
DCS:	 South African Department of 
	 Correctional Services

To assess the oral health status, knowledge, attitude 
and practice of sentenced offenders in KwaZulu-Natal 
correctional centres.

Simple random sampling selected 373 offenders 
from nine correctional centres in KwaZulu-Natal, 
South Africa. Data were collected using a closed- 
ended structured questionnaire, collated and analyzed 
using the Statistical Package for Social Sciences 
(SPSS) version 24.

One hundred and sixty-one (43.2%) were aged 18-29, 
144 (38.6%) in age group 30-39, 52 (13.9%) in group 
40-49 and 16 (4.3%) were older than 50 years. 
Over two thirds of the study participants (72.7%) 
reported brushing teeth twice daily. 

Oral health was perceived as poor by 292 (78.3%) 
offenders. Common self-reported dental problems 
were caries, bleeding gums, loose teeth and sensitive 
teeth. Cigarette smoking was prevalent and relatively 
high among offenders older than 50 years.

Special attention is required from the Department 
of Correctional Services and the public oral health 
sector to meet the basic oral health needs of 
this population. A preventive-oriented oral health care 
system can synergistically complement other existing 

services offered in correctional facilities such as the 
smoking cessation programme. The prevalence of 
oral diseases of this vulnerable population can be 
drastically reduced. 

Numerous studies conducted in correctional centres in 
South Africa, India and United Kingdom have shown that 
prisoners have poor oral health conditions, particularly 
reflected in the high number of lost and untreated 
decayed teeth.1,2 

In addition to this, the health status of prisoners is not 
usually incorporated into data and reports that summarize 
the state of the nation’s health, leading to a lack of planned 
health services for them by the relevant health bodies.3 

The available research indicates that most correctional 
institutions are failing to provide effective and consistent care 
to offenders under constraints such as security restrictions 
and resource availability.4 The inability to offer consistent 
care to offenders is further exacerbated by overcrowding 
which has been identified as a feature of most centres 
worldwide and continues to pose a major challenge for the 
relevant Department of Correctional Services.5

The South African Department of Correctional Services 
(DCS) reported at the end of the 2015/2016 financial 
year that the total inmate population was 161,984, with 
an approved bed space of 119,134, which translated 
to an occupancy rate of 135.96%. Of the total, 
72.06% were sentenced offenders and 27.94% were 
un-sentenced offenders. 

Currently, in KwaZulu-Natal province there are 42 
correctional centres with an actual inmate population of 
29,253 and an approved bed space of 16,550, which 
translates into 176.176% occupancy rate.5 

Clearly, South African correctional institutions are 
overcrowded. Given the challenges associated with 
overcrowding, the Department of Correctional Services in 
SA is plagued by an acute paucity of information reporting 
on the oral health status of offenders.1 The only available 
dental research involving offenders is a baseline survey 
which was conducted in the Western Cape Correctional 
centres. Currently, there are no available data on oral health 
records for sentenced offenders in KwaZulu-Natal province. 
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Figure 1. Distribution of offenders by age and gender.

Therefore, this study was conducted with an aim of 
assessing the oral health status, oral health knowledge, 
attitude and practice of sentenced offenders in KwaZulu-
Natal correctional centres.

This study was quantitative in design. The sample 
comprised incarcerated offenders (n=373) who were 
randomly selected from nine correctional institutions 
located within the following district municipalities of 
KwaZulu-Natal province (Zululand, uMzinyathi, uThukela, 
uMgungundlovu, iLembe, eThekwini, Ugu and Sisonke). 

Using a sample size calculator, a power calculation was 
done with a confidence level of 95%, a 5% margin of error 
and 0.415 standard deviation to determine an appropriate 
sample size (n=373).  

Excluded from the study were sentenced offenders 
who were below 18 years of age and those who did not 
give consent to participate.  A closed-ended structured 
questionnaire was administered to assess socio- 
demographic information; frequency of tooth brushing; 
type of dental treatment received during incarceration; 
self-perceived need for dental treatment; attitudes and 
behaviour scores among offenders regarding oral health; 
past/present dental attendance and treatment, and 
smoking prevalence among offenders. 

