Page 1 of 9

Original Research

Location of community pharmacies and prevalence of
oral conditions in the Western Cape Province
Authors:
Feroza Amien1
Neil G. Myburgh1
Nadine Butler2
Affiliations:
1
Faculty of Dentistry,
University of the Western
Cape, South Africa
School of Pharmacy,
University of the Western
Cape, South Africa
2

Correspondence to:
Feroza Amien
Email:
feroza.amien@uct.ac.za
Postal address:
School of Public Health
and Family Medicine,
University of Cape Town,
Anzio Road, Observatory
7925, South Africa
Dates:
Received: 10 July 2012
Accepted: 26 Apr. 2013
Published: 13 Aug. 2013
How to cite this article:
Amien, F., Myburgh, N.G. &
Butler, N., 2013, ‘Location
of community pharmacies
and prevalence of oral
conditions in the Western
Cape Province’, Health SA
Gesondheid 18(1), Art. #687,
9 pages. http://dx.doi.org/
10.4102/hsag.v18i1.687
Copyright:
© 2013. The Authors.
Licensee: AOSIS
OpenJournals. This work
is licensed under the
Creative Commons
Attribution License.

Community pharmacists are approached regularly for oral health advice; most commonly for
ulcers which could be indicative of oral cancer, HIV, and various systemic diseases. Community
pharmacists should know how to manage these conditions yet they have very limited training
to manage these conditions appropriately. The area location and socioeconomic status (SES) of
the pharmacy should be considered as it may influence patient management. A study of this
nature has not yet been conducted in the Western Cape Province of South Africa. To determine
the prevalence and frequency of oral complaints at community pharmacies and if these
parameters differ by metropolitan location and SES. A cross-sectional survey of 162 randomlyselected private sector pharmacies was conducted. The sample (n = 121) was stratified by SES
and metropolitan location. An open-ended structured questionnaire was faxed to pharmacists.
A telephonic interview was conducted a day later. Community pharmacists were asked
about the frequency and type of oral health problems they encountered. Most pharmacists
(91%) dealt with oral health problems frequently, most commonly for ulcers (55.8%), thrush
(49.2%), and toothache (33.3%). The results did not differ by metropolitan location and SES
(Chi-squared, Fisher’s Exact, p > 0.05), with the exception of toothache and mouth sores.
Community pharmacists are an important part of an interdisciplinary team, and play a definite
role in the early detection of oral health conditions, namely, caries, HIV and oral cancer.
Training on common oral health conditions should be included in undergraduate pharmacy
curricula and continuous professional development courses.

Gemeenskapsaptekers word gereeld genader vir advies rakende mondgesondheid, hoofsaaklik
mondsere wat ’n aanduiding kan wees van mondkanker, MIV en verskeie sistemiese siektes.
Gemeenskapsaptekers moet weet hoe om hierdie kwessies te hanteer. Die ligging van die area
en die sosio-ekonomiese status (SES) van die apteek moet in ag geneem word aangesien dit
’n invloed mag hê op die hantering van die pasiënt. ’n Studie van hierdie aard is nog nie
in die Wes-Kaap Provinsie van Suid-Afrika onderneem nie. Die doel van hierdie studie is
om die voorkoms en herhaling van klagtes oor mondsiektes by gemeenskapsapteke te bepaal
en of hierdie parameters verskil na gelang van metropolitaanse ligging en SES. ’n Deursneeopname van 162 ewekansig geselekteerde privaat sektor-apteke is onderneem. Die steekproef
(n = 121) is gestratifiseer ten opsigte van SES en metropolitaanse ligging. ’n Oopeinde
gestruktureerde vraelys is aan apteke gefaks. ’n Telefoniese onderhoud is ’n dag later gevoer.
Gemeenskapsaptekers is gevra na die herhaling van en die tipe mondgesondheidsprobleme
wat hulle teëgekom het. Die meeste aptekers (91%) het dikwels met mondprobleme te doen
gekry, meestal mondsere (55.8%), mondsproei (49.2%) en tandpyn (33.3%). Die bevindinge
het nie verskil na gelang van metropolitaanse ligging en SES (Chi-kwadraat, Fisher se eksakte
toets, p > 0.05) nie, met die uitsondering van tandpyn en mondsere. Gemeenskapsaptekers
vorm ’n belangrike deel van ’n interdissiplinêre span, en speel ’n definitiewe rol in die vroeë
opsporing van mondgesondheidstoestande, naamlik tandverrotting, MIV en mondkanker.
Opleiding in algemene mondgesondheidstoestande behoort deel te vorm van voorgraadse
aptekerskurrikulums en voortgesette professionele ontwikkelingskursusse.

Introduction

Problem statement

Read online:
Scan this QR
code with your
smart phone or
mobile device
to read online.

