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provision through a health financing system aimed at 
improving the quality of health care delivery in the 
country (Department of Health 20 I I ; Oni et al 
2014). The NHI represents one area of health care 
reform directed at improving access to health care. It 
is expressed in both the Constitution of South Africa 
(Act I 08 of 1996) and the National Health Act (Act 
61 of 2003), and embeds the goal of the Alma-Ata's 
Health for All (Dhai 20 I I). Other principles of the 
NHI, include effectiveness, equity, appropriateness, 
affordability efficiency, and social solidarity 
(Department of Health 201 Id). The NHI White 
Paper thus places primary health care (PHC) re
engineering at the heart of health reforms (Gray et al 
20 I 3). The management of non-communicable 
diseases, including oral health, forms part of this 
strategy (Department of Health 2013). Re
engineering of PHC in the South African context 
looks at strengthening district health systems through 
the creation of ward-based district PHC teams; 
district-based specialist teams and school health 
services (Rispel 20 IO; Schaay et al, 20 I I ; Pillay and 
Barron 20 I 2). This has relevance to the oral health 
context of public service delivery. Historically the 
delivery of oral health services in South Africa, has 
been urban-based and curative driven (Gugushe 
1998) with stark imbalances in the quality of oral 
health care occurring between provinces, and 
between different districts within a province (Singh, 
Myburgh and Lalloo 20 I 0). These imbalances and 
inequities in oral health service delivery are quite 
alarming given that the measures to improve oral 
health status are simple, cost effective and easy to 
implement (Van Wyk and Van Wyk 2004). The White 
Paper for NHI points out that the two-tier health 
system (namely public and private health care) had 
resulted in a skewed imbalance in the distribution of 
health care workers. This is also relevant to oral 
health care. Almost 80% of the oral health workforce 
is located in the private sector while 20% of the oral 
health workforce provides services to 80% of the 
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population dependent on public oral health care (Van 
Wyk and Van Wyk 2004; Department of Health 
20 I I c). However, the NH I initiative is not without 
criticism. Critics highlight the challenges of a single 
payer system for universal coverage; loss of 
autonomy in the management of private health 
practice settings, poorly managed resources, limited 
funding, and inability to address the current poor 
standards in public health care (Schaay et al, 20 I I ; 
Amado et al 2012). 

This study arose out of a need to understand the 
extent to which the oral health system is responsive 
to the larger health policy transformative landscape in 
South Africa. The aim and objectives of this study was 
to analyze public oral health service delivery in 
KwaZulu-Natal. 

Applying a conceptual framework to oral health 
policy analysis 
The analysis of oral health systems could benefit from 
a clearly defined framework that examines oral health 
policy development, implementation and oral health
related outcomes (Singh 2005; Hardee et al 2012). 
The following should be considered when developing 
a framework for oral health policy analysis: The 
intersection between oral health policy priorities and 
collaboration among the different sectors responsible 
for improved health outcomes, should be examined 
in relation to the capacity to implement these policies 
(Singh, Myburgh and Lal loo 20 I 0). Resources, 
infrastructure, financing and local oral health priorities 
could impact on the implementation process (Figure 
I). Concurrently, the selection of oral health 
interventions; mode of oral health service delivery 
(fixed facilities or mobile units); and the use of 
population based versus individual strategies, could 
also impact on the oral health outcomes (Figure I 
below). 
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Theoretical Basis For Health Policy Analysis 

Source : Adapted from Hardee el al 2012:6 

Data and methods 
The study used an in-depth, analytical and mixed 
methods approach with a combination of primary and 
secondary data. The primary data was qualitative in 
nature and involved the use of telephonic interviews. 
The secondary data comprised a review of health 
policy documents (qualitative data) and statistical 
records (quantitative data) on oral health service 
delivery in KwaZulu-Natal. The data collection 
process was guided by a conceptual framework 
(Figure I). 

