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Abstract

- Natalia Mufoz-Pino" - Annie M. Vivares-Builes' - Elena Ronda-Pérez*3

This study analyzes associated factors to self-perceived oral health and use of oral health services in native and immigrant
adults from the PELFI cohort in Spain. A cross-sectional analysis was conducted (401 adults > 18 years, from Spain, Ecuador,
Colombia and Morocco). Frequencies for sociodemographic, self-perceived general and oral health variables were calculated.
The association between oral health/oral health services use and origin country was estimated by logistic regression (adjusted
odds ratio-aOR-; 95% confidence intervals -95%CI-). Ecuadorian men were more likely to report dental caries (aPR 2.75;
95%CI 1.30-5.80) and Moroccan women were more likely to report gingival bleeding (aPR 3.61; 95%CI 1.83-7.15) and
the use of oral health services > 1 year/never (aPR 1.69; 95%CI 1.06-2.69). Colombian women were less likely to report
missing teeth (aPR 0.73; 95%CI 0.56-0.95). Poor self-perceived oral health indicators were observed in immigrants and
were modified for sociodemographic and general health variables.

Keywords Emigrants and immigrants - Oral health - Dental caries - Periodontal diseases - Dental health surveys

Introduction

According to the proposed definition of World Dental Fed-
eration (FDI), oral health is multi-faceted and includes the
ability to speak, smile, smell, taste, touch, chew, swallow
and convey a range of emotions through facial expressions
with confidence and without pain, discomfort and disease
of the craniofacial complex [1]. Therefore, it is considered
an important element in public health due to its relationship
with general health and quality of life of people [2], and not
only depends on individual and biological factors, but also
has been related to social, political aspects and the economic
context of the countries [3]. In addition, oral health impacts
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in social groups considering the burden of oral treatments
[4].

The oral health perception for each person that belongs
to a social group is determined by the parameters that the
group accepts and establishes. Additionally, it is influenced
by the social and cultural context of individuals [5, 6]. The
use of subjective measures to assess health variables allow
to recognize the oral health status of individuals and its rela-
tion to the general health status and the functional capacity
that indicates the personal well-being and satisfaction [7].

In a society characterized by multiple social, economic,
political, geographic, demographic and environmental ine-
qualities, the migratory processes are evident and dynamic.
These processes have an impact on both the sending and
hosting migrants’ countries. Nowadays, it is estimated that
there are 258 million international migrants and a lot of them
in irregular situation [8]. According to research, migrants are
exposed to high levels of social vulnerability, which deter-
mines a considerable number of health needs [9].

For several decades, the Spanish territory has been an
attractive destination for migrant people that proceed form
different countries and cultures. Most immigrants are in eco-
nomically productive age, and are looking for job opportuni-
ties in order to improve the economic situation of themselves
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and their families [10, 11]. However, the economic crisis had
an important impact because many of these immigrants had
to return to their countries of origin. Nowadays, the demo-
graphic profile of immigrants has changed because people
with a better economic situation, with nationality or other
working permissions, have remained in Spain [12].

New Contribution of the Literature

Although research using oral health indicators have drawn
attention about the healthy migrant effect, especially in some
groups of immigrants [13], it is well recognized that the loss
of this effect increases over time [14]. Studies have reported
a positive association between the fact of being an immi-
grant and to find low oral health conditions [15, 16] and poor
access to oral health services [17-19]. For that means, it is
important to explore the role of the social determinants that
regulate the oral health situation in different social groups.
This exploration is necessary because studies focused on the
working immigrant population are scarce [20, 21].

Specifically, in Spain, several studies have been carried
out in immigrant groups with the objective of identifying
oral health conditions in comparison with the native popula-
tion; many of them conducted on children samples [22-24].
General findings showed lower oral health levels in immi-
grant children or with immigration background in compar-
ison with their counterparts. One of the most recent oral
health studies in Spain aimed to analyze oral health services
use and related factors in the immigrant working popula-
tion compared to Spanish counterparts. This research used
a cross-sectional approach of working population (n=_8591),
that responded Spanish National Health Survey (SNHS)
[25]. In this study, inequalities in oral health services use
were found in immigrant workers according to sociodemo-
graphic explanatory variables.

The oral health of immigrants and issues related are pri-
orities in public health. Accordingly, this study aims to ana-
lyze associated factors to self-perceived oral health and use
of oral health services in native and immigrant adults from
the PELFI cohort in Spain.

