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ABSTRACT

Introduction

Maintaining oral health is vital for overall well-being, and
offering dental care services is a crucial part of public
healthcare systems globally. A significant portion of
South African population faces socioeconomic barriers
to accessing private oral health services resulting in
dependency on public oral health services. However, not
much is known of patients’ experiences in accessing such
care in these facilities.

Aims and objectives

To determine perspectives of public health recipients on oral
health care, the nature of edentulism and impact of edentulism
in Harry Gwala and eThekwini districts, KwaZulu-Natal.

Design
A cross-sectional descriptive research design

Methods

A systematic sampling technique was employed to select
participants that attended the public health facilities
(n=810). The total sample was stratified according to urban,
peri-urban and rural public health facilities deriving five
sub-populations of (n=162). Data was collected using a
questionnaire that was derived from the WHO Oral Health
Surveys guidelines. Data was analysed using R Statistical
computing software of the R Core Team, 2020, version
3.6.3. Descriptive statistics were applied for numerical
measurements and categorical variables were described as
counts and percentage frequencies.
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Results

A total of 770 out of 810 patients consented to participate in
the study with a 95% response rate, of which 73.9% were
female (p=0.016). The majority of participants were between
the ages of 30 to 50 (n=396; 47.9%). Pain from teeth and
gums were reported by the majority of patients (n=509;
70.2%) as the reasons for visiting a dentist. The majority of
the patients (n=449; 76.4%), indicated that they accessed
public oral facilities and 80.9% of responses came from rural
participants (n=267). All age groups reported having missing
teeth (between 1-9 teeth lost) with participants aged 30 to
50 representing the majority (n=280; 75.9%). Participants
identified the following reasons to replace missing teeth:
difficulty to chew food (n=456 majority being 50 years and
above (43%), difficulty smiling (n=95) majority being 30 years
and below (62%), feelings of embarrassment (n=97) majority
being 30 years and below (62%), limited consumption of food
(n=460) majority being 50 years and above (44%), and being
made fun of by people (n=74) majority being 30 to 50 years
(52%).

Conclusion

This study found that both psychological and functional
impacts of edentulism were reported as the reasons why
most patients indicated their need to replace their missing
teeth. The study findings suggested that participants in rural
settings reported poor access to facility-based oral health
care and that pain was the major reason for seeking care.

Keywords

Public oral health, edentulism, tooth loss, oral health-related
quality of life, dental care, oral health access, social justice,
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INTRODUCTION

Oral health is an essential component of overall health,
and the provision of oral health services is a critical aspect
of public healthcare systems worldwide (WHO Global Oral
Health Action Plan 2023-2030). In South Africa, a significant
portion of the population, particularly in rural areas faces
socioeconomic barriers to accessing private dental care
resulting in their only option being the reportedly under-funded
public health services. Studies show that approximately 0.8%
funding was allocated for oral health in some health districts of
KwaZulu-Natal, which has only increased to 0.86% 22 years
later.™ 2 This under-funding negatively impacts resources for
dental care resulting in lack of certain vital services such as
replacement of lost teeth.

Non-replacement of lost teeth contributes to a compromised
Oral Health-Related Quality of Life (OHRQoL) which affects
physical, emotional, social, and functional aspects of life.
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Individuals who have lost their teeth are likely to experience
feelings of sadness, highlighting the emotional strain of
edentulism and being unprepared for the consequences of
losing their teeth.® Edentulism is highlighted as one of the
most critical public health burdens and should be seen as a
major public health concern given its impact on the quality
of life and being a devastatingly irreversible condition.*® It is
often associated with a significant decline in oral health and
can severely impact an individual’s ability to speak, eat, and
maintain good nutrition.” The prevalence of edentulismis said to
be particularly high in older populations, as tooth loss tends to
be exacerbated by natural progression of aging (8, 9). Studies
further show that people are now living longer in all parts of the
world and the impact of poor oral health on the quality of life of
older adults must be highlighted as an important public health
issue.® '© Considering the impacts of edentulism, restoring lost
teeth becomes a salient area that requires attention for the
public oral health sector, since its recipients cannot afford to
obtain dental prostheses from private health providers.'" The
skewed distribution of oral health services between the private
and public sector reiterates the communities’ dependency
on public dental clinics to provide these services.”? However,
it is unclear of the extent to which denture delivery services
are offered in public dental clinics. At the same time, there
is a paucity of published evidence that explores patients’
perspectives on the availability and accessibility of denture
services in these public sector dental clinics. This study is part
of a bigger study which aims to develop a framework for the
provision of denture services, as part of the minimum package
of oral health care, in health districts of KwaZulu-Natal, to
contribute to improved quality of oral health care.

