

2008.30 The 1997 National Survey in Bolivia reported 

a dmft score of 7.9 among 6 year old children and a 

DMFT score of 4.7 among 12 year old adolescents, 

while the most recent national survey conducted in 

2015 reported a slight decrease in these scores (dmft: 

7.2, DMFT: 4.6).31 Similarly, Guatemala32 reported a 

DMFT score of 4.51 and 6.88 in the 12 and 15 year 

age groups, respectively.

Although differences in data and study periods 

were observed between national oral health studies 

conducted in Argentina (2014),33 Venezuela (2008)34 and 

Uruguay (1992, 2011),35,36 a comparison of the DMFT 

scores showed a worrying outcome for Argentina 

where the DMFT score (3.0) of children aged 12 years 

in 2014 was similar to that of Uruguay (4.1) in 1992 and 

higher than that of Venezuela (1.23) in 2008. This 

highlights the need for prioritizing improvement 

of oral health conditions in public health policies, 

particularly in countries with high DMFT/dmft scores.

The first national survey of children and adolescents 
in Mexico was conducted in 200137 and the caries 

prevalence and dmft scores at the age of 6 were found 

to be 64.5% and 3.06, respectively. Heterogeneous 

results were observed in the various states of the 

country, with the highest scores being observed in 

the central area of Mexico. The majority of 12 and 

15 year old adolescents exhibited dental caries, with 

prevalence rates being 58% and 68%, respectively. 

Moreover, approximately two teeth were affected 

Figure 1. Representativeness of epidemiological studies in Latin American and Caribbean countries.

National survey

Non-national survey

No data
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Table. Descriptive analysis of dental caries in LACC.

Country Year
Representativeness 
(type of sample)

Calibration Index Sample D (d) M (m) F (f)
DMFT [SD] 

(dmft)
Prevalence (%)

1.Argentina 2014 National survey Yes DMFT

6

– – –

– 6 (74,4)

12 3.0 12 (70.0)

Total (7785)   

2. Bolivia 2015 National survey Yes
DMFT 
(dmft)

6
– – –

(7.2)
–

12 4.6

3. Brazil 2010 National survey Yes
DMFT 
(dmft)

5 (7217) (2.03) (0.06) (0.33) (2.43) 5 (53.4)

12 (7247) 1.21 0.12 0.73 2.07 12 (56.5)

15–19 (5367) 1.7 0.38 2.16 4.25 15–19 (76.1)

35–44 (9564) 1.94 7.48 7.33 16.75 35–44 (99.1)

65–74 (7509) 0.62 25.29 1.62 27.53 65–74 (99.8)

Total (36904)      

4. Chile 2007 National survey Yes
DMFT 
(dmft)

6 1.95 1.52 0.24 (3.71) 6 (70.4)

12 0.75 1.04 0.11 1.9 12 (62.5)

15    3.0 15 (73.9)

35–44 – – – 15.1 35–44 (99.2)

65–74    21.6 65–74 (99.4) 

5. Colombia 2014 National survey Yes
DMFT 
(dmft)

5

– – –

(2.82) 5 (52.2)

12 1.51 12 (37.45)

15 2.35 15 (44.49)

20–34 5.98 20–34 (52.81)

35–44 11.05 35–44 (64.73)

45–64 15.25 45–64 (61.11)

65–79 20.55 65–79 (43.47)

Total (34843)   

6. Costa Rica 1999 National survey Yes
DMFT 
(dmft)

6–8 (1260) – – – – 6–8 (75.2)

6 (2.15) (0.46) (0.77) (3.38) 6 (70.6)

7 (1.87) (0.55) (1.12) (3.54) 7 (78.9)

8 (1.61) (0.49) (0.95) (3.05) 8 (74.1)

12 (1260) 0.72 0.09 1.65 2.46 12 (71.9)

15 (1260) 0.96 0.18 3.23 4.37 15 (82.6)

Total (3780)      

7. Ecuador 2010 National survey Yes
DMFT 
(dmft)

6 (700) (3.62) (0.08) (0.92) (4.62) 6 (79.9)

12 (822) 0.94 0.11 0.56 1.61 12 (60.8)

15 (826) 1.57 0.33 1.09 2.99 15 (71.5)