Over the years, the role of the community pharmacist has expanded from being primarily that
of a drug dispenser, to that of a health professional who is active in general health promotion
and education (Beney, Bero & Bond 2000; Lombard 1991:80) with a patient-orientated approach
(Gilbert 1998a:280). This paper explores whether pharmacists have a role to play in oral health
prevention, as has been alluded to in some studies (Dickinson, Howlett & Bulman 1995:235; Gilbert
1998b:439; Maunder & Landes 2005:219; Priya et al. 2008:104). None of these studies, however, were
conducted in the context of the Western Cape Province of South Africa. Only one study of this
nature was conducted in South Africa (in Gauteng Province), but it was a long time ago (Gilbert
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1998b). Oral lesions may be indicative of serious underlying
conditions; however, because of the seemingly benign nature
of some of these lesions, for example oral ulcers and oral
thrush, people may bypass a dentist or doctor and present to
a pharmacist instead for symptomatic relief. Pharmacists are
therefore in a good position to detect underlying conditions
through the presentation of oral lesions. According to Butler,
a professor of Pharmacy Practice at the School of Pharmacy
at the University of the Western Cape, pharmacists have very
limited training in oral healthcare problems (Prof. N. Butler
[pers. comm.], 02 Feb 2006). It is therefore imperative to
ascertain how often pharmacists encounter patients with oral
health complaints and what the most common complaints
are. The location of the pharmacy may influence the type of
patient management provided by pharmacists (Rogers et al.
1998:365), so this paper also explores whether the location
of the pharmacy, in terms of socioeconomic status (SES) and
metropolitan location, exerts an influence on patients’ oral
health-seeking behaviour in pharmacies.

Literature review
Ambler (1996), a past president of the South African
Association of Community Pharmacists, referred to the
expanded role of the pharmacist as:
A role … which enhances clinical skills and is vitally necessary,
and one which should not enable him to be a barefoot doctor,
but rather allow him to make an educated assessment of when
a patient needs to be referred to a doctor. He needs to know
what he doesn’t know. He needs to know where his sphere of
responsibility ends and where someone else’s starts. (p. 299)

This statement highlights the community pharmacist’s role
in the referral of patients to other health professionals. It also
places them firmly within the Primary Healthcare approach
as they can offer preventive services that may enable them
to detect abnormalities even before signs and symptoms of
a disease manifest (Gilbert 1998b:439; Lombard 1991:80).
This expanded role of pharmacists has led to an extended
definition which encompasses their role as community
pharmacists. For the sake of brevity, the term ‘pharmacist’
will be used throughout the document.
Pharmacists have a long history of being health advisors to
the public (Gilbert 1998c:153). It has also been shown that
pharmacies tend to have a high level of utilisation (Gilbert
1998c:157), as they see many patients and are often approached
for advice regarding ailments as well as for advice with regard
to self-medication. A study of 53 community pharmacies in
Johannesburg, South Africa, demonstrated that a substantial
number of patients go to pharmacies without a doctor’s
prescription, with the intention of seeking advice from the
pharmacist (Gilbert 1997:101). Sello et al. (2012) conducted
a study amongst 2013 participants in four townships in
the West Rand District of Gauteng Province, South Africa.
About a quarter of the participants (26.5%) reported that
their first choice of healthcare provider is a pharmacist. More
than one-third (37%) of the respondents indicated that the
pharmacist was their first choice of healthcare provider in the
case of an emergency.
http://www.hsag.co.za
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Pharmacists are easily accessible as there are no appointments
required or long queues to contend with (Gilbert 1998b:440;
Lombard 1991:79) and, until 2007, there were no direct charges
for advice given. Since 2007, pharmacists have been allowed
to levy a professional fee for services rendered (South African
Pharmacy Council 2012), which may still be cheaper than
consulting a medical doctor (Gilbert 1997:101).
Pharmacists and their staff are well placed to offer advice
on oral health (Chestnutt, Taylor & Mallinson 1998:533).
However, few studies have actually explored the role of the
pharmacist as an advisor on oral health. These studies were
conducted in North England (Maunder & Landes 2005); the
United Kingdom (UK) (Dickinson et al. 1995); Chennai, India
(Priya et al. 2008) and in Johannesburg, South Africa (Gilbert
1998b). Each of these studies concluded that community
pharmacists are approached for advice on oral health matters
on a regular basis (more than once a week). The literature
demonstrates that the most common advice sought in all
of the above-mentioned studies was for (listed in order
of descending prevalence) (1) oral ulcers (20% – 93%); (2)
toothache (18% – 88%); (3) bleeding gums (4% – 84.4%); and
(4) loose dentures (1% – 48.5%). The only exception to this
is in Chennai, where toothache was the most common oral
complaint encountered followed by gum problems such as
bleeding gums and/or halitosis and oral ulcers (Priya et al.
2008:107). In all of the above-mentioned studies, advice was
less-commonly sought for teething, choice of mouth rinses,
fluoride supplements, toothbrush and toothpaste. None of
these studies assessed whether the locational context of the
pharmacy could have influenced the oral health-seeking
behaviour of their patients.
There are many variables that could influence access to
pharmacies, such as gender, age, family income and the
educational level of community residents (Sello et al. 2012:1).
Conversely, the area location of the pharmacy and SES thereof,
may influence pharmacists’ management of their patients
(Rogers et al. 1998:365). Rogers et al. (1998:365) conducted a
study in North West England to determine how the locational
context of a pharmacy might influence the nature and
quality of advice-giving by pharmacists. They reported that
locality (designated as rural, suburban, inner city, small and
large town) does indeed influence and shape the activities
and advice-giving potential of pharmacists. The authors
concluded that some of the differences in advice-giving in
the different pharmacy locations related in part to the SES of
the populations using the pharmacy, as well as the available
amenities in the area. This particular study suggested that:
an inverse care law may be operating in relation to the use of
community pharmacy, with people in areas with the greatest
health need seemingly receiving a poorer quality service than those
using pharmacies in more affluent areas (Rogers et al. 1998:373).