Document review comprised I I purposively 
selected national and provincial health and oral health 
policy documents developed after 1994 (Table I). 
Structured telephonic interviews were conducted 
with a purposively selected oral health manager 
within the I 0 districts in KZN, namely Amajuba, 
eThekwini, llembe, Sisonke, Ugu, Umkhanyakude, 
Umzinyathi, Uthukela, Uthungulu and Zululand. The 
selection criteria for the district oral health managers 
(n= I 0) included those directly involved in oral health 
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The review focused on the following: Locating 
elements of primary oral health care in the identified 
health/oral health policy document; identifying the 
context in which these statements are expressed; and 
identifying policy priorities and objectives related to 
primary oral health care. The documents were 
selected on the assumption that oral health elements 
or expressions could be identified, given the close 
relationship between health and oral health, e.g. The 
National Food based Dietary guidelines for healthy 
South Africans older than 6 years (2003) looks at 
dietary recommendations and oral health care is 
influenced by dietary intake, specifically the type of 
carbohydrates consumed. 
management and decision-making at district level. 
Gatekeeper permission was obtained from the KZN 
Provincial Health Research Committee 
(HRKM25/ I 2). Ethics approval was obtained from the 
University of KwaZulu-Natal Humanities and Social 
Sciences Research Ethics Committee 
(HSS/ 1306/0 I ID). The interview focused on oral 
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district functions. The policy pnont1es included 

prevention of oral disease through the 
implementation of water fluoridation; the integration 
of oral health into other policies and programmes 

such as maternal, child and women's health; nutrition 
and chronic diseases; collaboration with other 

programmes and sectors to address common risk 
factors of alcohol, smoking, excess sugars, unsafe sex 
and violence. The Draft South African National Oral 

Health Strategy (20 I 0) proposed that oral health 
management has its own budget and that dental 
facilities should operate as cost centres. 

Similarly, the Draft KZN Oral Health Plan 20 I 1-
2015, outlined the Department of Health's I 0- point 

plan which included comprehensive oral health 
promotion and prevention programmes that focused 
on fissure sealants; oral health education and 

screening; and school based initiatives such as tooth 

brushing programmes. The strategies included, pain 
and sepsis relief programmes, the reduction of the 
extraction: filling ratio, the provision of regional 

maxillofacial/oral surgery services, regional 

orthodontic services, district rehabilitation (denture) 
services, provincial mobile dental clinics and the 
development of a centralized laboratory service. It 
also included collaboration/ partnership development 

T bl 2 A I . f h I h I" d a e na1ys1s o eat po1cy ocuments 
Policy document Explicit Oral Implicit 

health reference to 

statement oral health 
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with private practitioners and non-governmental 

organizations. The Plan outlined specific strategies for 
addressing the burden of oral diseases but there was 
no indication of the exact process for 

implementation. The document explicitly outlined 

that the extraction to restoration (fillings) ratio was 
30: I in 2005/2006. This decreased to 25: I in 
2007/2008 and then increased again to 28: I in 
2008/2009. The Strategic Plan suggested that this 

fluctuation could be attributed to financial barriers, 

problems with the acquisition of dental materials and 
equipment and the lack of oral health personnel in 
the province. The vacancy rate of dental practitioners 

increased from 34.9% in 2007/08 to 37.3% 2008/09. 
The resultant impact was reduced availability of oral 
health services. The high vacancy rate of oral 
hygienists (51.9%) was also highlighted. 

Other reviewed documents that made reference 
to oral health included the KwaZulu-Natal School 

Health Policy and Implementation Guidelines (2004); 
Policy Guidelines on Youth and Adolescent Health 

(200 I) and The Draft Health Promotion Policy and 

Strategy (2013). The rest of the reviewed documents 
made scant reference to no mention of oral health as 
indicated (Table 2). 

Context of the Opportunities to include 

statement on oral oral health statements 

health 

South African Regulation None No presence of Not located The document is broad-

PPP OH based, hence applicable to 

(Regulation 16) OH as well 

KZN School Health policy Strategy in Yes, makes Health assessments, Health promotion 

and school health mention of oral screening Health Prevention 

implementation guideline programmes health health promotion and 

(2004) screening education 

MCWH Policy Document none No, presence of Provide OH education 

( 1995) OH during prenatal and 

postnatal care advocating 

healthy behaviour and self-

care at home. 