The objective of this paper is therefore to determine
perspectives of public health recipients on oral health care,
the nature of edentulism and impacts of edentulism by means
of a survey, with theoretical underpinnings of social justice
and principles of oral health-related quality of life model. In
the context of health care systems, social justice can be
considered to mean that individuals with the same medical
conditions have availability of the same treatment options,
regardless of their socioeconomic status.'® Engaging with
patients in public health clinics is important in revealing their
perspectives on their own oral health conditions based on
their lived experiences.™

MATERIALS AND METHODS

Study design

A cross-sectional descriptive research design was used to
collect the quantitative data.

Study setting

Data for this study was collected from selected public health
facilities of eThekwini District which represented the urban
and peri-urban areas with two of the three health facilities
located in the same community or catchment, while the rural
areas were represented by three distinct communities of the
Harry Gwala district. This research was approved by the
HUMANITIES AND SOCIAL SCIENCES RESEARCH ETHICS
COMMITTEE (HSSREC) of the University of KwaZulu-
Natal, with reference number: HSSREC/00000444/2019.
Gatekeeper permission was obtained from the KZN
Department of Health.

Study sampling
At the time of data collection, the total population of the
Harry Gwala Health district was 502 265 (harrygwaladm.
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gov.za, 2019). The eThekwini district had a total population
of 3,442,361 (Durban.gov.za, 2019). A statistically sound
sample was drawn using Raosoft ® online sample calculator
where the total population size was entered, with the
confidence level of 95%, marginal error of 5%. This resulted
in a population sample n=810 being 162 per selected
public health facility, enabling a reasonable completion of 54
questionnaires per research site per day over a period of 3
days, during a fixed time period from 7:00am to 11:00am.
A systematic sampling technique was employed to select
participants from the walk-in patients who attended the
public health facilities. The sampling interval of 3 was derived
by dividing the total population per site (n=162) by the
desired daily sample (n=54) and a starting point between 1
and 3 was identified, followed by selecting every third person
thereafter to participate in the survey until the desired sample
was reached.

Study population

The study population consisted of adult individuals who
were 18 years and older, attending the public health facility.
Persons who are intellectually or mentally impaired and those
who do not understand English, isiZulu or isiXhosa were
excluded from participating. Exclusion was also applied to
individuals who presented to the facilities in critical health
conditions. People of all races, gender, and education status
participated in the survey.

Research Instrument

Data was collected using a digital Google Forms questionnaire
which was adapted from Annexure 7 of the 5" Edition of the
WHO Oral Health Surveys guidelines. The first section of the
questionnaire consisted of the title of the study, researcher’s
information, a description of the study and reiteration of
voluntary participation, confidentiality, anonymity and risks
associated with participation. The next set of text contained
ethical approval details, including the supervisor's contact
details. The second part of the questionnaire was a mandatory
field of informed consent. The subsequent sections of the
questionnaire would only unlock when the respondent has
indicated consent which toggled the “| Agree’ to participate
function.

