
ABSTRACT 
Background
Oral health remains a significant public health concern globally, 
particularly in developing countries such as South Africa 
(SA). Oral health professionals (OHPs) continue to endure 
the burden of oral diseases particularly in rural communities 
due to oversight of oral health in all levels of healthcare 
system and lack of initiatives that promote oral health and 
quality of life. Oral health community engagement activities 
(OHCEAs) are mechanisms for achieving the key goals of 
the national oral health policy and strategy for delivering 
oral health services in rural communities. This initiative is a 
purpose-driven collaborative effort involving OHPs, nurses, 
community healthcare workers (CHWs), community leaders, 
and members, aimed at promoting oral health, increasing 
access to oral health services, and improving the general 
health of underserved populations in rural SA.

Aim and objectives
The study aimed to explore the knowledge, perceptions, and 
practices of OHPs regarding OHCEAs in a South African rural 
setting.

Methods
This was a mixed-methods cross-sectional study. A self-
administered questionnaire of closed and open-ended 

questions was used to collect information among 32 OHPs 
providing oral healthcare services in a public healthcare sector. 
Quantitative data were analysed using SPSS version 29.0 
(IBM Corp, USA), while qualitative was analysed thematically 
using ATLAS.ti software version 7.1.3.
 
Results 
The response rate of the study was 100% (n=32). More than 
half (56.3%) agreed that there was no active availability of 
OHCEAs in the surrounding communities, while nearly half 
(46.9%) expressed uncertainty regarding the monitoring 
and evaluation. Half (50%) of the participants believed that 
introduction of OHCEAs enhanced oral health awareness 
among rural community members, while 78.1% of participants 
perceived OHCEAs as a long-term and ongoing strategy 
for promoting oral health. Some of main emergent themes 
included: resource constraints and infrastructural challenges; 
and integrated oral health and curative care approaches. 
 
Conclusion 
The study demonstrated that OHPs had sound knowledge 
of OHCEAs and positive perspectives regarding their impact 
on implementation. However, this initiative remains poorly 
implemented, with service provision predominantly confined 
to curative care owing to challenges arising from various 
levels of the public healthcare system.
 
INTRODUCTION 
Oral health is a key indicator of an individual’s overall health, 
well-being, and quality of life.1–3 Nevertheless, the prevalence 
of oral diseases continues to pose a public health challenge, 
affecting an estimated 3.5 billion individuals worldwide.4 In 
Africa, over 480 million individuals struggle with untreated oral 
diseases daily.5 Although SA produces highly skilled OHPs to 
address these issues, oral health has not been prioritized by 
policymakers and government leaders.6 As a result, SA has 
reported a prevalence of approximately 41% for untreated 
caries in deciduous teeth, 27.9% for untreated caries in 
permanent teeth, 24.8% for severe periodontal disease, and 
8.4% for edentulism, in addition to nearly 1933 new cases of 
lip and oral cavity cancer.7

These diseases can be effectively prevented through the 
establishment of supportive environments, adequate access 
to Primary Health Care (PHC) resources, sufficient financial 
resources, mindful health behaviours, and increased 
awareness of oral health.8,9 However, the current healthcare 
system in SA faces significant challenges in adequately 
meeting the healthcare demands of its population.10–12 These 
challenges include the maldistribution and shortage of OHPs, 
as the country only 6,350 dentists, 898 dental therapists, and 
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1,252 oral hygienists13. Moreover, there has been decades of 
underfunding for oral health, a lack of an oral health directorate 
for ministerial health discussions,6 lack of advocacy for oral 
health policy review14, and unclear integration of oral health 
into PHC.15–17

Social support is a key initiative endorsed by the World 
Health Organization (WHO),18 which can be realized through 
community engagement (CE), mainly for underserved 
groups. This collaborative effort aims to foster relationships 
among stakeholders to address health-related issues 
and enhance overall well-being by achieving positive 
health outcomes19. This effort aligns with the Sustainable 
Development Goals (SDGs), particularly SDG 3 (good health 
and well-being), SDG 4 (quality education), SDG 10 (reduced 
inequality), and SDG 17 (partnerships for goal achievement)20 
and holds the potential to improve oral health outcomes 
and promote Universal Health Coverage (UHC) for all 
individuals21,22. However, this effort faces several challenges, 
including a lack of competencies among OHPs to conduct 
CE6, a concentration of OHPs in urban areas,23 insufficient 
governmental support, unsustainable resources allocated 
to oral health promotion,24 and community members poor 
knowledge and negative attitudes towards oral health, which 
are deeply rooted in cultural beliefs.25

