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The human resource constraints in oral health has affected 
the delivery and sustainability of community oral health 
programs hence, in the West Rand District of Gauteng, 
Community Health Workers (CHW) are trained and integrated 
in Oral Health. 

Aim
The study therefore sought to assess the level of oral health 
knowledge and referral practices of CHW working in the 
West Rand. 

Methodology
The study utilized a cross-sectional descriptive study design 
and was undertaken in three West Rand district regions. A 
self-administered questionnaire was used to collect the data 
and data was analyzed using descriptive and the chi-squared 
bivariate statistics.

Results
Out of the 450 CHW working in the West Rand, n=148 of 
them participated in the study, their average age was 39; 
(SD:8.8) and had 9 years (SD:3.3) of work experience. As 
much as over 60% of participants reported to have been 
familiar with common oral conditions, they largely recognized 
tooth decay (48%) and information concerning the prevention 
of common diseases such as tooth decay and gum disease 
was inadequate. In terms of referral practices, they were 
poor as only (37%) referred when they recognized something 
unusual and (11%) never referred at all.

Conclusion
The oral health knowledge of the West Rand (CHW) was 
found to be inadequate, and this affected their ability to 
competently assess and refer common oral conditions. 
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Oral health contributes significantly to a health-related quality 
of life (HRQoL).1 The most common oral disease is tooth loss, 
which may lead to low self-esteem, psychosocial effects and 
malnutrition as a result of difficulty in chewing.2 In addition, 
the effects of the pain caused by oral disease on individuals 
and families result in loss of workdays for parents and 
school absenteeism for children. This subsequently leads 
to a negative impact on socioeconomic development.2 
Furthermore, the burden of oral diseases globally has a 
disproportionately high bearing on the disadvantaged 
as well as socially marginalized communities because 
treatment costs are prohibitive while oral health systems 
are inadequately resourced to provide service.3,4 

The human resource constraints in oral health and current 
staff shortages affect the delivery and sustainability of 
community oral health programs.5,6,7 In other general health 
programs, the increased demand of health services has 
been addressed by task shifting from professional health 
workers to lay health care workers such as Community 
Health Workers (CHW).8 CHW were officially integrated 
into the South African public health system in 2011 as part 
of efforts to re-engineer and reform primary health care in 
the country.9 Thus, they have been shown to be effective 
in engaging closely with communities.10 This approach 
is in line with the restructuring of health systems that is 
being advocated by the World Health Organization; with 
the idea of creating an environment where non-oral health 
personnel can educate, refer, and attend to basic dental 
needs in order to increase accessibility.11

Therefore, integration of Community Health Workers 
in community oral health promotion needs to be 
considered as CHW are generally trained to render health 
promotion services in the community, they are involved 
in health education, community engagement and linking 
communities to health services.8,12 Their services have 
also shown to have brought about an improvement in 
health outcomes of HIV positive mothers and their infants. 
In addition, they improve community access to primary 
health care facilities for chronic diseases.8,9

In the West Rand District of Gauteng, CHW are trained in 
oral health as they are inducted in the district. However, 
there exists no documentation outlining the nature and 
dimensions of CHWs knowledge and participation in oral 
health promotion. It is therefore important to make this 
assessment in order to document their level of oral health 
knowledge and to identify what their role in oral health 
has been to date. The information will assist in addressing 
any knowledge gaps and also providing direction that 
is needed for improving the integration of community 
health workers in the district and ultimately oral health 
experiences of communities.
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The aim of the study therefore sought to assess the type 
of oral health knowledge and referral practices of CHW 
working in the West Rand district of Gauteng. 

METHODOLOGY

The study utilized a cross-sectional descriptive study 
design and was undertaken in three West Rand district 
regions that included; Mogale City, Rand West and 
Merafong City. The District has an estimated population of 
838 594 residents.13

The population of interest was on 450 CHW who are 
deployed in various communities. Out of the 450 CHW, 
Participants were conveniently sampled according to 
an inclusion and exclusion criteria. The inclusion criteria 
comprised of CHWs who were from the chosen three 
health sub-districts and had some prior training in oral 
health promotion. An exclusion criterion entailed CHWs 
who were not trained in OHP and were not formally 
employed by the government. 