The second section recorded biographical information
such as age, gender, race, geographical location, level
of education and whether the responded is a denture-
wearer or not. The third section recorded data about the
number of teeth lost and the perceived reasons that caused
the reported loss of teeth. The fourth section recorded
information about dental visits, allowing the respondents
to indicate whether the last dental treatment received was
from a public or a private facility. The fifth and larger section
of the questionnaire solicited responses by means of a
5-point Likert scale ranging from Strongly-Agree to Strongly
disagree. The statements under this section ranged from
reasons for visiting a dentist to reasons for desiring to replace
teeth or for having replaced lost teeth, as well as the impact
of living with missing teeth. The last three sections were
applicable to respondents who have replaced their missing
teeth and it solicited information about the type of prostheses
received, the benefits of replacing the missing teeth and the
maintenance of the prostheses.

Data collection procedure
On the day of data collection, an appointed supervisor of
the facility introduced the researcher to the patients. It
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was practical to interact with the patients during general
administration before they were redirected to specific
consultation areas. Thereafter, the researcher verbally
informed the prospective participants that their participation
is voluntary and that there are no incentives applicable and
guaranteed them anonymity and confidentiality.

The researcher first explained the purpose of this study as
well as the scope of involvement of the patients. This was
done in the prospective participants’ preferred language of
communication between English, and IsiZulu and IsiXhosa.
Subsequently, each member who agreed to participate verbally
indicated informed consent which was captured on the digital
questionnaire. Then the researcher proceeded to administer
the digital questionnaires using a tablet as an electronic device
to capture the responses. The use of an electronic device,
optimised and streamlined data management because this
decreased the need to carry hard copies of the collected data.
It also decreased the risk of possible cross-contamination of
the paper-based hard copies by contact- transmissible viruses
such as Covid-19. This process was carried out until there
were no more individuals presenting to the facility.

Ethical Considerations

This study was conducted following the ethical guidelines of
the University of KwaZulu-Natal and ethical clearance was
obtained from the Humanities and Social Sciences Ethics
Committee  (HSSREC/00000/444/2019).  Subsequently,
gatekeeper permissions were obtained from various
authorities before commencing the research study. Firstly,
permission was obtained from the Department of Health,
KwaZulu-Natal, to conduct research in the provincial
health facilities that have dental services. This was followed
by gatekeeper permissions from the Harry Gwala and
eThekwini health district offices. After the districts had
granted their permission, the managers of the dental facilities
were contacted to offer their support which was useful in
obtaining the final gatekeeper permission from the managers
of respective public health facilities.

www.sada.co.za / SADJ Vol. 81 No.2
https://doi.org/10.17159/sadj.v81i02.22833
The SADJ is licensed under Creative Commons Licence CC-BY-NC-4.0.

Data analysis

The data collected via Google Forms was exported to a MS
Excel spreadsheet for data verification and organisation in
preparation to be statistically analysis. The statistical data
analysis was conducted using R Statistical computing
software of the R Core Team, 2020, version 3.6.3.
Where applicable, the descriptive statistics of numerical
measurements  were summarised as the minimum,
maximum, quartiles, interquartile range, means, standard
deviation and the coefficient of variation. On the other hand,
the categorical variables were described as counts and
percentage frequencies where Likert plots were used to
visually display the categorical variables. Kruskal Wallis was
used for assessing the median difference of the non-normally
distributed measurements for at least three categories and
post-hoc tests were conducted using Dunn test for significant
difference in the medians. To determine the association
between categorical variables, a Chi-Square Test was used
and when the distribution of the cross tabulations contained
an expected value of less than five, a Fisher’s exact test was
applied. In the case of significant difference between the Chi-
Square or Fisher exact test, a row wise paired z-test was
used as a post hoc analysis following the omnibus tests
(Chi-Square or Fisher exact test). All the inferential statistical
analysis tests were conducted at 5% levels of significance.
The results are presented in the form of descriptive and
inferential statistics.

RESULTS

A total of 770 out of 810 patients consented to participate
in the study with a 95% response rate, of which 73.9% were
female (p=0.016). The majority of participants were between
the ages of 30 to 50 (n=396; 47.9%), followed by those aged
50 and above (n=218;28.3%). The least represented age
group is the 18 to 30 (n=183; 23.8%). The data on age groups
shows a statistical significance (p= 0.054) with non-normal
distribution across urban, peri-urban and rural participants,
hence the Kruskal Wallis pairwise test was applied to
determine the median differences within independent

Table 1: Distribution of participants according to age, gender and level of education by location.