Methods
Participants and Data Collection

This is a cross-sectional analysis from a prospective cohort
study. Data were drawn from the Platform of Longitudinal
Studies on Immigrant Families (Acronym in Spanish for
Proyecto de Estudios Longitudinales en Familias Immi-
grantes). PELFI project comprises a prospective multi-site
cohort study drawn from a convenience sample in order to
access the hard-to-reach population of immigrant families.

The recruitment began in 2015, and additional details of the
methodology are described elsewhere [26]. Briefly, 250 fam-
ilies were recruited through the use of key informants, with
an enrollment rate of 82%; within each family, every adult
(i.e. > 18 years) and adolescent (i.e. 12—17 years) was inter-
viewed. Specifically, for this analysis we used data from the
first and second wave and we selected 401 adults (females:
n=146; 61.3%), from the sub-cohorts of Alicante (n=192)
and Barcelona (n=209). Data were collected through a
structured questionnaire which can be consulted at the fol-
lowing webpage: https://web.ua.es/es/gi-saludpublica/traba
jo-inmigracion-y-salud-en-una-cohorte-de-poblacion-inmig
rante-en-espana.html

Measures

The exposure variable was country of origin. Surveyed
people were born in Spain (n=101), Ecuador (n=126),
Colombia (n=122) and Morocco (n=52). According to
national reports, the last three groups have the most impor-
tant statistically representation in the Spanish territory [26].
As sociodemographic variables were considered the follow-
ing: sex, age, educative level (< primary, secondary, > uni-
versity), marital status (single, married/cohabited, other),
type of family (single-parent, two-parent), social class; it
was coded considering the Spanish National Classification
of Occupations-2011 with the following categories: non
manual; management workers, technicians and profession-
als, support technicians and professionals, office workers,
services and sales workers, qualified agriculture and fishing
workers, industrial qualified workers; manual: operators and
assemblers and unqualified workers), employment situation
(yes, no).

To evaluate health status, certain general and oral health
indicators were used separately: (1) Self-rated general
health: categorized as good (good/very good) or poor (fair/
poor/very poor). (2) Body Mass Index (BMI): defined as
a person’s weight in kilograms divided by the square of
his/her height in meters (kg/m?), and with this informa-
tion and according to the parameters of the WHO [27],
the following characteristics were determined: (a) under-
weight: BMI < 18.50; (b) normal weight: BMI between
18.50 and 24.99; (c) overweight-obesity: BMI>25.00. It
is important to highlight that this measure was based on the
self-perception of individuals when reporting their weight
and height; (3) Mental Health (as assessed by the 12-item
General Health Questionnaire; responses scoring >3 were
classified as poor mental health [28]. With respect to state
of oral health, variables used were: self-perceived dental
caries, self-perceived gingival bleeding, missing teeth, pres-
ence of dental prosthesis (yes/no). The variables were re-
categorized into “yes” (presence of the problem) and “no”
(absence of the problem), considering the knowledge and the
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perception of the individual about this own health/disease
process. The use of oral health services was obtained from
responses to the question regarding one’s last visit to a den-
tist, stomatologist or dental hygienist for an exam, consulta-
tion or treatment for dental problems. The response options
were re-categorized to construct a dichotomous variable
(<1 year/ > 1 year-never).

Statistical Analysis

SPSS software version 22.0-IBM® was used to carry out all
of the analyses. Analyses were conducted separately for men
and women. First, absolute and relative frequencies were
calculated for each of the sociodemographic and health vari-
ables according to the country of origin. Tests of statistical
significance were carried out to observe differences among
variables (Kruskal-Wallis test for polychotomous variables
-age- and the Chi-square test for the distribution of frequen-
cies for categorical variables). Three logistical regression
models were developed to estimate the association between
country of origin (exposure variable) and the oral health
variables. (95%CI): Model 1 used only the variable country
of origin (Spain used as reference category), Model 2 were
built upon Model 1 and adjusted for all sociodemographic
variables and finally Model 3 used health variables. We esti-
mated Odds Ratios (OR) with confidence intervals of 95%
and later they were converted in prevalence ratios (PR) by
using the mathematical formula proposed by Miettinen [29].

OR
[1+pl X (OR-1)|

1.96
1£1°)

RP = I1C95% = OR<

This conversion was carried out on the basis that OR tend
to overestimate the strength of association with prevalences
higher than 10%. In both cases (OR-PR), the statistical sig-
nificance and the magnitude of the associations was checked.

