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ABSTRACT
Background
South Africa (SA) is currently undergoing significant 
demographic shifts, particularly in patterns of population 
distribution, while simultaneously grappling with a complex 
burden of disease characterized by high costs, mortality, and 
morbidity. Despite its classification as a developing country, 
SA continues to face persistent challenges in delivering 
effective primary health care, especially in rural communities. 
These systemic limitations often compel patients to seek 
alternative care, including traditional health practices.

The environment in which individuals live, particularly factors 
including accessibility, availability, and affordability of health 
services, plays a critical role in shaping their health-seeking 
behaviours. This is equally true for oral health care, which 
is intrinsically linked to overall health and well-being. In rural 
areas of KwaZulu-Natal (KZN), where access to formal dental 
services may be limited, understanding patients’ attitudes 
and behaviours toward oral health care is essential. Such 
insights can inform targeted interventions to improve oral 
hygiene practices and reduce the prevalence of oral diseases 
within these rural, underserved communities.

Objective
This study aimed to explore patients’ treatment-seeking 
behaviours for oral health conditions and examine their 
perceptions of Western and African traditional health 
practices in the context of accessing oral health care.

Methods
This quantitative study employed an explorative cross-
sectional design, using a self-administered questionnaire to 
obtain patients’ knowledge, attitudes, and preferences when 

seeking oral health care in rural KZN. The sample size was 
120, recruited using snowball and stratified random sampling 
techniques. Completed questionnaires were analysed 
using Social Sciences (SPSS) software version 26.0. The 
outcomes were presented by descriptive analysis using 
cross-tabulations, graphs, and other figures.

Results
While dental professionals and traditional healers were 
reported as accessible within the communities, the choice 
of consultation was shaped by a complex interplay of dental 
pain, cultural beliefs, personal experiences, and perceived 
effectiveness.

Conclusion
This study highlights participants’ dual engagement with 
Western and African traditional health practices for treating 
oral diseases. Dental pain emerged as the predominant 
driver of treatment-seeking behaviour, significantly impacting 
participants’ self-esteem, social interactions, and overall 
lifestyle. Understanding these nuanced behaviours is 
essential for developing culturally sensitive and contextually 
relevant oral health programs. 
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INTRODUCTION
South Africa (SA) is currently undergoing notable demographic 
shifts alongside a persistent quadruple burden of disease. 
This burden encompasses a rise in chronic illnesses, the 
persistence of poverty-related diseases, increasing rates of 
injury, and the ongoing impact of opportunistic infections 
associated with HIV/AIDS¹². Despite being classified as 
a developing country, South Africa’s Primary Health Care 
(PHC) system faces ongoing challenges in delivering 
equitable and effective health services, particularly in rural 
and underserved areas. Addressing these challenges 
requires the development of informed health policies and 
programs grounded in an understanding of health-seeking 
behaviours. Such insight is vital for facilitating early diagnosis, 
ensuring timely and appropriate treatment, and implementing 
contextually relevant health strategies³. Understanding 
how individuals engage with the health system becomes 
increasingly important in this context.
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Health-seeking behaviour refers to individuals’ actions 
to maintain or restore their health. These behaviours are 
shaped by a complex interplay of personal, social, and 
environmental determinants, including the availability, 
accessibility, and perceived quality of health care services4. 
Additionally, individuals’ knowledge, attitudes, and cultural 
beliefs significantly influence their decisions regarding when, 
where, and how to seek care5. Therefore, a comprehensive 
understanding of rural populations’ health-seeking behaviours 
is essential for designing and delivering responsive and 
culturally appropriate health services.

Environmental factors, such as the accessibility and reliability 
of health care facilities, significantly influence how individuals 
seek care. In South Africa, these patterns are further shaped 
by deeply embedded cultural and religious practices, which 
inform community perceptions of illness and treatment6. 
Moreover, the pursuit of general health cannot be fully realised 
without addressing oral health, which is often overlooked 
despite its integral role in overall well-being7,8. The oral cavity 
functions as a critical gateway to systemic health, with oral 
diseases frequently serving as indicators or contributors to 
broader health conditions9. 

Personal characteristics, including age, gender, and family 
background, also contribute to health-seeking behaviours 
and are associated with the progression of oral diseases 
in rural communities. These populations are particularly 
vulnerable due to geographic isolation, dietary habits, 
inadequate oral hygiene practices11, and stoicism in illness 
behaviour. Stoicism, characterized by silent endurance and 
emotional restraint¹¹, marked by emotional restraint and the 
silent endurance of discomfort¹¹, often results in delayed 
symptom reporting, contributing to “patient delay,” “delayed 
diagnosis,” and ultimately, postponed treatment initiation¹².