Rural

Location (N=450)

Age in years

Median(Q1-Q3)

35.0(29.0-48.5) 40.0(31.0-53.0)

n(Min-Max) 136(18.0-86.0) 450(18.0-85.0)
Age

<30yrs 36 (26.5%) 97 (21.6%)
30-<50yrs 66 (48.5%) 208 (46.2%)
50+yrs 34 (25.0%) 145 (32.2%)
Sex

Female 89 (65.4%) 348 (77.3%)
Male 47 (34.6%) 102 (22.7%)

Peri-urban area

(N=184) p-value

Kruskal

Level of education

No education 3(2.2%) 24 (5.3%)
Primary 6 (4.4%) 62 (13.8%)
High School 101 (74.3%) 337 (74.9%)
Vocational 1(0.7%) 5(1.1%)
Tertiary 25 (18.4%) 22 (4.9%)

36.0(29.0-46.5) 0.002 38.0(30.0-51.0)

184(18.0-78.0) 770(18.0-86.0)
0.054

50 (27.2%) Chisq. 183 (23.8%)

95 (51.6%) 369 (47.9%)

39 (21.2%) 218 (28.3%)
0.016

132 (71.7%) Chisg. 569 (73.9%)

52 (28.3%) 201 (26.1%)
<0.001

5(2.7%) Chisq. 32 (4.2%)

32 (17.5%) 100 (13.0%)

131 (71.6%) 569 (74.0%)

3(1.6%) 9 (1.2%)

12 (6.6%) 59 (7.7%)
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locations. About 74.0% of participants indicated high school
education as their highest education obtained. Data showed
high statistical significance for responses about the level of
education (p=<0.001). The majority of participants indicated
that they reside in rural areas with (n=450; 58.4%). The
distribution of the participants according to age, gender and
level of education by location is presented in Table 1.

As shown in Table 2, the overall responses indicate that pain
from teeth and gums were reported by majority of patients

Table 2: Reasons for visiting a dentist by location.

Urban

Location (N=136)

Advice and oral screening

Strongly Disagree 106 (79.1%) 394 (88.7%)
Disagree 3 (2.2%) 4 (0.9%)
Neutral 0 (0.0%) 0 (0.0%)
Agree 5 (3.7%) 13 (2.9%)
Strongly Agree 20 (14.9%) 33 (7.4%)
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as the reasons for visiting a dentist (n=509; 70.2%). For
this variable, participants from the peri-urban area account
for 78.7%, urban area accounting for 76.7, whilst rural
participants accounted for the lowest percentage of 64.8%
with a high statistical significance (p=<0.001). Visiting a
dentist for oral screening and dental advice has the lowest
percentage of 10.5%. For this variable, participants from rural
areas accounted for the least responses of 7.4% with urban
and peri-urban closely related at 14.9% and 15% respectively
with a moderate statistical significance (p=0.026).

Peri-urban area Overall
(N=184) AL (N=770)
0.026

141 (81.5%) Chisg. 641 (85.4%)
1 (0.6%) 8 (1.1%)

1 (0.6%) 1(0.1%)

4 (2.3%) 22 (2.9%)
26 (15.0%) 79 (10.5%)

Pain from teeth or gums <0.001

Strongly Disagree 4 (3.0%) 68 (16.1%)
Disagree 9 (6.8%) 25 (5.9%)
Neutral 5 (3.8%) 30 (7.1%)
Agree 13 (9.8%) 26 (6.1%)
Strongly Agree 102 (76.7%) 274 (64.8%)

The results on access to private and public dental facilities by
location are presented in Table 3. Overall, the majority of the
participants from all represented locations indicated that they
last presented to a public oral health facility for their dental
needs at 76.4 % of which 80.9% of participants came from
rural areas, followed by peri-urban at 77.4% and the least
percentage representation came from the urban areas at
36.4%. The data shows a strong statistical significance of
(p=<0.001).