Frequency of tooth brushing was scored on a 3-point 
scale, ranging from less than once a day to more than 
once a day (twice or three times). Type of treatment 
received during incarceration-variable was scored on a 
6-point scale, ranging from extraction, filling, scaling and 
polishing, crown and bridge, root canal to none. 

Internal consistency was assessed using the Cronbach’s 
alpha (α) coefficient which was considered adequate when 
α ≥ .841 and all data analyses were conducted in SPSS 
version 24. Descriptive statistics was utilised to investigate 
any possible relationship between the variables. 

When the distribution of scores of the outcome data 
did not approximate the normal distribution, a non- 
parametric statistical test viz. Kruskal-Wallis test, was 
conducted to investigate these relationships further. 
Statistical significance was noted only when the p-value 
was less than 0.05.
  
The Biomedical Research Ethics Committee of the 
University of KwaZulu-Natal (BE046/15) approved the study 
and ethical guidelines were followed to ensure confidenti-
ality in the management of data. Gatekeeper permission 
was obtained from the Department of Correctional 
Services Research Ethics Committee. 

Participants were given clear explanations about the 
purpose of the survey. All the sentenced offenders aged 
18-75 years who were willing to give consent were eligible 
to participate in the study.

After obtaining permission from the correctional service 
authorities and participants, the general demographic 
information data, which included variables such as 

gender, age and race of the sample were collected by 
the researcher. The questionnaire was piloted with 37 
participants in Greytown Correctional Centre who were 
later excluded from the main study.

A total of 373 study participants were recruited in the 
survey, 333 (89.28%) being male and 40 (10.72%) female. 
The overall response rate was 100 per cent. 

Ninety-eight percent of the participants (n=364) described 
themselves as black and the remainder comprised 
coloureds (n=5) and individuals from Caucasian (n=2), 
Indian (n=2) backgrounds. 

Two hundred and eleven participants (56.6%) were 
incarcerated in correctional centres located in urban areas, 
one hundred and seven participants (28.7%) in peri-urban 
areas and fifty-five (14.7%) participants in rural areas. 
Distribution of the offenders according to age and gender 
is presented in Figure 1 (below).

Table 1 (p516) depicts the distribution of attitudes and 
behaviour scores among offenders in KwaZulu-Natal 
correctional centres regarding oral health. Generally, 68.3% 
of 18-29 year-olds and 93% of participants older than 50 
years brushed their teeth at least once a day. About 76.7% 
of offenders incarcerated in urban areas brushed their 
teeth at least twice a day, while 65.5% offenders in rural 
areas practiced the same pattern, a less frequent practice 
when compared with urban offenders.

Overall, more than two thirds of the study partici-
pants (72.7%) reported brushing their teeth twice daily.  
Response to questions about the utilisation of dental 
health care services before incarceration revealed that 236 
participants (63.3 %) could be regarded as regular users 
of the dental facilities, while 137 (36.7%) participants had 
not seen a dentist at all in their communities. 

Of those who had visited the dentist, 34 (9.1%) had had 
their last dental consultation more than five years ago. 
A recent dental visit was more often reported among 
participants older than 50 years (43.8%), a statistic  slightly 
higher than for the 18-29 year-olds, which was at 42.2%.
Regarding the service availability and access during 
incarceration, more than two thirds of the study sample 
238 (63.8%) reported that it was difficult to obtain a dental 
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Table 1: Distribution of attitudes and behaviour scores among offenders regarding oral health