Ethics Approval and Consent to Participate

Ethical approval of the PELFI project was obtained from the
ethical committees of the University of Alicante (Act UA-
2014-06-26) and the Vall d’Hebron Research Institute. Con-
fidentiality was guaranteed throughout the research process,
and all respondents gave informed consent to participate in
accordance with Spanish regulations.

Results
Table 1 presents the sociodemographic characteristics of the
sample according to sex and country of origin. The median

of age ranged from 41.0 years in case of Ecuadorian females
to 48.0 years for Moroccan males. People from Spain in both
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sexes had the highest proportion of people with university
studies and those from Morocco have the highest frequency
of people with primary studies (both sexes). The Moroccan
groups had the highest percentage of married people. Ecua-
dorian and Colombian women had more frequently single-
parent families. Manual social class were observed more fre-
quently in Colombian an Ecuadorian for both sexes. Finally,
Colombian and Moroccan men and Moroccan women had
the highest frequency of unemployed people.

Table 2 shows the frequency of selected health and oral
health indicators for the sample. Moroccan men and Span-
ish women reported the highest frequency of poor self-rated
general health (57.1% and 60.7% respectively). The highest
prevalence of overweight/obesity was found in Moroccan
women (71.0%). Spanish men and Moroccan women had the
highest frequency of poor mental health (65.9% and 67.7%
respectively). In comparison with their counterparts, Moroc-
can women reported highest frequencies of self-perceived
dental caries (48.4%) and Moroccan men reported highest
frequencies of self-perceived gingival bleeding (61.9%)
and missing teeth (76.2%). Colombian men and Ecuadorian
women reported more presence of dental prosthesis (43.5%
and 39.0% respectively). Moroccan men and women referred
the use of oral health services > 1 year/never (71.4% and
61.3 respectively). We found statistically differences in the
distribution of the frequencies in case of self-rated health
and mental health for males (p <0.05), self-perceived den-
tal caries for women (p <0.01), and self-perceived gingival
bleeding for both sexes (p <0.01).

Considering the logistic multivariate analysis for the
probability of the selected oral health indicators (Tables 3
and 4), men from Ecuador were more likely to report self-
perceived dental caries (PR 2.75; 95%CI 1.30-5.80), women
from Morocco were more likely to report self-perceived
gingival bleeding (PR 3.61; 95%CI 1.83-7.15). Women
from Colombia were less likely to report missing teeth (PR
0.73; 95%CI 0.56-0.95). Men and Women from Morocco
had a tendency to report no presence of dental prosthesis
(p<0.10). Lastly, Fig. 1 shows the logistic analysis for the
probability of use of oral health services (1 year or more
prior), Moroccan women were more likely to report the
use of oral health services > 1 year/never (PR 1.69; 95%CI
1.06-2.69).

Discussion

Main findings of this study show that there exist differ-
ences in self-perceived oral health indicators according
to the country of origin and sex. In general terms, peo-
ple from Morocco reported the greater prevalence of oral
health variables in the sample (dental caries, gingival
bleeding and a low use of oral health services). However,
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Table 2 Prevalence of selected health and oral health indicators in the PELFI Cohort, Spain (n=401)