The distribution of number of missing teeth and the last visit
to the dentist by age are presented in Table 4. Overall, the
highest number of teeth missing across all age groups is in
the range of 1-9 (n=540; 70%) with participants aged 30
to <50 representing the majority (n=280; 75.9%), followed
by age 50 and above (n=153; 70.2%) and the lowest being
participants aged 18 to 30 (107;58.5%). The data for this
variable shows a strong statistical significance (p=<0.001).
The majority of participants indicated that they last visited
a dentist over 5 years ago (n=272; 35.5%) with participants

Table 3: Access to private and public dental practices by location by location.

18 (10.7%) Chisg, 90 (12.4%)
7 (4.1%) 41 (5.7%)

5 (3.0%) 40 (5.5%)

6 (3.6%) 45 (6.2%)
133 (78.7%) 509 (70.2%)

aged 50 and above having a high representation (n=100;
46.3%) in this variable. The second largest category is that
of participants who have never visited a dentist at 23.8%
(n=182) with the 18 to 30 years old age group accounting
for the majority at 31.7%. These results have a statistical
significance of p=0.001.

The indicated reasons for the participants who desire to
replace the missing teeth by age groups are illustrated in a
Likert plot in Figure 1. This applied to those participants who
in the questionnaire indicated having missing teeth but are not
wearing any prosthesis. Statistically significant variables were
difficulty to chew food (p=0.007), difficulty smiling (p=0.042),
feelings of embarrassment (p=0.044), limited consumption of
food (p=0.003) and being made fun of by people (p=0.020).
The variables that showed no statistically significant differences
among different age groups were the avoidance of social
activities (p=0.331), difficulty to pronounce words (p=0.79),
discomfort and avoidance of speaking in public (p=0132) and
inability to bite food (p=0.902).

Peri-urban area

Location

Type of dental practice

(N=184)

Private dental practice 44 (36.4%) 63 (19.1%) 26 (19.0%) Chisq. 133 (22.6%)
Public health facility 76 (62.8%) 267 (80.9%) 106 (77.4%) 449 (76.4%)
Not sure 1 (0.8%) 0 (0.0%) 4 (2.9%) 5 (0.9%)
Not applicable 0 (0.0%) 0 (0.0%) 1(0.7%) 1(0.2%)

e
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Table 4: Number of missing teeth and last visit to a dentist stratified by age.

Overall
(N=770)

<30yrs
(N=183)

30-<50yrs
(N=369)

50+yrs (

Age N=218)