Total (4358)      

8. Guatemala 2002 National survey Yes DMFT

12 (2863)

– – –

4.51 –

15 (1138) 6.88 –

Total (4001)   

9. Mexico

2014 National Survey*

Yes
DMF 
(dmft)

 6 (18262) (2.25) (0.08) (0.34) (2.67) 6 (61.29)

  12 (21740) 0.86 0.01 0.24 1.11 12 (46.73)

  15 (15469) 1.28 0.03 0.37 1.68 15 (52.31)

        

2019
National Survilance 
system (SIVEPAB)**

35–44 (45818) 7.05 2.18 3.04 12.27 35–44 (94.26)

  65–74 (15409) 5.78 9.53 2.78 18.04 65–74 (97.94)

Continue
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Country Year
Representativeness 
(type of sample)

Calibration Index Sample D (d) M (m) F (f)
DMFT [SD] 

(dmft)
Prevalence (%)

10. Nicaragua 2002 Leon city survey Yes
DMFT 
(dmft)

6

– – –

0.11 (3.59) 6 (72.6)

7 0.13 (3.97) –

8 0.36 (3.66) –

9 0.60 (2.90) –

10 0.82 (0.82) –

11 1.00 (1.61) –

12 1.51 12 (45.5)

Total (1400)   

11. Panama 2008 National survey Yes
DMFT 
(dmft)

6–12 2.64 0.61 0.16 3.1 6–12 (62.3)

6–75 (12061) 2.79 5.23 2.16 10.18 6–75 (86.9)

12. Paraguay 2008 National survey Yes
DMFT 
(dmft)

6 (5.34) (0.18) (0.39) (5.57) 6 (90.0)

12 2.24 0.26 0.29 2.79 12 (75.6)

15 3.29 0.53 0.50 4.34 15 (81.5)

13. Peru 2002 National survey Yes
DMFT 
(dmft)

6 (1280) (6.0) (0.4) (0.3) (6.66) 6 (87.27)

12 (1291) 3.3 0.2 0.2 3.67 12 (86.64)

15 (1297) 4.7 0.5 0.7 5.90 15 (91.40)

Total (7730) 5.10 0.37 0.37 5.84 Total (90.43)

14. Uruguay

1992 National survey

Yes
DMFT 
(dmft)

6 (1164)

– – –

(3.9)

–

  12 (573) 4.1

    

2011 National survey 15–24 (418) 4.1

  35–44 (229) 15.2

  65–74 (275) 24.1

15. Venezuela 2008 National survey Yes
DMFT 
(dmft)

6

– – –

(2.27)

–
12 1.23

35–44 9.47

65–74 21.40

16. Antigua & 
Barbuda 

2006 National survey Yes

SiC 6 (485) (2.31) (0.10) (0.04) (2.45) 253 (52.2)

DMFT 
(dmft)

12 (699) 0.76 0.10 0.04 0.90 251 (35.9)

 15 (351) 1.62 0.25 0.05 1.92 126 (53.0)

 Total (1535)      

17. Bahamas 2000 National survey Yes
DMFT 
(dmft)

5 (1060) (2.22)  (0.20) (2.42) 5 (58.0)

12 (865) 1.30 – 0.26 1.56 12 (54.5)

15 (759) 1.62  0.36 1.98 15 (61.0)

Total (2684)      

18. Cuba 2000 Havana survey No
DMFT 
(dmft)

6–7 (82)

– – –

0.07 6–7 (6.1)

8–9 (123) 0.6 8–9 (35.0)

10–11 (104) 0.8 10–11(40.4)

12–13 (105) 1.1 12–13 (44.8)

Total (414)   

19. Dominican 
Republic

2008
Santo Domingo 

survey
Yes DMFT

12–14 (227) 6.0 0.09 1.40 7.49 –

15–17 (572) 6.78 0.16 1.72 8.66 –

18–21 (133) 8.38 0.53 1.03 9.94 –

Total (932)     Total (90.02)

Continue

Continuation
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by caries (DMFT = 1.91) by the age of 12, and 17.8% 

of the index score could be attributed to filled teeth. 
The distribution of DMFT components was similar in 

the 15 year age group. The second National Mexican 

Survey was conducted between 2011 and 201438 and 

the results have been presented in Table 1. A decrease 

in the dmft index (3.06 to 2.67) of primary dentition 

in children aged 6 years old was observed and, 

interestingly, the distribution of the components was 

seen to change. A slight increase in the proportion 

of filled teeth (from 9.2% to 14.1%) and a noticeable 
decreased in missing primary teeth (from 25.8% 

to 2.6%) was seen to occur between 2001 and 2014. 