In KwaZulu-Natal (KZN), the burden of oral diseases, 
including dental caries and periodontal conditions, remains 
disproportionately high¹³. Gaining insight into the health-
seeking behaviours of rural patients is essential for identifying 
prevailing attitudes toward oral health, reducing neglect 
of oral hygiene, and mitigating the overall burden of oral 
disease14.

Despite the significance of this issue, there remains a paucity 
of research exploring the intersection of oral health care 
and traditional health practices. His study seeks to address 
this gap by examining patients’ health-seeking behaviours 
about oral disease treatment, with a particular focus on their 
perspectives regarding both Western biomedical and African 
traditional health systems. It forms part of a broader mixed-
methods investigation to identify strategies to improve oral 
health care in rural communities.

OBJECTIVES OF STUDY
This study aimed to explore patients’ treatment-seeking 
behaviours for oral health conditions and examine their 
perceptions of Western and African traditional health 
practices in the context of accessing oral health care.

METHODS
Study design
This quantitative study employed an exploratory, cross-
sectional design to investigate patients’ health-seeking 
behaviours and preferences when consulting Western and 
African traditional health practitioners to treat oral diseases. 

Data were collected using a structured, self-administered 
questionnaire.

Setting
The study was conducted across five KwaZulu-Natal (KZN) 
rural districts, including Amajuba, Ilembe, King Cetshwayo, 
Ugu, and Uthukela district municipalities. Initially, the study 
was to be carried out in the 11 district municipalities of KZN, 
but only five district municipalities participated due to the 
lockdown restrictions imposed by the COVID-19 pandemic. 
Private practitioners, including dentists and dental therapists 
in the selected areas, were approached to allow their patients 
to participate in the study.

Sampling and selection criteria
A combination of snowball and stratified random sampling 
techniques was used to recruit participants for the study. 
Initially, dental therapists in the selected districts referred other 
practitioners in private practice. Following this, permission 
was obtained from five nominated practice owners to recruit 
patients from their practices.

Proportional allocation of stratified random sampling was 
applied using the formula:

n1 = (N1/N) × n, where N represents the total target population, 
N1 the population size within each stratum, n the total sample 
size (initially calculated as 379 using Raosoft software), and 
n1 the sample size per stratum. Due to COVID-19 lockdown 
restrictions, the study was limited to five originally intended 
eleven district municipalities. Following consultation with a 
statistician, the estimated population size was revised, and 
the final sample comprised 120 participants, distributed as 
follows: Amajuba (n=23), Ilembe (n=25), King Cetshwayo 
(n=27), Ugu (n=26), and Uthukela (n=19). Eligibility was based 
on residence in rural KZN and attendance at participating 
dental practices.

Data collection tool
The questionnaires were distributed to dental therapists in the 
participating districts, who recruited and facilitated completion 
by willing patients. Informed consent was obtained from 
all participants. The questionnaire focused on the patients’ 
treatment-seeking behaviour for common oral diseases. To 
ensure confidentiality and privacy, participants completed their 
questionnaires independently in a private space.

Pilot study 
Due to the lockdown restrictions imposed by the COVID-19 
pandemic, a pilot study was not done.

Data analysis
Quantitative data was entered into an Excel spreadsheet and 
analysed with the Statistical Package for Social Sciences 
(SPSS) software version 26.0. The outcomes were presented 
by descriptive analysis using cross-tabulations, graphs, and 
other figures. Inferential techniques included correlation and 
chi-square test values, transcribed using the p-values. 

Ethical clearance
The researcher adhered to the ethical principles; consent 
was obtained from all participants, the study protocol was 
approved, and permission to conduct the research was 
granted by the Human and Social Sciences Research 
Ethics Committee of the University of KwaZulu-Natal 
(HSSREC/00000951/2020).
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RESULTS AND DISCUSSION
The results are presented in two parts: participants’ 
demographics and responses.

Socio-Demographic Characteristics
This study had a total sample size of 120. Most participants, 
27% (n=32), were from King Cetshwayo, Amajuba district, 
with the least, 14% (n=17). Most patients, 62% (n=74), 
were males and 38% (n=46) were females. The participants’ 
highest level of education is summarized in Table 1.