Number of missing teeth

None 76 (41.5%) 80 (21.7%) 23 (10.6%) Chisg. 179 (23.2%)
9-Jan 107 (58.5%) 280 (75.9%) 153 (70.2%) 540 (70.1%)
19-Oct 0 (0.0%) 5 (1.4%) 23 (10.6%) 28 (3.6%)
>20 0 (0.0%) 0 (0.0%) 11 (5.0%) 11 (1.4%)
Some 0 (0.0%) 2 (0.5%) 4 (1.8%) 6 (0.8%)
All 0 (0.0%) 2 (0.5%) 4 (1.8%) 6 (0.8%)
Last visit to a dentist 0.001
Never 58 (31.7%) 82 (22.3%) 42 (19.4%) Chisa. 182 (23.8%)
<1yr 27 (14.8%) 57 (15.5%) 24 (11.1%) 108 (14.1%)
1-<2yrs 21 (11.5%) 34 (9.3%) 22 (10.2%) 77 (10.1%)
2-4yrs 33 (18.0%) 66 (18.0%) 28 (13.0%) 127 (16.6%)
5+yrs 44 (24.0%) 128 (34.9%) 100 (46.3%) 272 (35.5%)
Avoiding social activities, p=0.331 (n=96) DISCUSSION
50+yrs | g% L 14% The results highlight significant perceived
30-<50yrs 4 74% 26% disparities in dental health access based on
0 - 2% | |ocation, age, and education level, underscoring
Difficult to chew food, p=0.007 (n=456) the need for targeted interventions to improve
50+yrs - 539 [ 47% oral health care, particularly in rural areas.
30-<50yrs 4 62% 38%
30 | _74% : 2% ] |n this study, 74% of participants indicated high
Difficult to pronounce words, p=0.792 (n=99) school education as their highest education
50+yrs { 49% " i 51% obtained. This is consistent with studies that
3°‘<gg>"3' 48% ‘ 52% | reported a demonstrable positive correlation
< - .
e e %] petween education, oral health awareness and
Difficulty smiling, p=0.042 (n=95) practices, and lower OHRQoL." ¢ The overall
50+yrs 1 69% ] 3% results of this study showed a concerning lack
30’33“2‘ 45% = ! 5% | of commitment to oral health care with majority
aab= . - . of participants reporting to have last visited a
Discomfort and avoidance of speaking in public, p=0.132 (n=93) dentist over 5 years ago, and predominantly
50+yrs 4 68% T 2% being patients who are 50 and above. This
330'223“2‘ 7% $3% | supports the sentiment by multiple authors
= N that highlight the need to address the impact
Feelings of embarrassment, p=0.044 (n=97) of poor oral health on the quality of life of
50+yrs | 69% ] . | 3% older adults due to people living longer in all
30-<50yrs | 45% 5% | parts of the world. & ¢ 17 Equally concerning is
<30yrs 4{ 28% 62% L
that younger participants of the 18 to 30 age
Inability to bite food, p=0.902 (n=97) group reported to have never visited a dentist.
50+yrs { 36% [ e4% | This is an edentulism risk factor since these
00w 1-41% S 9% | young patients may end up seeking oral health
<30yrs { 38% 62% ; } .
interventions when only dental extractions
limited consumption of food, p=0.003 (n=460) can be the solution, which perpetuates the
50+yrs 4 s6% [ | 44% prevalence of tooth loss as reported by
30"228&2: iy 2% Mithethwa, Mahomed.” Considering that the
majority of participants indicated that they
People are making fun of me, p=0.020 (n=74) reside in rural areas, it is important to explore
0 5g;WS< 80% - 20% | the determinants of access to primary oral
-<00yrs 4 48% L 52% H H
<Sows 1oy - e health, particularly in the rural areas. Such

100

50 0 50 100
Percentage

Response: ' Disagree M Agree

Figure 1: A Likert plot of reasons for the participants to replace the missing teeth by age

groups.

information could inform and strengthen oral
health planning in the province.

Reasons for seeking oral health services
This study’s findings indicate that most
individuals who sought access to oral services
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do so only when they start experiencing pain from teeth and
gums. This is consistent with findings from another study
which purported that while dental treatment in most public
primary health care facilities is free or highly subsidised,
patients continue to access dental treatment only in the
symptomatic phases of the disease, making pain the driving
force for seeking relief.’®In support of these findings, Thema
and Singh,* reported that there is a possibility of teeth being
extracted as a quick solution to pain and discomfort without
exploring the benefits of saving and restoring the dentition in
public primary health care facilities.

This delay in seeking oral health highlights a gap in patient
education on the importance of regular dental check-ups
even when they are not experiencing pain. This correlates
with this study’s low results on the participants who indicated
that they visit a dentist for oral screening and dental advice,
particularly from those representing the rural areas.

Dependence on public oral health facilities

From the results of this study, there is an indication of
significant predominance of access to public oral health
facilities in comparison to private dental practices, with
majority of participants representing rural areas. A study
that investigated oral health community engagement for
rural communities reported that while oral health strategies
were effective in improving the oral health and quality of life
of children and edentulous older adults in rural communities,
these communities are still heavily burdened by oral diseases,
due to unequal access to dental care and a shortage of oral
health professionals.'® This suggests that there are disparities
between urban, peri-urban, and rural areas in terms of equity
of access to oral health services that are not part of public
health care. The implications of this is individuals who are
predisposed to living with edentulism since the essential oral
health services do not include basic dentures. Subsequently,
this necessitates the review of the current essential oral
health package and consider the incorporation of basic
dentures. This study further found that participants across all
age groups reported having lost between 1-9 natural teeth,
especially in the ages 30 to 50 and above.