Furthermore, these communities frequently encounter 
significant obstacles in accessing and utilizing high-quality 
public oral health services.26 In Limpopo Province, SA, 
approximately 67.5% of the rural population lives in poverty, 
rendering it the most socioeconomically disadvantaged 
province in the country27. Consequently, dental extractions 
account for approximately 85% of oral health services in the 
province, attributable to several factors. These factors include 
a shortage of OHPs, poor supportive policy frameworks, 
lack of financial resources, and poor representation of oral 
health in the healthcare system28. Additionally, the ineffective 
implementation of community outreach programs is primarily 
due to a lack of dental equipment and materials, coupled with 
a deficiency in mobile oral health services and inadequate 
infrastructure28–30. Furthermore, there is a noticeable trend 
of community dentistry specialists relocating from rural 
to metropolitan areas,12 while facility managers have not 
effectively promoted these programs, largely due to their 
limited oral health knowledge.30

To address these challenges, there is an increasing global 
demand for strategies to reduce the prevalence of oral 
diseases, particularly in rural communities. These strategies 
include, but are not limited to, the adoption of e-health 
approaches31–33, implementation of interprofessional and 
collaborative practice15,33–35, introduction of incentives for 
OHPs for rural practice6,36–38, and training and distribution of 
CHWs16,39,40. Despite these initiatives, OHPs are still heavily 
burdened by the high prevalence of oral diseases in rural 
communities. Therefore, this study aimed to explore the 
knowledge, perceptions, and practices of OHPs regarding 
OHCEAs in the Vhembe District of Limpopo Province.

METHODOLOGY 
Study design and setting 
This mixed-methods cross-sectional study was conducted 
to investigate the extent of OHPs’ knowledge, perceptions, 
and practices related to OHCEAs, which are integral to 
promoting oral health in rural communities. The study was 
conducted in the Vhembe district, one of the five districts in 
Limpopo Province in SA. The study population was drawn 
from 12 healthcare facilities, including seven hospitals and 

five community health centers, all of which provided oral 
healthcare services to rural communities in the district.

Sampling and selection criteria
A whole population approach was used to identify the 
participants in the district. The study participants (n=32) 
comprised OHPs, including dentists (n=22), dental therapists 
(n=3), and oral hygienists (n=7) who provided oral health 
services in the district. The inclusion criteria for participation in 
the study were based on the assumption that all OHPs were 
engaging and interacting with rural community individuals 
in terms of oral health care service provision. The study 
excluded all professionals who did not consent to participate 
in the study. 

Participant recruitment 
Following the receipt of approval to conduct the study from 
the Human Resource Development Office of each healthcare 
facility, meetings were organized with OHPs. These meetings 
were led by clinical managers, who serve as the leaders of 
the oral health team at each facility, to apprise them of the 
study’s objectives. The researcher ensured that information 
sheets, informed consent forms, and questionnaires were 
left with the clinical managers for distribution to those who 
were willing to participate. The researcher emphasized that 
participation in the study was entirely voluntary. Weekly 
follow-ups were done, and all signed informed consent 
forms and completed questionnaires were collected from the 
managers. Recruitment process was conducted between 
November 2023 and February 2024

Data collection 
The self-administered questionnaire consisted of both 
open- and closed-ended questions, which were adapted 
from previous studies30,41–43 and validated through pretesting 
to eliminate any ambiguities and refine the questions. 
The questionnaire included 24 questions systematically 
organized into two sections. The first section of the 
questionnaire focused on the demographic characteristics 
of the participants, including age, sex, profession, highest 
level of education, and experience in the public sector. The 
second section of the questionnaire was divided into three 
subsections: the first addressed knowledge, the second 
examined perceptions, and the third explored practices 
related to OHCEAs in the rural communities of the Vhembe 
district.

Knowledge-related questions included the following closed-
ended questions: leadership and management ensure 
long-term sustainability of OHCEAs; OHCEAs supported by 
adequate infrastructure, financing, and resources; sufficient 
OHPs available to conduct OCHEAs; active availability of 
OHCEAs in surrounding rural communities; existence of other 
established oral health initiatives; lengthy implementation of 
OHCEAs in rural communities and monitoring and evaluation 
system. The question regarding the challenges experienced 
was open-ended.

Perception-related questions included the following closed-
ended questions: OHCEAs increased oral health awareness 
among rural community members; healthcare facility 
managers prioritize oral health promotion through OHCEAs; 
sufficient support for OHPs development to conduct 
OHCEAs and OHCEAs as a long-term intervention strategy. 
The question on strategies that could be integrated to 
enhance the implementation of OHCEAs was open-ended.
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Practice-related questions included the following open-
ended questions: What types of oral health services do 
OHPs provide during community engagement? What other 
strategies do you integrate in your facility that build up to 
advance OHCEAs in rural communities?
 
All closed-ended questions were structured using a Likert 
scale, allowing participants to indicate their level of agreement 
with the following options: (1) Strongly Agree, (2) Agree, (3) 
Unsure, (4) Disagree, and (5) Strongly Disagree. Similarly, all 
open-ended questions permitted participants to elaborate 
on their responses, thereby enabling them to express their 
perspectives and provide insights without any constraints. 
To ensure participant anonymity, each returned questionnaire 
was assigned an alphanumeric code (e.g., P1).