International research has shown that people living in
relatively lower SES areas are more likely to suffer from
caries, advanced periodontal disease, oral cancer and HIV
(Amien et al. 2004; Hobdell et al. 2003:91; Tladi 2006:369). This
differential profile of disease prevalence in lower socioeconomic
areas influences directly the type of help and advice sought
in these areas.
doi:10.4102/hsag.v18i1.687
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TABLE 1: Stratification of area location of pharmacies.

The objectives of this study were to determine how often
pharmacists are approached by patients seeking advice on
oral health problems (i.e. frequency of oral health complaints),
the prevalence of the most common oral health problems
encountered by pharmacists (i.e. the most common types
of oral health complaints encountered) and to assess the
influence of metropolitan location and SES on the frequency
and prevalence of oral healthcare problems encountered in
the community pharmacy in the Western Cape Province of
South Africa.

Significance of work
This study highlights the importance of a multidisciplinary
approach to disease prevention as it demonstrates the very
important role that pharmacists have to play in the detection
and management of oral health conditions. Pharmacists in
the Western Cape Province of South Africa encounter oral
health complaints frequently, the most common of which
are oral ulcers and oral thrush. These lesions indicate most
commonly a range of benign conditions, such as localised
trauma in the case of oral ulcers and antibiotic use in the
case of oral thrush. However, oral ulcers and oral thrush
can also be indicative of more serious diseases such as oral
cancer, HIV and other systemic diseases. In fact, pharmacies
may serve as a reservoir of undiagnosed cases of HIV as oral
lesions may be the first presenting sign of HIV (Arendorf &
Holmes 1999:631).
The results of this study may imply that pharmacists are
well placed within the healthcare profession for the early
detection of very serious illnesses via the oral manifestations
of these conditions.

Research method and design
Study design and sampling

A cross-sectional survey was conducted with community
pharmacists in the Western Cape Province. A stratified
random sample of pharmacies in the Western Cape Province
was drawn from a complete list of pharmacies, obtained
from the South African Pharmacy Council. A computerised
random-number generator was used to draw the sample. A
sample size calculation was conducted in the Statcalc function
of EpiInfo version 6, which yielded a minimum sample size
of 79 pharmacies; however 162 pharmacies were selected in
order to compensate for non-responders.

Stratification of pharmacies
The sample of pharmacies was stratified by the relative SES
(high and low), as well as by metropolitan or non-metropolitan
locations (metro and non-metro respectively) to yield the
following four categories (Table 1):
1. High socioeconomic metro (pharmacies in a high socioeconomic metropolitan area).
2. Low socioeconomic metro (pharmacies in a low socioeconomic metropolitan area).
http://www.hsag.co.za

Metropolitan Median
location
income

Income
level

Area and income
level

Median income
for entire sample

Metro

> R149 191

High

Metro high SES
(n = 30)

R92 777

Metro

< R149 191

Low

Metro low SES
(n = 30)

-

Non-metro

> R63 223

High

Non-metro high SES
(n = 30)

-

Non-metro

< R63 223

Low

Non-metro low SES
(n = 31)

-

Source: Authors’ own construction
SES, socioeconomic status.