Reasons for needing to replace missing teeth

The results of this study indicated that all participants
reported that they need to replace their missing teeth not
only because of the obvious functional effects of tooth loss,
but due to psychological effects as well. These results are
consistent with the findings of one study which reported that
there is significant evidence of causality between tooth loss
and depression symptoms.2° While these participants may
be experiencing these negative psychological effects, such
as difficulty smiling and feelings of embarrassment, they also
indicated that they are not affected to the extent of avoiding
social activities. This may be due to the iteration by Kimmie-
Dhansay, Pontes,” that, cultural beliefs and personal values
about appearance have an influence on how tooth loss
affects individuals.

RECOMMENDATIONS

The results of this study indicate that there is a need to
strengthen oral health education and improve community
outreach programmes to resolve the issue of individuals
seeking oral health care too late, which often leads to tooth
extractions being the only treatment to relieve symptoms. With
the occurrence of tooth loss being associated with advancing
in age and considering that people are living longer, there
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needs to be an all-inclusive strategy that does not leave out oral
rehabilitation through basic prostheses, for those patients who
are already living with some form of edentulism. As mentioned
earlier in this paper, the Global Oral Health Action Plan (2023-
2030) is determined to address oral health inequities through
a comprehensive framework that emphasises prevention,
promotion, and integration into universal health coverage
in rural areas. However, there needs to be an all-inclusive
strategy that does not leave out oral rehabilitation through
basic prostheses, for those patients who are already living
with edentulism. Thus, the current district level oral health care
plans should consider incorporation of basic partial dentures
in primary oral health care.

There is a need for a province-wide research to determine
whether there is gender-based, age-based location and
cultural related barriers to accessing oral health care,
particularly prosthodontic restorations. Due to the limitations
of this scope of this study, more research in the form of
cohort studies is necessary, to uncover and report on the
extent of the need for dentures for all districts in the KZN
province. Another area of future research is a prospective
study that will track younger patients over a period of time
from their initial tooth extraction treatment to determine
the frequency of their return for further extractions with the
intention to highlight the potential contribution of exodontia
to edentulism.

STENGTHS AND LIMITATIONS OF THE STUDY
The study findings provided an important snapshot of the
current state of edentulism for individuals who access the
public oral health facilities. While, other studies have reported
on patients accessing oral health services in the public sector,
this is the first study, to our knowledge, that specifically
focused on edentulism in the identified research sites.

Despite the value of such information, some limitations
were noted. The main limitation of this study was the cross-
sectional design. Thus, this study could not establish cause-
and-effect relationships in respect of edentulism, because
data was collected at a single point in time. The study results
are also susceptible to self-reported bias whereby the data
collected may be inaccurate due to being influenced by the
participants’ social desirability bias or recall bias which may
lead to under- or over-reporting of the impacts of edentulism.
It may be worthwhile for this type of research to include a
clinical examination component so as to corroborate the
reported findings with clinical data from the same participant.
Sample bias could also have been possible as most
participants of this study came from rural areas. However,
this study provided much needed baseline information on
patient’s perspectives of accessing facility-based oral health
care and such information could be of value to oral health
planners in the region.

CONCLUSION

This study found that both psychological and functional
impacts of edentulism were reported as the reasons why
most patients indicated their need to replace their missing
teeth. These results present an opportunity for an exploration
of the potential to incorporate basic removable partial
dentures in the essential oral health package at district level
in KZN. The study findings further suggest that participants
in rural settings reported poor access to facility-based oral
health care and that pain was the major reason for seeking
care. This highlights the need to strengthen oral health
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education and community outreach programmes in the
identified research sites.
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