Table 1: Level of education

Highest level of 
education

Count Percentage (%)

Primary School 14 12

Secondary School 4 3

High School 45 38

Tertiary Level 57 47

Total 120 100

Less than half, 47% (n=57), of the participants obtained a 
tertiary level, 38% (n=45) a high school level, 12% (n=14) a 
primary school level, and 3% (n=4) a secondary level. 

The majority of the participants were single and religiously 
affiliated. Table 2 depicts the participants’ religious affiliations 
and marital and employment statuses.

Table 2: Religion, marital, and employment statuses.

Count Percentage

Religion

Christian 94 78

Islam 1 1

Hindu 3 3

Shembe 17 14

Other (specify): 
Africanist

5 4

Marital Status

Single 91 76

Married 21 18

Divorced 8 6

Employment 
Status

Unemployed 46 38

Self-employed 16 13

Employed by state 36 30

Employed in the 
private

22 18

The majority of participants identified as Christian, 78% 
(n=94), followed by Shembe adherents14% (n=17), Hindus, 
3% (n=3), and the rest identified themselves as Africanists. 
In terms of marital status, most respondents were single, 
76% (n=91), while 18% (n=21) were married, and 6% (n=8) 
divorced. The high unemployment rate in SA is reflected 
in the statistics, 38% (n=46) were unemployed, the state 
employed 30% (n=36), and 18% (n=22) were employed 
within the private sector.

Socio-Economic and Cultural Influences on Health-
Seeking Behaviour
Socio-demographic and socio-economic factors influence 
health outcomes, particularly their impact on individuals’ 
beliefs about disease causation and treatment preferences15. 
This study supports such associations, as a significant 
proportion of participants (38%, n = 46) were unemployed—
aligning with national and provincial unemployment trends. 
For instance, district-level unemployment rates were reported 
as follows: Amajuba (35.6%), Ilembe (31%), King Cetshwayo 
(28%), Ugu (36.3%), and Umzinyathi (57.8%  )17. 

Prevalence of Oral Disease and Access to Information
A substantial proportion of participants (71%, n = 86) 
reported having experienced oral diseases. This finding is 
consistent with the World Oral Health Report (2003), which 
identifies oral diseases as a significant global public health 
concern due to their high prevalence and disproportionate 
impact on disadvantaged populations16.

Access to health information is a critical determinant of 
treatment outcomes. While 55% (n = 66) of participants 
indicated they had access to new information on oral health, 
a notable 38% (n = 46) reported lacking such access. This 
gap is concerning, as previous research has shown that 
patients often struggle to comprehend or retain information 
provided during clinical encounters, particularly those with low 
functional health literacy18. Tailoring health communication 
strategies to meet the needs of these populations is essential 
for improving oral health outcomes.

Knowledge
Participants’ knowledge of oral diseases and the roles of 
both Western and African traditional health practices in oral 
health care was assessed using a Likert scale. Knowledge 
scores were categorised as follows:

• �Good knowledge: Participants who correctly answered 
more than 50% of the knowledge-related items.

• �Not good knowledge: Participants who answered fewer 
than 50% of the items correctly.

Overall, participants demonstrated a generally acceptable 
level of knowledge. However, notable variations were 
observed across district municipalities. The Ilembe and Ugu 
districts recorded the lowest proportions of participants 
with good knowledge, at 45% and 43%, respectively. In 
contrast, King Cetshwayo and Umzinyathi districts exhibited 
the highest knowledge scores, with 59% and 57% of 
participants, respectively, demonstrating good knowledge. In 
Amajuba, 47% of participants showed fair knowledge, while 
53% demonstrated good knowledge.

More than half of the participants (55%, n = 66) reported having 
access to new information on oral health, while a significant 
proportion (71%, n = 86) indicated that they had experienced 
oral diseases. The choice of health care providers, whether 
Western or traditional, is often influenced more by perceived 
quality, reputation, and anecdotal success stories than by 
formal qualifications or institutional affiliations. This aligns 
with findings in consumer decision-making literature, which 
highlight the power of word-of-mouth as a trusted, influential, 
and credible source of information19.

When participants were asked whether they had ever 
recommended a traditional health practitioner (THP) to 
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someone for an oral health-related condition, 68% (n = 82) 
responded negatively, 28% (n = 34) responded affirmatively, 
and the remaining participants were unsure. In contrast, when 
asked the same question regarding dental professionals, 
76% (n = 91) reported that they had recommended a dental 
practitioner, while 24% (n = 29) had not.

Attitude
This section explored participants’ attitudes toward oral 
health-related quality of life and the perceived role of 
traditional healers in oral health care.