Variables Males Females
Spain Ecuador  Colombia Morocco p-value*  Spain Ecuador  Colombia Morocco p-value®
n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%)
Health status
Self-rated general health
Good 23(52.3) 29(659) 35(76.1) 9(429) 0.027 22(39.3) 50(61.0) 38(50.0) 15(484) 0.091
Poor 21 (47.7) 14(34.1) 11(23.9) 12(57.1) 34 (60.7) 32(39.0) 38(50.0) 16(51.6)
Body Mass Index
Normal 19 (43.2) 19(43.2) 20(43.5) 11(52.4) 0.894 31(544) 26(1.7) 37(48.7) 9(29.0) 0.051
Underweight 0(0.0) 0 (0.0 0(0.0) 0(0.0) 1(1.8) 1(1.2) 0(0.0) 0(0.0)
Overweight-obesity 25 (56.8) 25 (56.8) 26 (56.5) 10 (47.6) 25(43.9) 55(67.1) 39(51.3) 22(71.0)
Mental health (GHQ-12)
Good 14 (34.1) 2147.7) 31(674) 1047.6) 0.017 20(35.1) 40(48.8) 37(48.7) 10(32.3) 0.172
Poor 29 (65.9) 23(53.3) 14(32.6) 11(524) 37(64.9) 42(51.2) 39(51.3) 21(67.7)
Oral health status
Self-perceived dental caries
No/unknown 35(79.5) 27(61.4) 60(652) 12(51.1) 0.190 44 (77.2) 51(62.2) 60(78.9) 16(51.6) 0.009
Yes 9(20.5) 17(38.6) 16(34.8) 9(42.9) 13(22.8) 31(37.8) 16(21.1) 15(48.4)
Self-perceived gingival bleeding
No/unknown 32(72.7) 33(75.0) 38(82.6) 8(38.1) 0.002 47 (82.5) 63 (76.8) 47(82.5) 13(41.9) <0.001
Yes 12(27.3) 11(25.0) 8(17.4) 13 (61.9) 10(17.5) 19(23.2) 10(17.5) 18(58.1)
Missing teeth
No/unknown 12(27.3) 18(40.9) 14(304) 5(23.8) 0430 13(22.8) 30(36.6) 32(42.1) 11(35.5) 0.138
Yes 32(72.7) 26(59.1) 32(69.6) 16(76.2) 44 (77.2) 52(63.4) 44(57.9) 20(64.5)
Presence of dental prosthesis
No/unknown 25(56.8) 28(63.6) 26(56.5) 17(81.0) 0.227 39(68.4) 50(61.0) 49(64.5) 24(77.4) 0.400
Yes 19 (43.2) 16(36.4) 20(43.5) 4(19.0) 18 (31.6) 32(39.0) 27(35.5) 7(22.6)
Use of oral health services
<1 year 19 (43.2) 20(45.5) 23(51.1) 6(28.6) 0.392 35(61.4) 37(45.1) 38(50.0) 12(38.7) 0.150
> 1 year/never 25(56.8) 24(54.5) 22(489) 15(71.4) 22 (38.6) 45(54.9) 38(50.0) 19(61.3)

2Chi square test for categorical variables

after adjusting for sociodemographic and health variables
by means of logistic regression models, men from Ecuador
were more likely to report self-perceived dental caries,
women from Morocco were more likely to self-perceived
gingival bleeding and Moroccan women were more likely
to report the use of oral health services > 1 year/never.
The differences observed according to health and oral
health variables considering the migration status in the
sample show several situations that deserve to be com-
mented. First, as discussed in the scientific literature,
there exists a correspondence between general and oral
health and disparities in oral epidemiologic profiles may
be increased in populations considered potentially vulner-
able [5]. Secondly, migration constitutes a social deter-
minant of health since most immigrants experience a dis-
advantaged socio-economic and cultural position in host
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societies and they are, therefore, converted into groups
which are especially vulnerable to health risk factors [30].

Findings of studies conducted in different geographical
contexts show that the immigrant population reports poor
oral health indicators when is compared with the native
population. Nevertheless, factors related to the host country
and specific characteristics of the immigrants’ social and
demographic profile should be considered. For example,
a study conducted with a small sample size of immigrant
and refugees from 15 different countries, found that of all
the participants, 63% reported having caries, 13% need for
tooth extraction and 68% bleeding on brushing [31]. Other
study carried out in USA reported that noncitizen immi-
grants reported having substantially poorer oral health than
natives, although significant statistically differences did not
remain in the adjusted models [15]. A similar study with
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Table 3 Multivariate logistic analysis for the probability of self-reporting of dental caries and gingival bleeding according to the country of ori-