A self-administered questionnaire was used to collect the 
data. The questionnaire was adapted from a pre-existing 
questionnaire by Praveen et al (2014).14  The questionnaire 
was assessed by the postgraduate committee at University 
of South Africa (UNISA) for face validity. Upon approval 
of the questionnaire by the university, the questionnaire 
was piloted on five trained CHWs, after the pilot, all the 
inconsistencies were addressed and the questionnaire 
was refined before its use on the study participants. 

Ethical clearance was provided by the (UNISA) department 
of health studies REC 012714-039 (NHERC). Additionally, 
permission was sought from the district directors and clinic 
managers. Prior to administering the questionnaire, the 
researcher outlined the study to the participants, received 
their consent to participate in the study and assured them 
that their participation would be anonymous. In addition 
informed them that they were under no obligation to 
participate.  

Data analysis
Data was captured on Microsoft excel spreadsheet, and 
imported to the STATA Statistical Software, version 14 for 
analysis. Descriptive summary statistics was utilized to 
determine socio-demographic characteristics and type 
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of knowledge using means, standard deviation, frequencies 
and proportions. Relationships between dependent variables 
such as knowledge and referral patterns with education, 
training, and years of experience were assessed using the 
Pearson and Fischer’s exact chi-squared tests.

RESULTS
Sociodemographic information
Out of the 450 CHW, (n=148) completed the questionnaire 
and participated in the study. Majority of the participants 
were between the ages of 31-40. The mean age was 38.8 
(SD:8.89). The mean years of work experience was 9.1 
(SD:3.3), (Figure 1). They were largely females (94%) and 
just over half of them had matriculated (57%). The male 
participants were of a younger age, and the older participants 
had limited education. (See table1).

Table 1 : Socio-Demographic profile of participants

Variables n % Mean Age (SD)

Gender

Females 139 93.9 42.2  (8.7)

Males 9 6.08 29.2  (4.3)

Educational experience

Secondary 
schooling

57 38.5 41.8  (9.1)

Matric 84 56.7 37.2  (8.4)

Tertiary 7 4.73 34.5  (5.8)

Knowledge; Common Oral Conditions
Of the 148, (N=93/ 62.8%) claimed they were familiar with 
recognizing common oral diseases. However when asked 
which specific common conditions they were familiar with 
(see table 2), 48% identified tooth decay, this was followed 
up by painful teeth, 36.5% and only 28% recognized all the 
listed common conditions.

Table II: Reporting on common oral conditions they were familiar with:

Common Oral Conditions Identified

Oral Conditions n %

Tooth decay 71 47.9

Gingivitis 5 3.4

Crooked teeth 15 10.1

Painful teeth 54 36.5

Stained teeth 14 9.5

All above 41 27.7

Don’t know 4 2.70

Knowledge; Prevention
In terms of prevention of tooth decay, majority of them 48% 
said tooth decay was prevented only by brushing, only 
40,5 % correctly answered that tooth decay was prevented 
collectively by brushing, limited sugar intake and fluoride (see 
table 3). The knowledge concerning prevention of gingivitis 
(gum disease), only 27% answered correctly by choosing all 
of the above, which included regular correct brushing and 
balanced nutrition. A large majority 47% answered that gum 
disease was only prevented by regular brushing (see table 3).

Referral practices
Majority of the participants (41.2%) referred patients to oral 
health facilities when the patients were concerned about their 
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oral cavity. Less than half referred when they recognized 
something unusual in the mouth and 11% never referred 
patients to oral health facilities.

The Fischer’s exact chi squared showed no significant 
associations between the identification of common oral 
conditions and education (p=0.81), years of experience 
(p=0.58) and training (p=0.72). In addition, no relationship 
was found between appropriate referral practices to 
education (p=0.73), years of experience (p=0.10) and 
training (p=0.62). 

Table 3: Knowledge on prevention of tooth decay and gum  
disease.