1. How many times a day do you brush your teeth? Age Group
Total

18-29 30-39 40-49 50>

n % n % n % n % n %

Brush once a day 21 13.0 11 7.6 2 3.8 0 0.0 34 9.1

Brush twice a day 110 68.3 104 72.2 42 80.8 15 93.8 271 72.7

Brush three times a day 30 18.6 29 20.1 8 15.4 1 6.3 68 18.2

Total 161 100 144 100 52 100 16 100 373 100

2. Before incarceration did you ever visit a dentist in
	 your community? 

Age Group
Total

18-29 30-39 40-49 50>

n % n % n % n % n %

Yes 103 64.0 89 61.8 31 59.6 13 81.3 236 63.3

No 58 36.0 55 38.2 21 40.4 3 18.8 137 36.7

Total 161 100 144 100 52 100 16 100 373 100

3. How long ago was your last visit to a dentist? Age Group
Total

18-29 30-39 40-49 50>

n % n % n % n % n %

Less than a year 68 42.2 53 36.8 18 34.6 7 43.8 146 39.1

1 up to 2 years 34 21.1 32 22.2 11 21.2 4 25 81 21.7

2 up to 5 years 15 9.3 11 7.6 3 5.8 2 12.5 31 8.3

More than 5 years 12 7.5 16 11.1 5 9.6 1 6.3 34 9.1

Never 32 19.9 32 22.2 15 28.8 2 12.5 81 21.7

Total 161 100 144 100 52 100 16 100 373 100

4.	Have you ever informed an official that you have toothach
	 or bleeding gums?

Age Group
Total

18-29 30-39 40-49 50>

n % n % n % n % n %

Yes 84 52.2 86 59.7 25 48.1 11 68.8 206 55.2

No 77 47.8 58 40.3 27 51.9 5 31.2 167 44.8

Total 161 100 144 100 52 100 16 100 373 100

5. How long did it take to get an appointment? Age Group
Total

18-29 30-39 40-49 50>

n % n % n % n % n %

I did not wait very long before being seen by the dentist 6 3.7 5 3.5 2 3.8 0 0 13 3.5

I had to wait a very long time for an appointment 78 48.4 85 59 23 44.2 11 68.8 197 52.8

I have never received dental treatment
in correctional centre

77 47.8 54 37.5 27 51.9 5 31.3 163 43.7

Total 161 100 144 100 52 100 16 100 373 100
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Table 2: Summary of the utilisation of dental services in correctional centres among the offenders