Data analysis 
Close-ended data were first cleaned and coded and then 
each response to each question was captured onto an Excel 
spread sheet and analysed using the Statistical Package 
for Social Sciences (SPSS) Version 29.0 (IBM Corp, USA). 
The data analysis included descriptive statistics such 
frequencies, and percentages, which were used to describe 
the characteristics of the study participants, as well as 
Knowledge and Perceptions scores, and thereafter results 
are presented in tables. 

Open-ended data were entered into an Excel spreadsheet. 
Thematic analysis was employed for the open-ended 
questions. The responses were initially read multiple times by 
the primary author to gain familiarity with the data (to establish 
connections within the data). For the subsequent steps, the 
data were uploaded into ATLAS.ti software (version 7.1.3) to 
facilitate coding and categorization, enabling assessment and 
comparison of emergent themes for possible associations, 

and to enhance the efficiency of the data analysis process. 
Confirmability was established by including actual verbatim 
quotations from the participants.

Ethical approval 
Ethical approval was obtained from the Biomedical Research 
Ethics Committee at an institution of higher education and 
training in the Western Cape, SA (BM23/6/16) and the Limpopo 
Department of Health (LP_2023-10-006). Additionally, the 
Vhembe district municipality granted gatekeeper permission 
to recruit participants (S5/4/2/3). An information sheet detailing 
the purpose of the study was distributed to all participants, 
and informed consent was obtained from all participants 
who agreed to participate in the study. The participants were 
informed that they could withdraw from the study at any 
time, without penalty. The institution’s name and data were 
anonymized to ensure confidentiality. Data reporting was 
conducted with caution to safeguard participants’ identities. 
The raw data were securely stored in a locked cupboard, and 
the electronic data were protected by passwords, with access 
restricted to the researchers.

RESULTS 
Demographic characteristics of participants  
The study achieved a complete response rate of 100% 
(n=32). Approximately 37.5% of the participants were aged 
between 35 and 40 years old. Most participants were male 
(59.4%). The predominant professional background of the 
participants was dental surgery, with 68.8% identifying as 
dental surgeons. Furthermore, 59.4% of the participants 
held BDS/BChD degrees as their highest level of education. 
Slightly more than half (53.1%) of the participants reported 
possessing 5–10 years of experience in public sector. Other 
demographic characteristics of participants are listed in 
Table 1.

Table 1. Demographic characteristics of participants  

Variables n %

Age ranges

23-28 years 3 9,4%

29-34 years 11 34,4%

35-40 years 12 37,5%

41> years 6 18,8%

Gender
Female 13 40,6%

Male 19 59,4%

Profession
Dental Surgeon 22 68,8%

Dental Therapist 3 9,4%

Oral Hygienist 7 21,9%

Highest level of education

BDS/BChD 19 59,4%

BDT 1 3,1%

MDS/MSc 1 3,1%

MPH 1 3,1%

OH/BoH 6 18,8%

PG Dip Dent 3 9,4%

PG Dip Public Health 1 3,1%

Experience in Public Sector

0-5 years 5 15,6%

5-10 years 17 53,1%

10-20 years 6 18,8%

20> 4 12,5%
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Knowledge 
More than half (59.4%) of the participants disagreed that 
leadership and management support for the long-term 
viability of the OHCEAs in promoting oral health in rural 
communities existed. Furthermore, an overwhelming majority 
of participants (90.1%) disagreed that there was adequate 
infrastructure, financing, and other resources necessary to 
support these activities (Table 2).

In response to whether there were sufficient OHPs to 
conduct OHCEAs in rural communities, the majority (71.9%) 
of the participants disagreed with the distribution of such 
personnel. This shortage posed a challenge to surrounding 
rural communities, as more than half (56.3%) of the 
participants disagreed that OHCEAs were actively available 
in these settings.

More than half (59.4%) of the participants agreed that there 
are other established oral health initiatives that promoted 
oral health in rural communities. Furthermore, 43.7% of 
the participants agreed that these initiatives had been 
implemented in rural communities for a longer period. 
However, almost half (46.9%) of the participants were 
uncertain about the monitoring and evaluation of all these 
initiatives.

Several emerging themes were identified in response to 
the following question: What challenges do you experience 
in implementing OHCEAs? Table 3 shows the themes and 
subthemes of the challenges experienced by OHPs in 
implementing OHCEAs.

Table 3: Challenges experienced by OHPs in implementing OHCEAs.