3. High socioeconomic non-metro (pharmacies in a high
socioeconomic non-metropolitan area).
4. Low socioeconomic non-metro (pharmacies in a low
socioeconomic non-metropolitan area).
The rationale for stratifying by SES and metropolitan location
was to minimise the chances of confounding the results.
Studies have shown that these variables could influence the
nature and type of advice sought by patients and provided by
pharmacists (Cohen & Manski 2006:556; Rogers et al. 1998:365)
and that the relative SES of the area in which the pharmacy is
located should serve as a proxy of the SES of the clientele the
pharmacy serves (Domínguez-Berjón et al. 2006:54).
Stratification was achieved, firstly, by obtaining a complete
list of pharmacies in the Western Cape Province, as well as
through a commercially-available dataset (Eighty20 2006) that
consisted of the average annual household income data of the
Western Cape Province for 2006. Annual household income
was the SES indicator of choice as its an economic indicator and
has been applied successfully in other studies (Bhorat & Sheikh
2004; Hirschowitz 2000; Lalloo et al. 2004; McDonald, Piesse &
Van Zyl 2000; Myburgh et al. 2005). It is also appropriate in the
South African context because South African households
seem to have an economic culture of pooling their financial
resources (Berzborn 2007:675; Case 2001:289).
The dataset from Eighty20 was used to determine the weightedaverage annual household income of each residential area in
the Western Cape Province. The dataset consisted of a list of
each area in the Western Cape Province, with a corresponding
list of various income ranges and the respective frequencies
thereof for each residential area. The weighted-average
income was calculated by first determining the midpoint
of each income range and then using the SUMPRODUCT
function in Excel version 11, which is based on the following
calculation (Keller & Warrack 2000):
∑ a-l Midpoint of income range X frequency
Sum of all frequencies

[Eqn 1]

The residential areas were then ranked (in ascending order)
according to the weighted averages. Median household
income was then calculated based on the weighted-average
annual household income in each area in order to determine
whether a residential area in a metropolitan and nonmetropolitan location was in a relatively low or high SES
area. The designation of pharmacies serving communities
with a relatively high SES was determined by the top 50%
ranked household income levels for each area.
doi:10.4102/hsag.v18i1.687
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The median annual household incomes of the metropolitan
and non-metropolitan locations are outlined in Table 1. The
single median of the annual household income for 2006 was
R92 777, which value was used as a threshold for relative
‘high’ and ‘low’ SES. This amount was not used to stratify
by SES as it only rendered pharmacies in three categories,
namely, metro high SES, metro low SES and non-metro low
SES. This method would have excluded any stratification
by non-metro high SES. Therefore, separate medians were
calculated for metro (R149 191) and non-metro (R63 233) areas.

Data collection methods and instrument design
The data was collected by means of a structured questionnaire.
Telephonic interviews were conducted by the researcher,
who is a dentist, as it was a quicker and more convenient
method of acquiring information from a sample that was
meant to represent the Western Cape Province. Resource
constraints prevented data collection by someone other
than the researcher. Ideally, non-dental personnel should
have collected the data in order to prevent obsequiousness
bias. The literature shows that attempts at obtaining good
response rates with community pharmacists included
informing potential respondents about the study prior to
data collection, sometimes telephonically; and conducting
a telephonic interview after pharmacists have received a
premailed questionnaire (Smith 2002:22). In general, response
rates were higher with telephonic interviews than mailed
interviews (Smith 2002:23). The method of data collection in
this study was based on these findings. The questionnaire
was faxed to the pharmacy 24 hours prior to the telephonic
interview so that the pharmacist that would be interviewed
could familiarise him- or herself with the questionnaire.
Pharmacists were telephoned after the questionnaire was
faxed, in order to obtain verbal informed consent to participate
in the study and also to confirm a convenient time to conduct
the interview. If more than one pharmacist worked at a
particular pharmacy, the researcher spoke to the pharmacist
who was available at the time and set up an interview with that
particular pharmacist. Pharmacists were asked the following
two questions:
1. How often do customers present with mouth problems?
(They could tick only one of the following answer options:
nearly every day, more than once a week, less than once a
week, once a month, or hardly ever).
2. What are the most common oral health problems that
customers present with? (This was an open-ended question
so as not to lead the participant).

Data analysis
The data was captured in Excel version 11 and analysed
using EpiInfo version 13. Variables were described in detail,
using means and standard deviations. Chi-squared (χ2) tests
were used to determine if there was a significant difference
between categorical variables. The Fisher’s Exact test was
conducted if the numbers were insufficient to conduct Chisquared tests, or if the data was not normally distributed. The
analysis of variance test (ANOVA) was used to determine if
http://www.hsag.co.za
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there was a difference between means. A 95% significance
level was used, therefore all test results with a p-value less
than 0.05 were considered to be statistically significant. The
relative risk (RR) was also assessed for significance. An RR of
‘1’ indicates that there is no difference between the exposure
and outcome. An RR of > 1 indicates that the exposure is a
risk factor, whereas an RR of < 1 indicates a protective factor. If
the confidence interval of the RR contained a value of ’1’, then
the RR was not considered to be statistically significant. Tests
for practical significance were conducted on variables which
displayed statistically-significant differences, using the Pi (Φ)
test for categorical data (Φ = √χ2/N, where N is the sample
size). The Pi value ranges of 0.10–0.29; 0.30–0.49; > 0.5 represent
minimal, typical and substantial relationships, respectively,
between two variables (Vaske, Gliner & Morgan 2002:291).