6. Which of the following treatments have you ever had in 
	 the correctional centre?

Age Group
Total

18-29 30-39 40-49 50>

n % n % n % n % n %

Extraction 81 50.3 86 59.7 23 44.2 12 75 202 54.2

Filling 2 1.2 3 2.1 2 3.8 0 0 7 1.9

Scaling and polishing 0 0.0 3 2.1 1 1.9 0 0 4 1.1

None 78 48.4 52 36.1 26 50 4 25 160 42.9

Total 161 100 144 100 52 100 16 100 373 100

7. What has been your experience when receiving
	 oral treatment?

Age Group
Total

18-29 30-39 40-49 50>

n % n % n % n % n %

My chief complaint was sorted out 83 51.6 85 59 24 46.2 11 68.8 203 54.4

My chief complaint was not sorted out 3 1.9 2 1.4 2 3.8 1 6.3 8 2.1

I have never received dental treatment in
correctional centre

75 46.6 57 39.6 26 50.0 4 25 162 43.4

Total 161 100 144 100 52 100 16 100 373 100

8. Currently what preventive services are offered in
	 correctional centre?

Age Group
Total

18-29 30-39 40-49 50>

n % n % n % n % n %

None 161 100 144 100 52 100 16 100 373 100

Total 161 100 144 100 52 100 16 100 373 100

9. Please identify oral health problems you’re
	 currently experiencing

Age Group
Total

18-29 30-39 40-49 50>

n % n % n % n % n %

Dental Caries 84 52.2 50 34.7 20 38.5 9 56.3 163 43.7

Bleeding 30 18.6 34 23.6 14 26.9 5 31.3 83 22.3

Oral Lesions 2 1.2 0 0 0 0 0 0 2 0.5

Loose Teeth 5 3.1 4 2.8 0 0 1 6.3 10 2.7

Sensitive teeth 8 5 18 12.5 3 5.8 1 6.3 30 8

None of the above 32 19.9 38 26.4 15 28.8 0 0 85 22.8

Total 161 100 144 100 52 100 16 100 373 100

Table 3: The distribution of study participants according to smoking status

10. Do you smoke? Age Group
Total

18-29 30-39 40-49 50>

n % n % n % n % n %

Yes 104 64.6 97 67.4 36 69.2 12 75 249 66.8

No 57 35.4 47 32.6 16 30.8 4 25 124 33.2

Total 161 100 144 100 52 100 16 100 373 100

11. During the past year (12 months), have you ever tried to
	 stop smoking?

Age Group
Total

18-29 30-39 40-49 50>

n % n % n % n % n %

No, I have not tried to stop smoking 91 56.5 84 58.3 32 61.5 10 62.5 217 58.2

Yes, I have tried to stop smoking 17 10.6 12 8.3 4 7.7 2 12.5 35 9.4

I have never smoked 53 32.9 48 33.3 16 30.8 4 25 121 32.4

Total 161 100 144 100 52 100 16 100 373 100

RESEARCHwww.sada.co.za / SADJ Vol. 73 No. 8 < 517



appointment due to a long waiting list. Table 2 (p517) 
illustrates the utilisation of dental services in correctional 
centres among the offenders. The results reveal that the 
participants held in rural correctional centres had higher 
extraction rates (78.2%) when compared with peri-urban 
(66.4%) and urban centres (73.5%). 

A total of 203 (54.4%) study participants were generally 
satisfied with the services they had received in the 
correctional centres. It was noted that there were no oral 
health educational programmes offered to the participants 
in any of  the centres across KZN province. 

The results of the current study also revealed that a total 
of 292 (78.3%) offenders perceived their oral health as 
poor and the common self-reported dental problems 
experienced in correctional centres were dental caries, 
bleeding gums, loose teeth and sensitive teeth. Lastly, the 
age group stratification revealed that participants older 
than 50 years had more dental caries, loose teeth and 
sensitive teeth than did 18-29 year-olds.

The distribution of study participants according to 
smoking status is shown in Table 3 (p516). A total of 249 
(66.8 %) participants reported they were regular smokers. 
When smoking patterns were further analysed it was dis- 
covered that this habit was relatively high (75%) among 
participants older than 50 years and decreased to 64.6% 
among 18-29 year-olds. Lastly, it was observed that 
only 9.4 % of the regular smokers had attempted to quit 
smoking and 58.2% did not have a specific reason to quit, 
as they were still smoking. 

This cross-sectional study provides a unique opportunity 
for analysing the state of oral health care services and 
prevention interventions provided by correctional facilities 
in KwaZulu-Natal. Participants in this study were stratified 
into subgroups and differentiated based on traits that were 
considered relevant by the researchers  such as gender, 
race and age. In the  study sample, males were significantly 
over-represented. 

Harlow6 showed that prison inmates are demographi-
cally different from their non-incarcerated counterparts. 
By gender, male inmates tend to be overrepresented 
(96 percent); by racial category, ethnic groups dominate 
the population (62 percent); and by age, younger adults 
outnumber the middle-aged group (66 percent).6 

Similarly, a demographic analysis of inmate population by 
Sifunda et al. revealed that male offenders were alarmingly 
overrepresented in KZN correctional centres.7 Authors 
have argued that men commit a much higher percentage 
of the most serious and violent crimes and these crimes 
are most likely to lead to arrest and imprisonment and 
result in longer periods of imprisonment.8

Regarding oral hygiene practices, the majority of the 
respondents in the present study reported brushing their 
teeth twice or three times a day. This is comparable to 
results obtained in a study conducted by Vainionpää et 
al., where twice a day tooth brushing seemed to be an 
established practice.9 

Despite the fact that the majority of the study participants 
stated that they were brushing their teeth more frequently, 
it was noted that more than two thirds reported that 
they were suffering from gingival bleeding and untreated 
dental caries. This finding is in agreement with a study 
which was conducted by Akaji and Ashiwaju who found 
that caries experience of offenders incarcerated at Enugu 
Federal Prison in Nigerian correctional centre was high and 
their periodontal health was compromised.10

Regarding the use of dental services, less than a third of 
the participants reported that they had never seen a dentist 
in their lives. Of those who had consulted with a dentist, 
the main reasons for such appointments were seeking 
emergency dental services such as dental extractions and 
pain relief. 