In this second survey, 11 out of 32 Mexican states 

included cavitated and non-cavitated carious lesions 

in the decayed component of the caries index when 

examining permanent dentition.38 Despite this, the 

caries index scores were found to be lower in the 

2014 survey compared to the 2001 survey (1.91 vs 

1.11) among children aged 12 years old. This was 

accompanied by a change in the distribution of the 

components, with the proportion attributed to the filled 
component increasing from 17.8% to 28.3%. However, 

treatment needs remained high, with the largest 

component of the index formed by untreated carious 

lesions. Dental caries data for the adult population 

in Mexico is available from the National Surveillance 

System,39 which collects its information from dental 

surveillance services around the country. In 2019, caries 

prevalence was higher than 90% among individuals 

aged 35 years and above, while more than half of the 

DMFT index score was derived from decayed teeth 

(57.5%) in the 35–44 years age group. Among patients 

aged 65–74 years and older, missing teeth formed 

approximately 52.8% of the DMFT index. Fac-to-face 

interviews collecting information on edentulism at 

the national levels found that 25.5% of the 65–74 year 

age group did not have any natural teeth.40

The 2008 National Survey in Panama reported a 

dmft score of 5.05 among children aged 6 years old, and 

Country Year
Representativeness 
(type of sample)

Calibration Index Sample D (d) M (m) F (f)
DMFT [SD] 

(dmft)
Prevalence (%)

20. Grenada 2010 National survey Yes
DMFT 
(dmft)

6–8 (652) 1 (9.69) 0 (1.94) 0.03 (0.09) 1.03 (11.72) –

14–15 (439) 6.55(0.05) 1.44 (0) 0.41 (0) 8.4 (0.05) –

Total (1091)      

21. Haiti 2005 National survey Yes
DMFS 
(dmfs)

12 (1260) 0.72 0.09 1.65 2.46 12 (71.9)

15 (1260) 0.96 0.18 3.23 4.37 15 (82.6)

Total (2520)      

22. Jamaica 1995 National survey Yes DMFT

6

– – –

0.22 –

7 0.47 –

8 0.41 –

6–8 (377) – 6–8 (18.3)

12 (359) 1.08 12 (41.0)

15 (377) 3.02 15 (74.53)

Total (1113)   

23. Martinique 1991 National survey Yes DMFT 12 (301) – – – 6.3 12 (75.0)

24. Montserrat 2007 National survey Yes DMFT 12 (32) 1.53 0.06 0.31 1.91 12 (59.0)

25. Puerto 
Rico

2011 National survey Yes DMFT 12 (1587) 0.75 0.075 1.675 2.5 12 (69.0)

26. Trinidad & 
Tobago

2006 National survey Yes DMFT

6–8 (788) 2.19 0.28 0.007 2.54 6–8 (72.0)

12 (488) 0.43 0.07 0.11 0.61 12 (59.0)

15 (328) 0.67 0.10 0.29 1.06 15 (65.0)

Total (1604)      

*11 out of 32 states in Mexico included non-cavitated caries lesions. **Ministry of  Health, Specific Action Program for the Prevention, Detection 
and Control of Oral Disease 2019-2024. Preliminary document, August 2020.