gin

Country of origin Self-perceived dental caries

Self-perceived gingival bleeding

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3
PR (95% CI) PR (95% CI) PR (95% CI) PR (95% CI) PR (95% CI) PR (95% CI)
Males
Spain 1.00 1.00 1.00 1.00 1.00 1.00
Ecuador 2.06 (0.96-3.71)*  2.20 (0.84-7.07)*  2.75 (1.30-5.80)*** (.92 (0.46-1.84) 0.34 (0.09-1.21) 0.92 (0.44-1.91)
Colombia 2.30(0.85-3.38)  2.70 (1.02-7.11)** 2.30 (1.08—4.92)**  0.64 (0.29-1.41) 0.38 (0.12-1.20) 0.79 (0.34-1.84)
Morocco 2.06 (0.96-4.59)*  2.47 (0.50-12.29) 2.22 (0.95-5.22)* 2.27 (1.22-4.20)**  1.67 (0.37-5.37) 2.68 (1.39-5.16)**
Females
Spain 1.00 1.00 1.00 1.00 1.00 1.00
Ecuador 1.66 (0.97-2.83)* 2.38(0.82-3.48)*  1.95 (1.08-3.51)**  1.32 (0.67-2.62) 1.01 (0.33-3.12) 1.27 (0.60-2.70)
Colombia 0.92 (0.47-1.79)  0.57 (0.09-3.74)  0.97 (0.51-1.85) 1.05 (0.51-2.17) 1.19 (0.47-3.03) 0.98 (0.51-1.91)
Morocco 2.12 (1.15-3.90)** 1.53 (0.44-5.26)  2.32 (1.21-4.47)**  3.31 (1.76-6.24)*** 1.98 (0.47-8.24) 3.61 (1.83-7.15)%x*

PELFI Cohort, Spain (n=401)
PR (95% CI) prevalence ratio and 95% confidence interval
Model 1: crude PR, Model 2: adjusted PR for sociodemographic variables, Model 3: adjusted PR for health variables
*p<0.10, **p <0.05, ***p<0.01

Table 4 Multivariate logistic analysis for the probability of self-reporting of missing teeth, and the presence of dental prosthesis according to the

country of origin

Country of origin

Missing teeth

Presence of dental prosthesis

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3
PR (95% CI) PR (95% CI) PR (95% CI) PR (95% CI) PR (95% CI) PR (95% CI)
Males
Spain 1.00 1.00 1.00 1.00 1.00 1.00
Ecuador 0.81 (0.60-1.10) 1.02 (0.69-1.51)  0.82(0.59-1.13) 0.84 (0.50-1.42) 1.28 (0.65-2.52)  0.92 (0.54-1.54)
Colombia 0.96 (0.74-1.24) 1.01 (0.67-1.53) 1.02 (0.75-1.38) 1.01 (0.68-1.49) 1.34 (0.75-2.42) 1.10 (0.66-1.84)
Morocco 1.05 (0.77-1.43) 1.22 (0.79-1.88) 1.09 (0.80-1.47) 0.44 (0.19-1.05)* 0.62 (0.17-2.20)  0.44 (0.18-1.06)*
Females
Spain 1.00 1.00 1.00 1.00 1.00 1.00
Ecuador 0.82 (0.65-1.03)*  0.81 (0.58-1.13)  0.84 (0.65-1.08) 1.24 (0.78-1.97) 1.62 (0.91-2.88)* 1.35 (0.83-2.21)
Colombia 0.75 (0.59-0.96)**  0.81 (0.60-1.09)  0.73 (0.56-0.95)** 1.12 (0.70-1.81) 1.33 (0.71-2.49) 1.07 (0.65-1.77)
Morocco 0.84 (0.34-2.06) 0.55(0.28-1.07)* 0.72 (0.50-1.05)*  0.79 (0.21-2.92)  0.79 (0.21-2.92)  0.69 (0.31-1.50)

PELFI Cohort, Spain (n=401)
PR (95% CI) prevalence ratio and 95% confidence interval
Model 1: crude PR, Model 2: adjusted PR for sociodemographic variables, Model 3: adjusted PR for health variables
*p<0.10, ¥*p <0.05, ***p <0.01

data provided by The National Health and Nutrition Exami-
nation Survey conducted in 2011-2012 (USA), reported
disparities according to migration status, incorporating pre-
dictor variables such as ethnicity background, citizenship,
demographics and socioeconomic status (60% of American
immigrants reported their oral health as fair/bad) [16]. Other
studies carried out in European countries using clinical [18]
and self-reported oral health outcomes [25] observed worse
oral health and higher treatment needs in immigrants when

compared with age-matched native people. The Oral Health
Spanish Survey 2015, a clinical and representative clini-
cal study, found a prevalence of dental caries of 56.7% in
foreign-born adults of 35-44 years in comparison to 36.7%
found in Spanish-born counterparts (statistically significant
differences p < 0.05) [32]. This situation is similar when
comparing periodontal indexes.