Themes Sub-themes

Resource 
constraints, 
infrastructure, and 
transportation 
challenges

• Shortage of OHPs
• Lack of financial support for OHCEAs 
• Lack of mobile health services
• Geographical isolation of communities

Oral health policy 
• Inadequate PHC facilities for OHCEAs
• Lack of clear guidelines for OHCEAs

Intrinsic 
determinants of oral 
health

• Lack of oral health knowledge
• �Lack of community interest and 

participation to OHCEAs

Administrative 
and organizational 
challenges 

• �Lack of leadership and advocacy for 
oral health

• �Lack of staff development and training 
for community health

Resource constraints, infrastructure, and transportation 
challenges 
Participants highlighted that the scarcity of OHPs poses a 
significant barrier to the effective implementation of OHCEAs 
designed to promote oral health in rural communities.

“There are very limited resources, particularly dental 
professionals, available in order to provide wholesome 
community engagement initiatives” (P27)

Participants indicated that insufficient financial support 
constrains OHPs’ capacity to expand their reach and effectively 
engage with underserved communities through OHCEAs

Table 2: Knowledge of OHCEAs for rural communities 

Knowledge

Strongly 
Agree

Agree Not Sure Disagree
Strongly 
Disagree

n (%) n (%) n (%) n (%) n (%)

Leadership and management promote oral health by 
ensuring the long-term sustainability of OHCEAs in rural 
communities.

0 (0%) 12 (37.5%) 1 (3.1%) 7 (21.9%) 12 (37.5%)

These initiatives are supported by adequate 
infrastructure, financing, and other resources.

1 (3.1%) 1 (3.1%) 1 (3.1%) 18 (56.3%) 11 (34.4%)

There are sufficient OHPs available to promote oral 
health through OHCEAs in rural communities.

4 (12.5%) 2 (6.3%) 3 (9.4%) 18 (56.3%) 5 (15.6%)

In the surrounding rural communities, OHCEAs are 
actively available.

0 (0%) 7 (21.9%) 7 (21.9%) 15 (46.9%) 3 (9.4%)

Other established oral health initiatives also exist that 
promote oral health in these communities.

4 (12.5%) 15 (46.9%) 5 (15.6%) 8 (25.0%) 0 (0%)

These have been implemented in rural communities for 
an extended period of time.

1 (3.1%) 13 (40.6%) 6 (18.8%) 10 (31.3%) 2 (6.3%)

There is a system in place for the monitoring and 
evaluation of these activities.

1 (3.1%) 6 (18.8%) 15 (46.9%) 10 (31.3%) 0 (0%)
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“Lack of financial support to make those initiatives possible on 
a large scale and this leaves the practitioners not functioning 
fully” (P13)

Participants emphasized the need for mobile oral health 
services in rural communities, noting that the current 
mobile dental units are frequently in substandard condition. 
This challenge impedes service delivery and restricts the 
implementation of OHCEAs beyond teeth extractions. 

“Lack of functional mobile clinic to service remote areas, when 
we do go, we only offer single treatment to the patients which 
is only extractions” (P22)

Participants highlighted geographical isolation as a major 
challenge in implementing effective OHCEAs. They emphasized 
that the remote locations required significant travel over long 
distances on bad roads to reach the nearest community. 

“We have challenges with transportation to go to the 
communities, particularly regarding distance and bad roads 
which makes us compromise the service provision” (P23) 

Oral health policy
Participants expressed the necessity of revising oral health 
policy to improve the integration of oral health services into 
PHC. This need arises from the existing inadequacies in PHC 
facilities, which currently hinder the effective organization and 
implementation of OHCEAs aimed at promoting preventive 
oral health.

“Lack of infrastructure, such as not having a good physical 
structures, such as primary health care facilities that support 
oral health” (P14) 

The need for guiding principles in community oral health 
initiatives, particularly concerning the implementation of 
OHCEAs in rural communities, remains a significant challenge. 
It has been identified as both relevant and essential for 
adoption to establish a framework for oral health promotion, 
as current initiatives are sporadic and typically conducted as 
and when. 

“Lack of proper strategy to reach out to the communities. We 
do not have any guidelines or strategies other than conducting 
oral health awareness campaigns during oral health months” 
(P26)

Community members knowledge and attitude 
Participants identified poverty as a significant barrier to the 
effective implementation of OHCEAs because of its substantial 
impact on educational attainment. Limited access to 
educational opportunities leads to low health literacy, resulting 
in poor oral health knowledge uptake. This challenge is central 

to the low participation rates in the OHCEAs.

“Lack of knowledge about oral health as they are people who 
are poor…” (P31)

“Lack of basic education that can help enhance oral health 
education” (P24)

Participants observed that community members held 
unfavourable perspectives regarding oral health, emphasizing 
the need for a paradigm shift to stress the significance of oral 
health and its association with overall health. This concern has 
been recognized due to strong cultural beliefs, inadequate 
response and low participation rate in OHCEAs.

“Oral health is not seen as a priority. There is a lack of interest 
and participation from community members, their turn up 
is low and they do not find it necessary to listen to us and 
practice what we teach them. Communities strongly guided 
by cultural beliefs” (P16)

Administrative and organizational challenges 
Participants highlighted a significant lack of advocacy for 
oral health, as healthcare services predominantly focus on 
medical care, neglecting the integration of OHCEAs. This 
persistent fragmentation within healthcare services fosters the 
misconception that oral health is separate from overall health 
and well-being. 