Continuation
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higher values were observed in rural and indigenous 

communities. The corresponding DMFT scores were 

3.97 among children aged 12 years and 10.18 in the 

whole population (6 to 75 years old). Of this, 27.4% 

were attributed to decayed teeth and approximately 

one fifth (21.2%) to filled teeth. The need for prosthetic 
rehabilitation was high among the adult population.41 

The national survey conducted in El Salvador in 

2000 reported dmft scores of 4.0 among children aged 

6 years old, and more than 90% of the index could be 

attributed to the decayed component. This was also 

true for 12 and 15 year old adolescents, with more than 

half of the index score being attributed to decayed teeth 

(Table 1). Data from a dental program conducted in a 

rural community in 2006 indicated that all children 

aged 6 years old exhibited dental caries, while a more 

recent study reported high rates of dental caries among 

primary teeth and very low prevalence of restored 

teeth among children in rural communities.42

Data on dental caries prevalence in Honduras, is 

scarce, with a mission dentistry community program 

conducted in 2017 reporting very high caries index 

scores in primary teeth (8.7 and 3.7 in children aged 

5–6 years and 12 years, respectively).43 In comparison, 

a previous study conducted in 1997 reported DMFT 

scores of 4.51 among children aged 12 years old, 

suggesting a decrease in caries prevalence over time.44 

A 1999 national survey in Costa Rica reported data for 

the populations of 6–8, 12, and 15-year-olds. Results 

indicated a mean dmft of 3.32 for 6–8 year-olds with 

a dental caries prevalence of 75.2% on the primary 

dentition. Additionally, the mean DMFT scores of the 

three age groups were 0.49, 2.46, and 4.37, respectively, 

while the dental caries prevalence among the 12 and 

Figure 2. Prevalence of dental caries [DMFT: Decayed, Missing and Filled Teeth index] among children aged 12 years in Latin 
American and Caribbean countries.

Very low < 1.2

Low 1.2-2.6

Moderate 2.7-4.4

High > 4.4

No data or not specific for 12 years old
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15 year age groups were 71.9 and 82.6%, respectively.45 