Results

Sample description
Of the 162 pharmacists invited to participate in this study,
121 agreed to participate, yielding a response rate of 75%.
The sample consisted mainly of men (67.2%). The mean
age of all pharmacists was 43.9 ± 10.5 years (median = 44
years). Almost all of the pharmacists (98%) interviewed
were principal or responsible pharmacists, whilst only two
pharmacists were locums. None of the participants were
pharmacist interns.
There was an equal distribution of pharmacists in each
category of metro high SES, metro low SES, non-metro high
SES (n = 30 in each) and non-metro low SES (n = 31), as well as
between metro and non-metro areas (60 and 61 pharmacists
respectively). Overall, 65.3% (n = 79) of pharmacies were in a
low-income area (i.e. median household income per annum
was < R92 777). The median annual household income in
terms of metro or non-metro and SES denominations was
significantly different (R149 191 ± R79 465 vs. R63 223 ±
R13 537; Kruskal-Wallis = 70.3, df = 1, p < 0.001) (Table 1).

Frequency of oral complaints encountered by
pharmacists
Almost two-thirds of pharmacists (n = 76) were confronted
with oral health problems nearly every day and almost a
third (n = 30) dealt with these more than once a week. When
these results were combined into two categories, namely
frequent and infrequent attendance, most pharmacists (91%,
n = 110) dealt with oral health problems frequently (where
frequent attendance refers to pharmacists who indicated
that they deal with oral health problems nearly every day
or more than once a week; and infrequent attendance refers
to pharmacists who indicated that they deal with oral health
problems less than once a week or hardly ever).
The frequency with which patients presented to pharmacists
with oral health problems did not differ significantly
between SES (Fisher’s Exact, p = 0.40; RR = 1.03 [1.0–1.1])
and metropolitan location (Fisher’s Exact, p = 0.1; RR = 1.1
[1.0–1.2]).
doi:10.4102/hsag.v18i1.687
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Source: Authors’ own construction
*, Statistically significant at p < 0.05
χ2, Chi-square test; FE, Fisher’s Exact test; RR, Relative Risk; CI, Confidence interval.
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The response rate was good, possibly because certain
measures were taken in order to increase the response rate.
Phone calls to pharmacists during relatively busy periods
were avoided, such as month-end periods (25th – 2nd days
of the month), pension day, Saturday mornings and between
five and six o’clock in the afternoon during weekdays. In
addition to this, various methods were employed to increase
the likelihood of a response by the pharmacist, such as faxing
the questionnaire prior to the interview and obtaining verbal
consent telephonically (Smith 2002:22–23).

Metro (n = 61)

A pilot study was conducted on 10 pharmacists – five in
each in of the metro and non-metro areas – in order to test
the methodology, whereafter appropriate changes were made
to the questionnaire. The changes made were mainly in the
domain of clarification of questions and the phrasing thereof in
order to reduce subject variation and intra-observer variation
(Katzenellenbogen & Joubert 2007:119). The 10 pharmacists
that participated in the pilot study were excluded from the
main study. In order to minimise response bias, questions
were mainly open-ended so as not to lead the participants.

Overall prevalence

Various steps were taken to ensure the reliability and validity
of this study.

Mouth problem

Validity and reliability

TABLE 2: Frequency of oral health problems stratified by metropolitan location and socioeconomic status.

This study was approved by the Ethical and Research
Committee of the University of the Western Cape. Participants
were informed about the nature of the study and the main
aim of the study. Informed consent was obtained prior
to the telephonic interview and noted on the researcher’s
questionnaire. Participants were made aware that their
participation in this study would be on a voluntary basis, that
they could enter the study of their own free will and that they
could withdraw at any time. Confidentiality was ensured
to protect the identities of the participants, as only the
researcher would know which pharmacies and pharmacists
were included in the study. Participants’ names were noted
on the researcher’s questionnaire, but they were not included
in the data set.

High (n = 42)

Ethical considerations

Low (n = 79)

Socioeconomic status

2

The most common oral health problems encountered by
pharmacists were oral ulcers, oral thrush and toothache,
respectively (Table 2). About 15.8% (n = 19) of pharmacists
mentioned various oral conditions that were not commonly
seen at most of the pharmacies, such as halitosis, ‘bad oral
health’, tonsillitis and a sore or burning tongue, amongst
others. These lesions were grouped under ‘other’ (Table 2). The
prevalence of most of the oral health problems encountered
by pharmacists did not differ by metropolitan location, with
the exception of toothache (Chi-squared = 5.91; p = 0.02;
RR = 0.7 [0.6–0.9]; Φ = 0.22) and mouth sores (Fisher’s Exact,
p = 0.01; RR = 1.2 [1.03–1.3]; Φ = 0.22). None of the oral
problems encountered by pharmacists differed in prevalence
in terms of the SES or the pharmacy location (Table 2).