This trend was observed in a study conducted by 
Nobile et al., where incarcerated offenders had one 
or more teeth extracted due to caries, the process 
continuing and eventually rendering a large number of 
subjects edentulous.11

In the present study, cigarette smoking was prevalent 
among study participants and it was discovered that 
this habit was relatively high among offenders older 
than 50 years. Similar trends have been observed in a 
study conducted by Akaji and Folaranmi which involved 
offenders of the Nigerian Federal prison in Enugu.12 

Tobacco use by prison inmates is quite common, indeed is 
an integral part of their life. It serves a range of functions in 
prison; as a surrogate currency, a means of social control, 
as a symbol of freedom in a group with few rights and 
privileges, a stress reliever, and as a social lubricant.13 

The use of tobacco has been associated with, loss of 
periodontal attachment, increased pocket depths, loss of 
alveolar bone and higher rates of tooth loss.14 It is there- 
fore incumbent upon officials representing Correctional 
Services to strengthen smoking cessation programmes in 
correctional institutions in order to circumvent the negative 
effects of smoking among this disadvantaged population.

Regarding oral health promotion programmes, most 
respondents pointed out that there were no such organised 
programmes in the correctional centres in KwaZulu Natal.  
The study conducted by Sifunda et al., in South African 
correctional centres highlighted prevention programmes 
as an area that required stronger emphasis to facilitate 
imparting skills to inmates.7

Although, Sifunda et al. made recommendations to 
the DCS to pay special attention to the preventive 
healthcare programmes in order to improve the lives of 
offenders during incarceration, the current study found 
that preventive programmes were largely non-existent in 
correctional centres across KZN as perceived by all study 
participants. This could partly be attributed to the fact that 
most correctional centres are constructed to maximize 
public safety, not to efficiently deliver health care.15

Furthermore, prison health services often have 
small budgets.16 In most Correctional Services facilities, the 
majority of dental attention is provided on a part-time basis 
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under various contractual arrangements. Prison warders 
who have no health-training act as the first point of consul-
tation, approving and granting permission for inmates to 
see health workers.7 This subjectivity could potentially 
compromise access to health care for some inmates.17 
Some prisoners are assessed as being a threat to the 
security, safety or order of the prison system and are 
deemed to be a higher risk than the rest of the prisoner 
population.18 

As prisons put security as a top priority most staff 
deployment decisions will be geared towards ensuring 
that safety is maintained at all times and that could 
mean that escorting sick inmates receives lower priority.7 
This situation means that some inmates are more likely to 
be disadvantaged with respect to accessing dental care.

Although findings from this study have important practical 
and political implications, several limitations should 
be noted. A major limitation of the study was its cross- 
sectional nature, which limited the ability to relate the 
time pattern with risk factors such as smoking and their 
complications on the oral health of the offenders. 

Since this was self-reporting there could have been over- 
reporting due to the desire for social acceptance. 
More research is required to compare the self-reported 
data to the actual oral health status. The study reflects 
what is currently in place in KwaZulu-Natal correctional 
institutions and the findings clearly emphasise that there 
is an urgent need for the development of a comprehensive 
oral health preventive programme that will improve the oral 
health status of this disadvantaged community.

The study highlight the need for special attention from 
the Department of Correctional Services and public oral 
health sector to meet the basic oral health needs of 
this population. Preventive oral health care programmes 
should be planned for offenders in order to educate them 
with regard to proper oral hygiene practices as eventually 
many of them will be going back to their communities after 
serving time. 

Therefore, there it is incumbent upon DCS to review 
its strategy from a curative oral health care to a more 
preventive approach. Basically, oral health promotion 
should be an essential part of health service provision in 
correctional institutions.
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