“Lack of support from the district leadership including facility 
managers because they prioritize medical care instead” (P29)

Participants expressed the need for additional training and 
development for OHPs to enhance their competencies 
in community health services, particularly for the effective 
implementation of OHCEAs. Nonetheless, a significant 
challenge persists owing to insufficient leadership support for 
professionals seeking to acquire these skills.

“Strengthen oral health services by training dental professionals 
for community services” (P08)

“Lack of interest from government in terms of staff support, 
growth and involvement…” (P09)

Perceptions
When asked for their opinions, half (50%) of the of the 
participants agreed that the introduction of OHCEAs increased 
awareness of oral health among rural community members. 
In contrast, one-fourth (25%) of the participants remained 
uncertain about its impact. In response to whether healthcare 
facility managers prioritize oral health promotion through 
OHCEAs in rural communities, nearly half (46.9%) of the 
participants expressed disagreement (Table 4).

Table 4: Perceptions of OHCEAs rural communities

Perceptions
Strongly Agree Agree Not Sure Disagree Strongly Disagree

n (%) n (%) n (%) n (%) n (%)

I believe that the introduction of OHCEAs has increased 
rural community members awareness of oral health.

5 (15.6%) 11 (34.4%) 8 (25,0%) 8 (25.0%)	 0 (0%)

I believe that healthcare facility managers prioritize oral 
health promotion through OHCEAs in rural communities.

3 (9.4%	 11 (34.4%) 3 (9.4%) 13 (40.6%) 2 (6.3%)

I believe that there is sufficient support for OHPs (e.g., 
staff development) to conduct OHCEAs.

1 (3.1%) 1 (3.1%) 2 (6.3%) 18 (56.3%) 10 (31,3%)

I believe that OHCEAs in rural communities are a long-
term and ongoing intervention strategy.

5 (15.6%) 20 (62.5%) 2 (6.3%) 3 (9.4%) 2 (6.3%)
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Regarding the availability of staff support, a significant 
majority (87.6%) of participants expressed disagreement 
with the assertion that adequate support was provided for 
further training in oral health. A significant proportion (78.1%) 
of participants expressed agreement with the assertion that 
OHCEAs in rural communities constitute a long-term and on-
going intervention strategy.

Several emerging themes were identified in response to the 
following question: What strategies do you think can be 
integrated to enhance implementation of OHCEAs in rural 
communities? Table 5 shows the themes and sub-themes 
of strategies to enhance implementation of OHCEAs in rural 
communities. 

Table 5: Strategies to enhance implementation of OHCEAs in rural 
communities.

Themes Sub-themes

Integrated oral health • Interprofessional practice

Community services • Community oral health workers 

e-health adoption • Communication technology

Community leaders’ 
involvement

• Engaging community leaders

Integrated oral health 
Participants demonstrated a strong belief in the importance of 
an integrated approach to oral health, highlighting the need to 
introduce oral health education training for nurses. This initiative 
aims to foster interprofessional practice, a collaboration 
that believed to have potential to improve OHCEAs and 
consequently improve overall health and well-being. 

“Education facility managers e.g., Nurses particularly in PHC/
CHC about the importance of oral health and the emphasis 
of how oral health relates and directly affects overall general 
health, so that we can work hand in hand” (P07)

Community services 
Participants believed that there is a critical need for the training 
and deployment of community oral health care workers 
to enhance collaboration, bridge the gap between rural 
communities and OHPs, and facilitate the implementation 
of OHCEAs. These workers are believed to be deeply 
connected with the communities and are knowledgeable 
about of local contexts.

“By training and placing community oral health workers in the 
deep rural areas, as oral health professionals can work with 
them in the promotion and awareness of oral health…they 
knowledgeable about the communities” (P27)

e-Health adoption
The adoption of e-health, particularly integration of 
communication technologies such as the WhatsApp mobile 
application, is considered by participants as a promising 
strategy for engaging and reaching members of rural 
communities. The participants believed that this method 
could enhance the implementation of OHCEAs, thereby 
improving oral health promotion.

“Improving our ways of reaching people…there can be 
WhatsApp groups created in the communities to convey 
messages when the oral health outreach personnel go for 
visits so that people can be there in numbers” (P16)

Community leaders’ involvement 
Participants believed that rather than imposing community 
oral health interventions, a more effective strategy might 
involve consistent meetings with community leaders to 
introduce oral health in a broader context. This strategy can 
improve community members’ participation in OHCEAs.

“Organise and conduct frequent community meetings which 
involve community leaders and introduce them to oral health 
education” (P02)

Practices
An emerging theme was identified in response to the 
following question: What types of oral health services do 
OHPs provide during community engagement?