Another national study conducted in 2006 reported 

a mean DMFT score of 2.57 and caries prevalence 

of 84.4% among adolescents aged 12 years old.46 A 

Nicaraguan study conducted in schools located in 

the City of Leon followed the methodology proposed 

by the WHO and reported a mean dmft score of 

3.54 and a dental caries prevalence of 77.6% among 

children aged 6–9 years.47 Using the same criteria, 

another study examining children aged 9–12 years 

reported a mean DMFT score of 0.98 and prevalence 

rate of 37.9%.48

Data for Caribbean countries
The Caribbean region in America is also known as 

the West Indies and comprises of territories around 

the Caribbean Sea. Cuba has the largest population 

and the most extensive territorial dimension in 

the Caribbean region. In a rural community in the 

province of La Havana, the DMFT scores of children 

aged 6–7 years and 12–13 years were 0.07 and 1.1, 

respectively, in 1997. The prevalence rates for dental 

caries in the same were 6.1% and 44.8%, respectively.49 

A national study performed in 2005 in Haiti, which 

has the second largest population in the region, 

reported a mean DMFT score of 2.46 in the 12 year 

age group and 4.37 in the 15 year age group. The 

prevalence of dental caries in these groups were 

71.9% and 82.6%, respectively.50 A previous study 

reported a DMFT score of 4.4 among children aged 

12 years in the Dominican Republic in 1997,51 while 

another study conducted in the capital of Santo 

Domingo reported a mean DMFT score of 7.4 and 

dental caries prevalence of 90% among 12–14 year 

old adolescents in 2008.52 A multi-stage national 

study conducted in 2011 in Puerto Rico, a territory 

of the USA, reported a mean DMFT score of 2.5 and 

dental caries prevalence of 69% among 12 year old 

adolescents,53 indicating a reduction in disease 

prevalence upon comparison to data from another 

national study conducted in 1997.54 The 2011 study 

showed a reduction in the values of the D and M 

components, and an increase in the values of the F 

component. A Jamaican national study conducted 

in 1995 reported mean DMFT scores of 0.22, 1.08, 

and 3.02 among children aged 6, 12, and 15 years, 

respectively. The dental caries prevalence in these 

groups were 18.3%, 41%, and 74.5%, respectively.55 

In Antigua and Barbuda,56 the dmft score among 

6 year old children was 2.45, while the mean dmft 

scores in the Republic of Trinidad and Tobago were 

2.83 among children aged 3–5 years in 2014 and 

2.54, 0.61 and 1.06 among the 6–8, 12, and 15 years 

age groups in 2004, respectively. In 2014, the dental 

caries prevalence in Trinidad and Tobago was 50.3% 

in the primary dentition of children aged 3–5 years 

old, while the corresponding numbers in the 6–8, 

12, and 15 year age groups were 72%, 59%, and 

65%, respectively.57,58

There is very limited epidemiological data on dental 

caries prevalence in the less populated countries of 

the Caribbean region. A national study in Martinique 

reported a mean DMFT score of 6.3 and dental caries 

prevalence of 75% among 12 year old adolescents in 

1991,59 while another national study conducted in the 

Bahamas in 2000 reported mean dmft scores of 2.42, 

1.56 and 1.98 and dental caries prevalence rates of 58%, 

54.5%, and 61% among 5 year old children and 12 and 

15 year olds adolescents, respectively.60 In Grenada, 

a national study conducted in 2010 reported a mean 

DMFT and dmft scores of 1.03 and 11.72, respectively, 

among children aged 6–8 years. This study also 

reported a mean DMFT score of 8.4 among 14–15 year 

old adolescents.61 In Montserrat, a small island in 

the Caribbean, a national study in 2007 reported a 

mean DMFT score of 1.91 and a prevalence rate of 

59% among adolescents aged 12 years.62

Dental caries and OHRQoL
The concept of health has become more 

comprehensive in recent years, reflecting the 

complexity of the health-disease process and the 

need to take both the individual’s perception of their 

health as well as its impact on their quality of life into 

consideration. The epidemiological evidence of dental 

caries and its impact on OHRQoL provided in this 

review aims to further improve the understanding 

and management of dental caries in LACCs.

Tooth-aches are the most common symptoms of 

untreated carious lesions and are known to negatively 

affect the quality of life of individuals, as shown 

by a Brazilian population-based birth cohort study 
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examining preschoolers.63 Another consequence of 

early childhood caries is its impact on the OHRQoL 

of children as well as their families, with studies 

examining Brazilian preschoolers demonstrating 

that both low and high caries experiences as well 

disease severity negatively affected the parent’s and 

children’s OHRQoL.64,65,66

These studies show that oral symptoms and 

functional limitations can negatively affect the 

child’s OHRQoL by influencing their self-image 

and social interactions. Furthermore, treatment of 

dental caries at this stage of life has been shown to 

cause a significant improvement in the OHRQoL of 
preschoolers.67

In Peru, studies examining preschool children and 

adolescents showed that the presence of teeth with 

cavitated decayed dentine with or without pulpal 

involvement negatively affected the OHRQoL of 

3-year-old children from the lower socioeconomic 

strata of Lima.68 Moreover, adolescents aged 

14–20 years and attending schools in the urban and 

rural areas of the cities of Lima and Cuzco exhibited 

a high prevalence of caries, which negatively affected 

their OHRQoL.69

In Ecuador, the impact of dental caries on the 

OHRQoL was evaluated in adolescents and young 

adults residing in the city of Quito and the presence 

of carious lesions along with various socioeconomic 

factors were found to be associated with poor 

quality of life in 12 year old adolescents attending 

public schools.70 In Colombia, young and mature 

adults (20–59 years old) with less than 19 teeth, 

evidence of root remnants and dental calculus 

in the oral cavity, and the absence of access to 

health services reported poor OHRQoL.71 A study 

in Chile reported compromised quality of life in 

37% of individuals aged 15 years and above who 

exhibited pain, discomfort, and social and functional 

limitations. Moreover, individuals over 20 years of 

age were affected more than younger ones due to 

presentation of more severe symptoms.72 In Mexico, 

studies examining children and older adults reported 

an association between poor OHRQoL and the 

presence of cavitated carious lesions in children aged 

8–13 years. Moreover, participants with International 

Caries Detection and Assessment System (ICDAS 

II) ≥ 4 exhibited approximately twice the odds of 
experiencing a greater negative impact on their 

OHRQoL compared to children with lower caries 

experience.73 Another study examining older adults 

in Mexico City reported an association between a 

high number of missing teeth and poor OHRQoL.74

In most cases, tooth loss is a consequence of 

oral disease and its location and distribution may 

be associated with varying severity of OHRQoL 

impairment.75 A 3-year follow-up study among the 

elderly population of southern Mexico City reported 

a 5% increase in risk of developing frailty with 

every additional tooth lost.76 Data on the dental 

caries index in El Salvador, Honduras, Panama, 

and Mexico shows a high prevalence of unmet 

treatment needs, particularly in primary dentition. 