Research has emphasized the relatively good state of
health in recent immigrants, -that means the healthy migrant
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effect-, but results in PELFI sample evidenced how this situ-
ation is often eroded by the migratory process itself and by
the living conditions experienced by immigrant populations
in the Spanish territory. One study carried out in Canada,
showed an increase in the proportion of self-reported oral
health problems over time [14]. Possible explanations lie in

@ Springer

the psychological stress associated with the process of reset-
tlement and experiences of discrimination in the host coun-
tries. In addition, a systematic review explored the impact
of the acculturation phenomenon in oral health outcomes
[33]. Another aspect that must be taken into account is the
fact that the demographic profile of immigrants has suffered
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several changes in the Spanish territory and especially dur-
ing economic crisis after 2009 [12]. Further research should
consider longitudinal approaches in order to observe changes
in oral health indicators in different foreign-born groups over
time in several age groups and introducing other variables
such as nationality/citizenship, country of origin, time of
migration, specific sociodemographic characteristics and
clinical/self-reported outcomes.

Health services are an important social determinant of
health and inequalities in health. Findings showed a trend of
low use or oral health services for immigrants in compari-
son with their Spanish counterparts in the sample (although
significant statistically differences were found for Moroccan
women in case of multivariate logistic models). This situa-
tion is comparable to other studies conducted in similar pop-
ulations [17, 18, 34]. Previous research conducted in Spanish
working population by means of representative data, found
inequalities in immigrant women that can be explained by
socioeconomic situation and education level [25]. Scien-
tific literature generally suggests that immigrants (as other
deprived and vulnerable groups) have higher and more com-
plex oral health needs, but receive less health care provision
or face barriers to health care [17-19, 34]. This situation is
well-known as the inverse care law and has been applied to
oral health care [35]. Possible explanatory structural fac-
tors involved in oral health accessibility include insurance,
service costs and administrative difficulties inherent in the
host country’s health care system [17-19, 34]. In addition,
immigration background, cultural and sociodemographic
characteristics, should be taking into account [19, 25].

Differences in health outcomes were found in the PELFI
sample. Oral research discusses the sex/gender variations
in the social impact of oral health outcomes [36]. Similarly,
studies carried out in other populations found sex differ-
ences in dental visits, daily tooth brushing frequency, choice
of toothbrush and toothpaste for oral self-care [37]. Fur-
ther studies should analyse the possible factors that explain
the existing sex/gender differences in the use profile of the
health services, in the self-care practices about oral hygiene
and those related to the self-perception and self-recognition
of their oral health condition in specific immigrant groups.

Whilst this analysis helps provide an in-depth understand-
ing of the oral health conditions and the use of oral health
services in a sample of immigrant and native working peo-
ple, in interpreting the results, it is important to take the
study’s limitations into account. The process of recruitment
of families in the PELFI cohort was carried out using a con-
venience sample, which could result in selection bias, since
many people were invited to participate through associations
and through snowball sampling. An underestimation of the
study results should not be discarded since people who had
less social support or worse economic conditions did not
participate. Difficulties for obtaining a probabilistic sample

is considered a common problem in research focused on
immigrant population [38].

All health indicators studied were based on the inter-
viewees’ own perception, and this self-report is likely to
vary depending on social and cultural factors. A complete
estimation of oral and general health and nutritional status
(BMI) should be confirmed by clinical examinations. How-
ever, self-perceived indicators constitute broad measures of
health-related well-being transcending restrictive biomedical
point of views of health and disease and permit its social
construction. In addition, self-evaluation of oral health could
be an advantageous approach for examining oral health sta-
tus of communities [39, 40].

Despite the above-mentioned limitations, this study per-
mitted an approach to the study of oral health situation and
oral health service utilization in native and immigrant popu-
lation through primary data proceeding of the PELFI cohort,
the first longitudinal study focused in migrant families in
Spain. Further research could be focused on understanding
other social and contextual factors involved in accessibility
to oral health services and oral health inequalities in immi-
grants through life course approaches and multilevel analysis
strategies.

Conclusions

Oral health problems are public health concern due to this
magnitude, severity and because they affect the quality of
life of people. These problems are multi-factorial and depend
on biological, social and contextual characteristics. In this
context, findings of this study show how immigrants are in a
disadvantaged position in society, which refers to the numer-
ous risk factors that produces more frequently oral health
outcomes in comparison to the native population. Similarly,
the use of oral health services is lower, and this situation can
be explained for individual and structural factors related to
the health systems of the host countries. The identification
of oral health needs of the immigrant population should be
the basis for strategies based on social reality, focused on the
social determinants. To assume the guarantee of the right to
health as a fundamental issue should assure equity in access
to oral health care for all citizens.
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