Curative care approach  	
Participants reported performing more dental extractions 
than any other dental procedure, and this is often at the 
request of patients, which impedes OHPs from implementing 
preventive and promotive measures through OHCEAs. 

“Extraction of teeth is done more than preventing and 
promote oral health services” (P08)

“…unless we are providing extractions, they are not interested 
in any other procedure or even oral health education and 
screening” (P27)

Two emerging themes were identified in response to the 
following question: What other strategies do you integrate 
in your facility that build up to advance OHCEAs in rural 
communities? Table 6 shows strategies advancing OHCEAs

Table 6: shows strategies advancing OHCEAs

Themes Sub-themes

Awareness campaign •� �Mass media campaigns e.g., Radio 
broadcasting 

• National oral health month

Preventive measure • Screening, education, and referrals

Awareness campaign
The participants indicated the incorporation of mass media 
campaigns to advance oral health. This medium facilitates 
communication between OHPs and community members, 
thereby enhancing the dissemination of oral health information 
and increasing participation in OHCEAs through community 
radio stations.

“Getting word out there, through health talks e.g., a session 
at a community radio station to have oral health talks where 
people can also call and ask advice” (P16)

Participants highlighted leveraging national oral health 
month as a strategic opportunity to promote OHCEAs and 
encourage community members to prioritize oral health. 
This initiative emphasizes the significance of preventive and 
promotional strategies for enhancing oral health outcomes.

“We extend oral health services during oral health month” 
(P08)

Preventive measures
Participants noted their involvement in delivering various oral 
health services, with a particular focus on preventive strategies 
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such as screenings, oral health education, and referrals 
within healthcare settings. These efforts are supplementary 
activities designed to bolster OHCEAs, typically executed by 
dentists and oral hygienists. 

“Oral hygienist in PHC in the rural communities provide oral 
health screenings, education, referrals, while Dentist provide 
extractions, oral health education, and screenings at various 
clinics” (P26)

DISCUSSION
The aim of this study was to explore the knowledge, 
perceptions, and practices of OHPs regarding OHCEAs 
using a mixed-method approach guided by closed and open-
ended self-administered questionnaires. Mixed-method 
research provides a robust framework for exploring complex 
problems by combining the strengths of both quantitative 
and qualitative approaches within a single study.44,45 As a 
result, a mixed-methods approach was utilized in this study 
to allow the researchers to gain a more detailed and nuanced 
understanding of OHCEAs in rural communities among 
OHPs. As a result, this study holds significant potential to 
inform OHPs, administrative structures (facility, district, and 
provincial managers), dental education, and policymakers in 
the pursuit of the SDGs and UHC. It can also serve as a 
beneficial resource for other districts seeking to implement 
OHCEAs in their oral health initiatives, particularly considering 
the current numerous challenges faced nationwide.

Knowledge 
Overall, the participants in this study exhibited sound 
knowledge of OHCEAs for oral health promotion in rural 
communities, with more than half (56.3%) disagreeing 
about the active availability of OHCEAs in the surrounding 
communities. This finding aligns with a recent review study 
that highlighted a lack in the effective implementation 
of OHCEAs in rural communities, attributed to a lack of 
knowledge regarding its content and a poor understanding 
of its impact.24 This issue may stem from OHPs’ lack of 
comprehensive undergraduate training in community 
engagement and service learning6.

Furthermore, the findings of this study indicated that nearly 
half (46.9%) of the participants expressed uncertainty 
regarding the monitoring and evaluation of oral health service 
delivery, including OHCEAs. This finding is not unexpected, 
given that slightly more than half (53.1%) of the participants 
had work experience ranging from 5 to 10 years. This duration 
is considerably shorter than the period since the national 
oral health survey was conducted,6,46 thereby suggesting 
that these participants may not recognize its significance 
in terms of facilitating informed decision-making, resource 
distribution, monitor progress, identify key performance for 
improvement, and ensure accountability.47

However, these participants identified the challenges 
that impede effective implementation of OHCEAs in 
rural communities. For instance, this study revealed that 
resource constraints remain a significant challenge, with 
90.1% of participants disagreeing that there was adequate 
infrastructure, financing, and other resources necessary to 
support OHCEAs, and 71.9% of participants disagreed that 
there was a sufficient distribution of OHPs to conduct these 
activities. These oral health challenges are not unexpected; 
rather, they have progressed beyond the stage of novelty, yet 
they continue to afflict individuals worldwide.48–51

Amid these constraints, mobile oral healthcare services 
have the potential to broaden the reach and accessibility 
of oral health services in rural communities. These services 
are particularly advantageous for socioeconomically 
disadvantaged populations.52–54 However, the findings of the 
present study indicate a lack of availability of these services, 
with participants reporting infrequent maintenance and 
suboptimal conditions of mobile dental units. Additionally, 
participants highlighted the considerable challenge posed by 
the necessity of traveling long distances on poorly maintained 
roads, which impedes the effective implementation of 
OHCEAs. This observation aligns with previous studies 
that identified geographical location55 and inadequate road 
infrastructure56 as obstacles to accessing oral healthcare.