Evidence from the Panama National Oral Health 

Survey showed an increase in the number of missing 

teeth with aging, with 45.3% of the DMFT index in 

the 6–75 year old population being attributed to 

extracted teeth. Moreover, more than half (57.4%) of 

the adult population also exhibited a need for dental 

prostheses. Epidemiological data from Panama and 

El Salvador showed that tooth loss affected urban 

and rural populations differently, with the latter 

being more severely affected by dental caries due 

to limited access to dental services.41,42

There is limited evidence on OHRQoL in the 

Caribbean countries, and currently there are only 

two studies that have examined this outcome among 

children and none that focus on adults from this 

region.77,78 The first study administered the Early 
Childhood Oral Health Impact Scale (ECOHIS) to 

the parents and primary caregivers of children 

aged 3–5-years and attending preschools in the 

central region of Caroni in Trinidad and Tobago. The 

results showed an overall low impact on OHRQoL, 

the most frequent of which were difficulty in eating 
and drinking hot or cold beverages; and being 

irritable or frustrated. Moreover, a negative impact 

on the OHRQoL was also directly associated with 

the severity of the lesion, suggesting that untreated 

carious lesions were associated with poorer OHRQoL.77 

The second study examined the OHRQoL of children 

aged 6–7-years-old in the Dominican Republic by 

administering the Scale of Oral Health-Related 
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Outcomes for 5-Year-Old-Children (SOHO-5) among 

a low-income sample. The results of this survey 

showed that 74% of the children faced difficulties 
with at least one essential life activity, and 58% and 

39% of the children reported an inability to eat and 

drink, respectively.78

Recommendations

The recommendations below were based on the 

present study and paper of Sampaio et al.:79

a. Development of new epidemiological studies 

examining unexplored aspects of the dental 

caries epidemic in LACCs is essential, and 

priority should be given to national surveys 

with samples representative of the population 

in order to produce high-quality evidence. 

Such studies should include samples with 

different age groups, including preschool and 

school-going children, adolescents, adults, and 

the elderly population. Standardization of the 

age groups evaluated will allow comparison of 

outcomes between countries. Moreover, these 

surveys should use a well-defined methodology 
and should include caries detection systems 

that also consider non-cavitated carious lesions.

b. The countries in the LACC region should 

collaborate with each other to allow greater 

access to regional data.

c. National surveys should also receive 

governmental support as they will provide 

robust evidence that will inform the 

development of oral health programs and 

strategies focused on reducing the dental 

caries burden in their countries. Public health 

policies should be based on scientific evidence 
and should include oral health promotion 

and dental caries prevention, control, and 

management measures.

d. Academic institutions should work together 

to improve oral health and reduce the dental 

caries prevalence in LACCs.

e. Further evidence on OHRQoL in LACCs is 

necessary, and inclusion of this component in 

national surveys is recommended. This type 

of evidence may help inform public health 

policies and decisions that aim to improve the 

OHRQoL of the population, including children, 

adolescents, adults, and the elderly.

f. Standardized OHRQoL tools with satisfactory 

psychometric properties should be selected for 

each age group in LACCs.

g. LACCs should establish alliances with regional 

and international organizations that support 

multi-country projects.

Conclusions

A decrease in dental caries prevalence has been 

observed in several LACCs. This is accompanied 

by a change in the distribution of the dental caries 

index (DMFT/dmft), with several countries reporting 

an increase in the prevalence of filled teeth and a 
reduction in the number of missing teeth. However, 

untreated dental carious lesions are still one of the 

most prevalent conditions among children and adults 

in this region, with dental caries affecting primary 

dentition decreasing to a lesser extent than those 

affecting permanent dentition in most LACCs except 

Brazil. The majority of surveys reviewed in the current 

study did not examine the elderly population.

OHRQoL outcomes should be included in all LACC 

national surveys. Governments should focus on oral 

health improvement programs for the population as 

this will not only decrease disease burden but also 

improve OHRQoL.
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