How do you prevent tooth decay n %

Regular brushing 71 47.9

Limited sugar intake 28 18.9

Use of fluoride 7  4.7

All of the above 60 40.5

Don’t know 0  0.0

How do you prevent gum disease

Regular brushing 69  46.6

Correct brushing technique 52  35.1

Balanced nutrition 9    6.1

All of the above 40   27.0

Don’t know 0    0.0

Table 4: Referral practices

Reasons for referral n %

Refer when patient is concerned 61 41.2

Refer when one sees something 
unusual

55 37.2

Refer for oral health preventative 
purposes

38 25.7

Never refer 16 10.8

DISCUSSION

The average age of participants was 39 years old and they 
had approximately 9 years of experience. As much as over 
60% of participants reported to have been familiar with 
common oral conditions, their knowledge was elementary. 
They largely recognized tooth decay (48%) and information 
they had on prevention of common diseases such as tooth 
decay and gum disease was inadequate. In terms of referral 
practices, they were poor as only (37%) referred when they 
recognized something unusual and 11% never referred at all. 
No significant associations were found between knowledge 
and education, training and years of experience. In addition, 
no link was found between referral patterns and education, 
training and years of experience.

The majority of CHWs involved in oral health services in 
the West Rand Health District were 31 to 40 years, had a 
high school background and had many years of experience 
(9years). However, this did not translate in our results to 
having adequate oral health knowledge. This is similar to 
results reported from a study in Iran where it was observed 
that the longer the time passed after training of CHW, the 
lesser the ability of the workers to remember information 
on oral health.15,16 In addition, CHWs might have received 
a once-off training upon commencement of their contract 
and no follow-up or re-training was done.15 Participants’ 

knowledge was especially limited. Despite them being trained 
and 62.8% claiming familiarity with common oral lesions, 
only 28% recognized all the common oral conditions.  In 
addition, less than 30% answered correctly on information 
regarding the prevention of dental caries and gingivitis. The 
level of understanding of oral health conditions was clearly 
reflected to be poor and it is suggested that this is in most 
part attributed to the training intervention.17,18 Culturally and 
linguistically relevant educational approaches have shown 
greater success than traditional didactic approaches that are 
commonly offered to CHW.19

It is a concern that only 37% of the respondents refer when 
they recognize something unusual and that they largely (47%) 
refer when someone is concerned about the condition of their 
oral cavity. This implies that they are not able to recognize 
unusual oral conditions and thus would be inadequately 
competent in undertaking appropriate referrals. It could be 
that their training does not emphasize how to differentiate 
between normal and abnormal oral conditions.20 In addition, 
there was uncertainty and lack of preparedness on the 
functions they were expected to perform.21 Intensive training 
that involves practical sessions and continuous follow up has 
been shown to be successful in Kenya for increasing CHW’s 
knowledge, identification and referrals of oral HIV lesions of 
community members.22

Literature has shown that CHWs potentially have a vital role 
to play in the promotion of good oral health and prevention 
of oral health diseases as they form a key link between 
communities and the health system.21 However, the study 
reflected our participants to be ill prepared to contribute to 
oral health and that their role and participation is generally 
poorly defined.23 It is therefore recommended that CHWs 
should be exposed to regular training as a way of Continuous 
Professional Development (CPD). In addition, periodic 
monitoring and evaluation of the training and participation 
should be undertaken in order to address emerging gaps 
proactively. 

Limitations of the study.
Little has been documented on the structure or various forms 
of training that the CHWs were exposed to, thus the study 
could not measure their training from a standard baseline. 
Hence the questionnaire was developed around basic oral 
health knowledge that was expected from non-oral health 
care workers; and the study was able to outline existing 
knowledge gaps that impacted on the oral health involvement 
of CHWs in the West Rand.

CONCLUSION

Considering that CHW participating in the study were trained 
in oral health and over 60% of them claimed to be familiar 
with common oral lesions, their oral health knowledge was 
not found to be adequate. This affected their ability to be able 
to competently assess and refer common oral conditions. The 
current training approach that they are exposed to needs to 
be reviewed and redesigned in order to equip them with the 
necessary skills required to effectively participate in oral health 
promotion and disease prevention.
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