Although a slight majority of participants (56%, n = 
67) reported satisfaction with their current oral health 
status, a substantial proportion (44%, n = 53) expressed 
dissatisfaction. Given that general health cannot be achieved 
without good oral health7,8, this study examined oral health-
related quality of life (OHRQoL) through a broader lens. 
Literature suggests that oral health providers should assess 
physical symptoms such as pain, discomfort, and functional 
limitations (e.g., mastication and speech) and psychosocial 
dimensions including appearance, self-esteem, and social 
interaction20.

Numerous studies support the notion that oral diseases 
significantly impact quality of life21-24. The concept of 
health-related quality of life acknowledges the importance 
of psychological and social well-being alongside physical 
health24. As such, a shift from a narrow biomedical focus 
to a more holistic, patient-centred approach is essential for 
effective oral health care25.

Findings from this study reinforce this perspective. Most 
participants (72%, n = 86) reported that dental pain negatively 
affected their social lives, while 84% (n = 100) indicated that 
oral pain or discomfort disrupted their lifestyle and diminished 
their sense of hope. Furthermore, 86% (n = 91) agreed that 
dental pain adversely impacted their self-esteem.

Regarding the role of traditional health practitioners (THPs), 
23% (n = 29) of respondents expressed satisfaction with 
the treatment received from THPs for oral health conditions. 
However, a significant majority (76%, n = 91) reported never 

disclosing their use of traditional healers to their dental 
professionals, highlighting a potential gap in communication 
and integrated care.

Perspectives
This section explored participants’ perspectives on the 
attitudes of dental professionals toward traditional health 
practitioners (THPs) and the extent to which societal 
influences shape their health care choices. THPs continue 
to play a vital role in the health care systems of many South 
Africans and other African populations26. Previous research 
suggests that THPs are often perceived as attentive, 
respectful, and responsive to patients’ concerns, contributing 
to their enduring popularity26.

Given their cultural relevance and accessibility, this study 
considered THPs as alternative oral health care providers. 
When asked about their beliefs, 39% (n = 46) of participants 
expressed confidence in the healing powers of traditional 
healers, although only 20% (n = 24) reported having used 
traditional medicine for oral health-related conditions.

Health care providers’ knowledge, attitudes, and perceptions 
influence patients’ decisions. Some practitioners hesitate to 
advise on or engage with complementary and alternative 
medicine (CAM), despite acknowledging the validity of 
certain therapies30. In this study, 38% (n = 46) of participants 
felt that their dental professionals were comfortable with their 
use of THPs, while 36% (n = 43) disagreed, and 26% (n = 
31) were unsure.

Consistent with previous findings27, most participants (76%, 
n = 91) reported never disclosing their use of THPs to their 
dental professionals. Only 17% (n = 21) had done so, while 
7% (n = 8) were uncertain. This aligns with Bahall’s research, 
highlighting patients’ reluctance to discuss CAM use with 
conventional health care providers. However, literature 
emphasizes the importance of open communication 
between patients and providers regarding CAM use28. Health 
professionals also bear responsibility for initiating such 
discussions, particularly when conventional treatments are 
ineffective or adverse effects are observed29.
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Figure 1: Knowledge levels of oral health care per district.
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When asked whether their dental professionals had ever 
advised against using traditional healers, 58% (n = 70) said 
they had not received such advice. Encouragingly, 80% (n = 
88) of participants expressed satisfaction with the treatment 
received from dental professionals. However, 54% (n = 65) 
were unsure whether their providers were uncomfortable 
with their consultation of THPs for oral health issues.

Societal Influence on Treatment Choices
Figure 2 illustrates participants’ perceptions of how societal 
norms and expectations influence their treatment decisions. 
A majority (74%, n = 89) reported that society did not affect 
their choice of treatment, with 42% strongly disagreeing and 
32% disagreeing with the statement. Meanwhile, 21% (n = 
26) were unsure about the extent of societal influence. 

Figure 2 represents how patients’ perceptions of society 
influence their treatment choices. 

42%

32%

3%

18%

4%

Influenced by society to consult THPs

Strongly disagree Disagree Unsure Agree Strongly agree

Figure 2: Participants' perspective on how society influences their 
treatment choice.

Preferences
Currently, there is limited literature explicitly detailing whether 
patients prefer conventional Western or traditional African 
health practices for oral health care. Findings from this study 
suggest that participants often engage with both systems, 
though it remains challenging to determine a clear preference.

Most participants (80%, n = 96) reported not consulting 
traditional health practitioners (THPs) before seeking care 
from dental professionals for oral health-related conditions. In 
contrast, 44% (n = 53) indicated they do not consult dental 
professionals before visiting THPs. This overlap suggests a 
pattern of dual consultation rather than exclusive reliance on 
one system.