χ2

Test and p-value

Prevalence of oral complaints encountered by
pharmacists

p = 0.2
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Non-metro (n = 60)
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These strengths described above ensure that the results of this
study are applicable to the rest of the Western Cape Province.
However, the results cannot be extrapolated to the rest of the
country, for several reasons. There are various factors that
could influence the utilisation of pharmacies, such as the age,
ethnicity and gender of the pharmacist (Sello et al. 2012:1) as
well as the area location of the pharmacy (Rogers et al. 1998:365).
Only the latter was controlled for in this study. The profile
of community pharmacists in the Western Cape Province is
generally different to the national profile, in that the average
age is higher and the Western Cape Province has the secondhighest number of community pharmacists (17%) in the
country. With the exception of Gauteng and KwaZulu-Natal
Provinces (which are home to 40% and 14% of community
pharmacists respectively), the rest of the provinces each have
less than 8% of the community pharmacists in South Africa.
The gender distribution of pharmacists in this study differs
from the national profile (the former has a higher prevalence
of men, whereas nationally there is a predominance of female
pharmacists [59%]). In addition, access to doctors, dentists
and pharmacists differ by province with a positive bias
toward the Western Cape Province (Western Cape Provincial
Health Consultative Workshop Report 2010:18). This, in turn,
would influence differential patient access patterns for these
health professionals.

Discussion
The response rate of 75% in this study is acceptable considering
that the response rates usually achieved in published survey
research amongst community pharmacists range between
20% – 90%. Only a third of these studies had a response
rate of more than 70% (Smith 2002:25). The fact that none
of the respondents were pharmacy interns increased the
validity of the study because this category of staff is usually
inexperienced and much less likely to have encountered
oral health problems in their short-lived pharmacy careers.
Their responses would have been biased toward a lower
prevalence of oral health problems encountered in community
pharmacies, thereby devaluing the role that pharmacists
should play in the management of oral conditions.
The results of this study have reinforced the idea of pharmacists
as oral healthcare advisors to the public, as most pharmacists
dealt with oral health problems frequently. This finding is
consistent with other studies conducted in South Africa
(Gilbert 1998b:441), India (Priya et al. 2008:108), Northern
England (Maunder & Landes 2005:220) and elsewhere in the
UK (Dickinson et al. 1995:235).

Oral ulcers
Another finding consistent with the literature is that more
than half of the pharmacists reported that oral ulcers were
the most common oral problem that they encountered
(Dickinson et al. 1995:236; Gilbert 1998b:442; Maunder and
Laundes 2005:220). According to Scully and Felix (2005:260),
most oral ulcers are a result of local causes such as trauma
or burns, but recurrent aphthous stomatitis (RAS) and oral
cancer must always be considered. RAS is a very common
http://www.hsag.co.za

Original Research

condition (20% prevalence) which presents with multiple,
recurrent, round or ovoid oral ulcers. RAS could be indicative
of serious conditions such as sexually-transmitted infections
(STIs) – including HIV – as well as oral cancer. It could
also be indicative of a host of systemic diseases including
haematological deficiencies, gastrointestinal enteropathy,
dermatological conditions and connective tissue disorders
(Scully & Felix 2005:261). It is, therefore, imperative that
pharmacists are aware of this and should be trained to detect
and manage these lesions appropriately, by taking a proper
history, providing appropriate symptomatic relief for the
problem and referring where necessary.

Oral thrush
The prevalence of oral thrush in pharmacies in South
Africa is vastly different to that reported in the literature.
Approximately half of the pharmacists in this study
reported that they encountered oral thrush regularly. With
the exception of the UK study in 1995, which reported
a prevalence of 1% (Dickinson et al. 1995:236), most of the
studies that are referred to in the introduction of this paper
did not even mention oral thrush when asked about the
prevalence of oral conditions. So it may be reasonable to
assume that pharmacists in these countries do not or seldom
encounter patients with oral thrush. This could indicate
different health-seeking behaviours for oral thrush in South
Africa and the UK with more people in the UK attending
dental or medical practices instead of community pharmacies
for the treatment thereof. Alternatively, pharmacists in South
Africa may encounter oral thrush more often because the
prevalence may be higher than in the UK. Further research in
this area is needed in order to confirm the above.
The difference in the prevalence of oral thrush in community
pharmacies may also be due to variations in the prevalence of
oral thrush in South Africa and the UK. Comparative data on
the prevalence of oral thrush in these countries are not readily
available in the literature. However, fungal infections have
recently shown an important increase in incidence because
the general population is more exposed to factors that
favour such infections (López-Martínez 2010:179), thus the
prevalence of the predisposing factors of oral thrush could
be used to postulate which country has a higher prevalence
thereof. A comparison of all the numerous predisposing
factors of oral thrush is beyond the scope of this paper,
most notably with regard to the usage of medications that
decrease salivary flow and host immunity. There are simply
too many medications to mention and compare. However,
a comparison of some of the most common predisposing
factors may provide a reasonable proxy for the comparative
prevalence of oral thrush between South Africa and the
UK. The most common predisposing factors for oral thrush
are antibiotic therapy, corticosteroid treatment, dentures,
cancer, radiation therapy, HIV (López-Martínez 2010:178),
diabetes and malnutrition (Akpan & Morgan 2002:457).
Unfortunately, valid and comparable data on antibiotic and
corticosteroid treatment are not readily available and hence
comparisons in prevalence between South Africa and the UK
doi:10.4102/hsag.v18i1.687
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could not be made with regard to these factors. However,
data were available for all the other common predisposing
factors mentioned above.