Following years of neglect and inadequate attention from 
policymakers concerning the review and amendment of 
the national oral health policy, a recent update from the 
Ministry of Health highlighted the need to integrate oral 
health care into PHC and chronic disease management.6 
However, the strategies to achieve this integration remain 
ambiguous.6,14–16,57 The present study reflects this ambiguity, 
as the participants emphasized the absence of guiding 
principles for the implementation of OHCEAs, resulting 
in their sporadic execution. Additionally, participants 
noted a lack of suitable PHC facilities to address the oral 
healthcare needs of the rural population and support the 
establishment of OHCEAs for oral health promotion. In light 
of these challenges, the pursuit of SDGs and UHC in oral 
health remains elusive and seemingly unattainable in rural 
communities.

The findings of this study revealed that a low level of basic 
education leads to low health literacy and influences the 
uptake of oral health education among the rural population. 
This finding aligns with a previous study that demonstrated 
that rural communities are frequently linked with lower 
educational attainment, which has been associated with 
low health literacy and suboptimal utilization of healthcare 
services.58 Moreover, the findings of this study demonstrated 
that community members had poor attitudes towards oral 
health, which led to a low participation rate in OHCEAs. 
Similar studies have paralleled this finding by indicating that 
urban populations demonstrate positive attitudes towards 
oral health and possess higher level of understanding of oral 
diseases than their rural counterparts.59–61

The absence of leadership and advocacy in oral health is not 
merely an administrative oversight at the provincial or district 
level; rather, it reflects systemic issues within the broader 
healthcare system at the macro level. This challenge became 
apparent when oral health was excluded from the SA public 
health agenda, particularly during discussions on the National 
Health Insurance Bill.6 Consequently, it was unsurprising 
that the findings of this study revealed fragmentation at 
the district level, where medical care was reported to be 
more prioritized. This finding aligns with previous studies 
that noted the exclusion of oral health from discussions on 
UHC and regarded it as a low priority.62,63 This prioritization 
perpetuates the flawed notion that dentistry is an ancillary 
branch of healthcare.64

Perceptions 
A study conducted in Saudi Arabia indicated that oral health 
providers perceived community oral health initiatives as 
instrumental in fostering positive oral health attitudes and 
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behaviours within society.65 This observation aligns with 
the findings of the current study, which revealed that half 
(50%) of the participants believed that the introduction of 
OHCEAs enhanced awareness of oral health among rural 
community members. Niranjan et al.66 emphasized the 
importance of disease prevention over treatment, positing 
that the promotion of oral health is a gradual process rather 
than one that produces immediate results. This perspective 
is consistent with the findings of the current study, wherein 
the majority (78.1%) of participants perceived OHCEAs in 
rural communities as a long-term and continuous strategy 
for promoting oral health. A recent study demonstrated 
that OHCEAs enhance CE, improve oral health knowledge, 
attitudes, and behaviours, and effectively promote long-term 
oral health in rural communities.24

This study highlights the critical need to adopt the WHO’s 
recommendations for interprofessional education & 
collaborative Practice in healthcare. This approach aims to 
address the isolation often observed in professional practice, 
which tends to operate independently or competitively, 
thereby fostering collaborative efforts to enhance healthcare 
delivery,67 particularly among rural healthcare professionals. 
Prior studies have indicated that this approach yields 
positive outcomes in healthcare delivery, such as mitigating 
fragmented care practices, reducing unnecessary duplication 
of health services, enhancing effective communication 
among healthcare professionals, and improving the 
coordination and quality of patient care.68–70 The results of 
this study resonate with these findings, as the participants 
believed that further oral health educational training for 
healthcare professionals, particularly nursing professionals, 
could facilitate the adoption of this approach and improve 
collaborative healthcare service delivery, particularly for the 
effective implementation of OHCEAs.

Makgetla and Molete71 endorsed the utilization of CHWs, 
emphasizing the necessity of comprehensive training to 
enable them to effective participation in oral health promotion 
and disease prevention. This community oral health service 
interventional approach aligns with the views expressed 
by Kolisa,15 Ramphoma,16 and Khan.72 The findings of this 
study align with preceding views, as participants believed 
that there is a critical need for the training and deployment of 
CHWs to enhance collaboration and bridge the gap between 
rural communities and OHPs. This initiative will facilitate the 
implementation of OHCEAs in rural communities.