When asked about the influence of cultural beliefs on 
their choice to consult THPs, 34% (n = 40) were unsure, 
indicating some ambiguity in the role of belief systems in 
shaping health-seeking behaviour. Additionally, just over 
half of the respondents (51%, n = 61) stated that their 
cultural or belief systems did not influence their decision 
to consult dental professionals. These findings highlight  
the complexity of patient preferences in oral health care 
and underscore the need for culturally sensitive approaches  

that acknowledge the coexistence of multiple health 
paradigms.

Treatment-seeking behaviour
Previous research on sexually transmitted diseases (STDs), 
including HIV/AIDS, has shown that traditional health 
practitioners (THPs) are often the first point of consultation 
for many individuals in both urban and rural areas of 
KwaZulu-Natal (KZN)³¹. However, findings from this study 
suggest a different pattern in the context of oral health. 
When participants were asked whom they consult first 
for oral health-related conditions, 52% (n = 63) reported 
consulting dental professionals before THPs, while 16% (n = 
19) indicated that they consult THPs first. A notable 32% (n 
= 38) were unsure, reflecting some uncertainty or variability in 
consultation patterns.

Several factors influence individuals’ treatment-seeking 
behaviour, including familial, cultural, and environmental 
elements. Families often share similar lifestyles and belief 
systems, which can shape collective attitudes toward illness 
and health care utilisation³². Shared physical, economic, 
and social circumstances may reinforce specific health 
behaviours within family units³³.

In this study, 74% (n = 89) of participants reported that 
family did not influence their decision to consult THPs, while 
22% (n = 27) said it did. Regarding cultural beliefs, 55% (n 
= 66) disagreed that such beliefs influenced their decision 
to consult THPs, whereas 34% (n = 40) agreed, and 12% 
(n = 14) were unsure. When asked whether cultural beliefs 
influenced their decision to consult dental professionals, 
51% (n = 61) disagreed, 41% (n = 49) agreed, and 8% (n = 
10) were unsure.

Accessibility also emerged as a key factor in treatment-
seeking behaviour. While 51% (n = 61) of participants 
reported that they could easily access a dental professional 
in their area, 47% (n = 56) indicated difficulty in doing so, 
and 3% (n = 3) were unsure. In contrast, 48% (n = 57) said 
they could easily access a traditional healer, 35% (n = 41) 
disagreed, and 18% (n = 22) were unsure.

Research has shown that perceptions of dentistry can either 
facilitate or hinder oral health care-seeking behaviour. These 
perceptions are often shaped by a range of barriers, including 
fear of pain or discomfort, the inability to cope with symptoms, 
particularly when they disrupt sleep, limited access to dental 
professionals, and the high cost of dental treatment34. In this 
study, pain and discomfort emerged as significant motivators 
for seeking care, with 77% (n = 91) of participants identifying 
them as primary reasons for consulting about oral diseases 
(Figure 3).

Responses were mixed when asked whether cost influenced 
their decision to consult traditional health practitioners 
(THPs). While 32% (n = 38) agreed that cost played a role, 
a majority (65%, n = 78) disagreed, and 3% (n = 4) were 
unsure. These findings suggest that while affordability may 
influence some individuals’ choices, the decision to consult 
THPs is likely shaped by a broader set of contextual and 
cultural factors. (Figure 3)

CONCLUSION
This study highlights participants’ dual engagement with 
Western and African traditional health practices for treating 
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oral diseases. Dental pain emerged as the predominant 
driver of treatment-seeking behaviour, significantly impacting 
participants’ self-esteem, social interactions, and overall 
lifestyle. While dental professionals and traditional healers were 
reported as accessible within the communities, the choice of 
consultation was shaped by a complex interplay of cultural 
beliefs, personal experiences, and perceived effectiveness.

Understanding these nuanced behaviours is essential for 
developing culturally sensitive and contextually relevant oral 
health programs. By aligning health interventions with rural 
populations’ lived realities and preferences, policymakers 
and practitioners can enhance service delivery, promote early 
diagnosis, and improve oral health outcomes in underserved 
communities.
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Figure. 3: Influence of pain and cost on the respondents’ oral health seeking behaviour

www.sada.co.za / SADJ Vol. 80 No.7
https://doi.org/10.17159/sadj.v80i07.23691

The SADJ is licensed under Creative Commons Licence CC-BY-NC-4.0.