Predisposing factors
The prevalence of some predisposing factors is approximately
the same in both countries, such as diabetes mellitus (4.9% in
the UK vs. 4.5% in SA) (Bradshaw et al. 2007:703; Shaw, Sicree
& Zimmet 2010); whereas others are marginally higher in the
UK. Examples of the latter include cancer (3 times higher in
the UK) (Office for National Statistics 2012:3) and asthma (7
times higher in the UK) (Health Systems Trust 2007; Simpson
& Sheikh 2010:104). On the other hand, the prevalence of
edentulousness (which is a useful proxy for denture wearers)
is marginally higher in SA (9%) (Ayo-Yusuf & Ayo-Yusuf
2008:381) as opposed to the UK (6%) (NHS Information
Centre, Dental and Eye Care Team 2010:4). However, the
prevalence of malnutrition and HIV is phenomenally higher
in South Africa. The prevalence of malnutrition in the UK is
5% (Russell & Elia 2008). An absolute comparable prevalence
of malnutrition is not available for South Africa; however
the prevalence of obesity and underweight persons can be
used for the purposes of comparison as both measurements
are used to classify malnourishment (World Hunger 2012).
In South Africa, the prevalence of obesity is 27.5% and
21% in women and men respectively and the prevalence
of underweight persons is 6% and 12.5% in women and
men respectively (Department of Health, Medical Research
Council & OrcMacro 2007:276–277). Finally, the prevalence
of HIV in South Africa (5.6 million people) (UNAIDS 2011:7)
is a staggering 61 times higher than in the UK (91 500
people) (Health Protection Agency 2011:5). In summary,
there are marginal differences in the prevalence of common
predisposing factors to oral thrush between SA and the UK,
with the exception of malnutrition and HIV. Oral lesions
are highly prevalent in HIV-positive individuals, the most
common of which is oral thrush (Arendorf & Holmes 1999:633).
The substantially-higher prevalence of malnutrition and HIV
may indicate a higher prevalence of oral thrush in South Africa,
which may explain why South African pharmacists encounter
more cases of oral thrush. However, further research is needed
to confirm this theory.
In addition to oral thrush, oral ulcers could also be indicative
of HIV infection (Arendorf et al. 1999:602). In fact, oral thrush
could very well be the first sign of HIV infection (Arendorf et
al. 1999:603). About 40% – 90% of HIV patients will present
with an oral manifestation of the disease at least once in
their lifetime, the most common of which is oral thrush, both
locally and internationally (Arendorf & Holmes 1999:633).
Therefore, pharmacies in the Western Cape Province may
serve as a reservoir of undetected cases of HIV and other
STIs because patients present regularly with oral problems,
the most common of which are ulcers and oral thrush.
Studies have already suggested that pharmacists play a
role in preventing the transmission of HIV (Ward et al.
2003:609; Watson, Bond & Gault 2003:16). In South Africa,
Ward et al. (2003) demonstrated that pharmacists were
http://www.hsag.co.za
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treating STIs outside of their scope of practice and therefore
recommended that pharmacists could be more effective in
preventing HIV transmission if they were trained adequately
and their scope of practice enhanced to include syndromic
treatment of STIs. Similarly, many pharmacists encounter
oral healthcare problems, most commonly oral ulcers and
thrush, and are treating these patients with very limited
training in oral healthcare problems (Prof N. Butler [pers.
comm.], 02 Feb 2006). Pharmacists are trained to perform
HIV tests and provide counselling, therefore, it should not
be too unrealistic to suggest that pharmacists should play
a role in the detection of HIV through the recognition and
response to the presentation of oral lesions associated with
this disease. It seems that so far no studies have explored this
avenue with regard to addressing HIV.

Toothache
The third most common oral problem encountered was
toothache (33%) and many pharmacists (17%) also encountered
an abscess in the oral cavity, which is usually a result of
advanced untreated caries. Bleeding gums, which are a
common symptom of gingivitis, were also encountered
commonly. If this condition is left untreated it could progress
to periodontitis, a condition where the inflammation has
advanced from the gingivae to the surrounding tissues.
Severe cases will manifest with pain and tooth loss (Lang,
Schätzle & Loë 2009:4). Caries is highly prevalent in South
Africa, especially untreated caries (Van Wyk & Van Wyk
2004:373), that would undoubtedly cause toothache at some
point. It seems that many patients are presenting to the
pharmacist for symptomatic treatment of caries and gingivitis
before they seek curative treatment from a dentist, indicating
that the pharmacist could play a role in oral health education
to prevent future occurrence of caries and periodontitis.