While further prospective studies, clinical trials, and cost 
analyses are necessary to fully understand the impact of 
e-oral health in rural communities, current evidence indicates 
that e-oral health is linked to enhanced patient satisfaction 
and serves as an effective and dependable approach73 
and has been recognized as a potential intervention to 
enhance oral health in rural communities.66 Considering 
the aforementioned resource constraints, including 
geographical isolation, the study participants believed that 
the implementation of e-health, particularly through the 
integration of communication technologies such as the 
WhatsApp mobile application, can enhance engagement and 
facilitate outreach for rural communities, thereby improving 
oral health outcomes. This mobile application adoption has 
proven to promote oral health in various regions.74–76

The findings of this study suggest that participants believed 
that, instead of imposing community oral health interventions, 

engaging in frequent and continuous consultations with 
community leaders to introduce oral health initiatives 
and emphasize their significance may be a more effective 
approach for increasing the reception of OHCEAs in rural 
communities for oral health promotion. This approach takes 
into an account the preceding findings regarding poor 
attitudes towards oral health and cultural entrenchment. The 
rationale for this approach may have been shaped by multiple 
factors, such as the acknowledgment of these cadres as 
pivotal gatekeepers within their communities.77 They function 
as liaisons between their communities and external entities, 
thereby enhancing access to resources and information.78,79 
Furthermore, they have the authority to shape community 
health beliefs.80

Practices 
The WHO advocates for interventions specifically designed 
to meet the unique needs of communities. This approach 
highlights the significance of comprehending local contexts, 
behaviours, and cultural nuances to enhance health 
outcomes. By utilizing insights derived from behavioural 
and cultural studies, the WHO advocates for customizing 
services, policies, and communication strategies to effectively 
address the different needs of different populations.81 
Previous studies have shown that customizing strategies to 
engage and communicate with communities through radio 
can lead to beneficial outcomes. These outcomes include 
improved recall of campaigns,82 a greater increase in oral 
health knowledge among adults than among children83 and 
heightened awareness of periodontal health and disease.84 
The findings of this study revealed that participants integrated 
mass media campaigns, such as radio broadcasting, into 
their awareness efforts to connect with communities, with 
the objective of raising oral health awareness and advancing 
OHCEAs in rural settings.

Moreover, this study highlights the need to implement 
innovative strategies to promote oral health in a cost-effective 
manner, advance OHCEAs, and incorporate community 
volunteer peer-led initiatives, given the constraints posed 
by resource shortages.85 Although the study identified that 
participants utilized National Oral Health Months to promote 
OHCEAs, it remains uncertain whether such opportunities 
will consistently be available, as these activities occur 
sporadically.24 In addition to the already overburdened district 
health system,86 there remains a significant shortage of dental 
therapists, as this study indicated that oral health services 
are predominantly provided by dentists and oral hygienists, 
focusing primarily on daily screening, education, and 
referral. Amidst the national difficulties related to the referral 
system,87 dental extraction remains the most frequently 
conducted procedure, while regular screening seems to lack 
effectiveness.

Study limitations
This study provides baseline data that can be used to 
develop a framework to guide oral health promotion in 
rural communities. Additionally, it can contribute to the 
restructuring of district healthcare services. However, this 
study had several limitations. The participants’ keenness to 
participate in the study may have been influenced by their 
lengthy experience with the challenges inherent in the district 
healthcare system. Consequently, self-reported data may be 
subject to social desirability bias, which could compromise 
validity of the findings. The primary author may have had a 
significant influence on the study due to their strong interest 
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in the topic, potentially introducing bias in the formulation 
of research questions. The study’s focus on a single district 
introduced potential bias, as it may not fully represent the 
diversity of the entire province. However, considering that 
the majority of participants faced similar challenges and likely 
had analogous oral health-related demands, the findings of 
the study may be applicable to other national districts.

CONCLUSION
The overall findings of this study revealed that OHPs are 
aware of the merits and impacts of OHCEAs as well as 
limitations hindering their effective implementation. In 
addition, the professionals show positive perspectives of 
OHCEAs, believing that their district healthcare system has 
potential to support strategies that would improve OHCEAs’ 
implementation for health oral health promotion. However, 
their practices are limited to curative care services, hindering 
effective implementation of OHCEAs. This is due to various 
challenges stemming from public healthcare system levels. 
At the micro-level, challenges include community knowledge 
and attitudes, cultural beliefs, and poor reception of OHCEAs. 
At the meso-level, issues arise from poor oral health policy 
implementation, lack of interprofessional and collaborative 
practice, and dental education training, particularly regarding 
the inadequate preparation of graduates to conduct CE. At 
the macro-level, obstacles include the lack of national oral 
health policy amendments, lack of oral health representation 
in ministerial health discussions, and poor resource 
distribution. These challenges impede the realization of the 
SDGs and UHC, continuing unabated even though the WHO 
has characterized the situation of oral health as “alarming” 
and has called for prompt intervention from all relevant 
stakeholders.48
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The Continuing Professional Development (CPD) section 
provides for twenty general questions and five ethics 
questions. The section provides members with a valuable 
source of CPD points whilst also achieving the objective 
of CPD, to assure continuing education. The importance 
of continuing professional development should not be 
underestimated, it is a career-long obligation for practicing 
professionals.

CPD questionnaire on page 216