Other factors
The location of the pharmacy had no bearing on the frequency
of complaints about oral health encountered by pharmacists,
so educational interventions for pharmacists should perhaps
be applied homogenously to all areas, regardless of the SES
or metropolitan location of the pharmacist.
The prevalence of oral lesions did not differ in any statisticallysignificantly manner, either by SES or metropolitan location,
with the exception of mouth sores and toothache in the
latter group (Table 2). There is no comparative data on
the prevalence of mouth sores in the literature, probably
because it is a colloquial term. The differential prevalence
of toothache was inconsistent because, in this study, a nonmetropolitan area could serve as a proxy for a relatively
low SES area as the median-weighted annual household
income was significantly less in non-metropolitan areas than
in metropolitan areas (Table 1). On the contrary, this study
indicated that more pharmacists in metropolitan locations
encountered patients with toothache. The literature, on the
other hand, has consistently demonstrated that toothache
is significantly more prevalent in less affluent populations
in the South African context (Chankanka et al. 2011:289;
doi:10.4102/hsag.v18i1.687
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Ferro et al. 2012:46; Hobdell et al. 2003:91; Lu et al. 2011:352).
This inconsistent finding with a low practical significance,
together with the fact that most of the oral lesions were
encountered more-or-less equally by pharmacists, regardless
of their location, suggests that the SES of the clientele may
not correlate with the SES of the area of the pharmacy in
the context of the Western Cape Province in South Africa,
as has been suggested in another study (DomínguezBerjón et al. 2006:54). People from low SES areas could be
using pharmacies in high SES areas and vice versa, as it is
a common occurrence for people to visit a pharmacy that
is not in their residential area. The dynamic movement of
people across high and low SES areas could have blurred the
socioeconomic border distinction of the residential areas in
this study. The indistinct nature of the socioeconomic border
could also be due to the SES indicator that was used in this
study. Because SES is a relative measure, the use of any other
indicator would have been just as likely to introduce this
kind of misclassification.

Limitations of this study
All research studies are bound by varying degrees of
limitations and this study is no different. The choice of the SES
indicator may have imparted certain limitations to this study
because very different conclusions can be reached about the
same issue depending on the socioeconomic indicator used
(Lindelow 2006:263). The use of household income in this
study may have impacted on the sampling procedure due to
misclassification into high and low SES areas. However, as
SES is a relative measure, any SES indicator (such as personal
income, family income and so forth) would have suffered
the same fate.
The methods used in this study may raise some issues with
regard to validity. Even though stringent attempts were
made to ensure that pharmacists answered the questions
truthfully, this could never be guaranteed. Some pharmacists
may have fallen prey to obsequiousness bias because the
interviewer was a dentist.

Recommendations
This study demonstrates that pharmacists have an important
role to play in the detection and management of many
systemic diseases through the correct management and
recognition of oral conditions. Pharmacists need to be trained
accordingly and this training should become mandatory
for pharmacy undergraduates. Continuous professional
development courses for pharmacists could provide training
around this subject. This will probably be received well in
the pharmacy profession as many pharmacists (more than
60%) in the UK, Indian and South African studies on this
subject matter have indicated that they would like to play a
more active role in the recognition and management of oral
health conditions (Gilbert 1998b:442), but are hesitant due
to lack of adequate knowledge on this subject matter. These
pharmacists have indicated that they would be keen to learn
more about oral health conditions that are applicable to their
practice as it would improve the service they provide to the
http://www.hsag.co.za
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public (Gilbert 1998b:442; Maunder & Laundes 2005:219;
Priya et al. 2008:104).

Conclusion
The responsibility of disease detection and prevention lies
with all health professionals. It is, therefore, important for each
health professional to be trained properly in the detection and
management of illnesses that they are most likely to encounter.
The findings of this study entrenched the position of the
pharmacist within the primary healthcare approach. They are
approached on a regular basis for oral health advice. They are
approached frequently for symptomatic relief of toothache
and dental abscess, so are well situated in the healthcare
profession to give oral health advice to prevent the future
occurrence of caries. The most common oral complaints
encountered were oral ulcers and oral thrush. Pharmacists
could therefore play a key role in the early detection of HIV,
other STIs and oral cancer, as well as various other serious
conditions. In this study, SES and metropolitan location
did not influence how often patients sought advice and/
or medication for oral health issues, nor the type of oral
healthcare advice sought. In light of these findings, training
on common oral health conditions should be considered for
inclusion in undergraduate pharmacy curricula as well as
continuous professional development activities.
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