The National Food Based Guidelines for No but linked Promotion of healthy Health promotion, 

Dietary Guidelines (2003) reduced sugars to oral health lifestyles and reduced education 

will assist in sugars 

reducing dental 

caries 

The role of Community none No mention of OH added to the role of 

Health Workers in South oral health community health worker 

Africa's Healt h System- activit ies 

Draft (20 I 0) 
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Policy Guidelines for Youth Health Yes oral health strategies, fluoridation Health promotion and 

and Adolescent Health intervention included of water, OH prevention 

(2001) strategies and education and 

priorities promotion 

Draft National Health Personal Yes oral health Action areas Health Promotion 

Promotion Policy and hygiene included 

Strategy (2013) (practices) 

Interviews with oral health district managers 
The majority of the interview participants indicated 
that the delivery of oral health services in KwaZulu
Natal was poor and inadequate. One participant 
suggested "It is certainly not up to standard. The 
status leaves a lot to be desired in terms of 
implementing" (Zululand interviewee). The 
participants identified several factors that may be 
limiting the delivery of oral health services. 
Participants expressed reasons such as "There are no 
clear goals directing oral health, what it is we need to 
achieve and what sort of intervention should be in 
place" (eThekwini interviewee). The ILembe 
participant emphasized that "oral health services are 
coordinated" but "some of the standards and norms 
are not carried out well" while the Sisonke 
participant stated that services had improved but the 
rehabilitation service (dentures) is needed as the 
"community in this district is very poor and this was 
unaffordable". These responses suggest unclear 
strategic directives on oral health policy 
implementation and perceived inconsistent coverage 
of oral health services. 

Several other themes arose from data analysis. 
These included lack of oral health human resources, 
dental equipment and consumables; and a lack of 
dental education, promotion and prevention 
programmes. Oral health was not seen as a policy 
priority. One respondent emphasized that "Maybe 
when prioritized and when government and different 
levels, national, provincial and district see the 
importance then maybe we can improve OH 

services, and adequate resources will be provided." 
"They feel oral health is not life and death." (Ugu 
interviewee). A lack of policy commitment also 
impacted on resource allocation and the long-term 
sustainability of the implemented programmes. 
According to the research participants, there 
appeared to be no specific budget allocation for oral 
health delivery at the health facility level, hence there 
was no clear process for financing oral health care. 

One oral health programme manager advised that 
to ensure universal coverage, there has to be equity 
in oral health human resource allocation "have to 
have equitable distribution of oral health personnel in 
the entire province. In this district it is a challenge on 
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its own to get people to work here. Cities like 
e Thekwini and Pietermaritzburg get the first 
preference; we are in the last priority list for people 
to come here. Can't force people to work, they 
come for a year and go. No continuity in terms of 

service delivery" (Zululand interviewee). 
Four district managers indicated that the PHC 

philosophy/approach had resulted in improved oral 
health services and that the approach was working to 
some extent in their district. They suggested that "it 
is working hence we have the outreach programmes 
now that are done in the community. Not waiting for 
the community members to come and look for us, 
we are going out there and rendering service to 

them" (Sisonke interviewee). There was improved 
coverage of oral health services especially "into 
communities" (Umkhanyakude interviewee). Six 
managers indicated that the approach had not 
improved oral health services and was not working in 
their districts. Participants' comments included "The 
appropriate resources need to be put in place then 
the approach would be working provided these are 
in place" (eThekwini interviewee). "For oral health 
services it is actually not working because not all PHC 
clinics have oral health services because of the lack of 
human resources (Ugu interviewee). "The 
structures that should be there to improve services 
are not yet fully equipped" (Umzinyathi interviewee). 
"In fact going down the drain if we look at current 
indicators we are monitoring for oral health" 
(Zululand interviewee). 

Participants suggested that strategies to improve 
universal coverage and access, multisectoral 
collaboration, community participation and 
partnership development should include the 
provision of adequate resources, investment in 
infrastructure, collaboration with other sectors and 
working with traditional healers, health teams and 
communities through integrated health care delivery 
systems. 

Statistical records on oral health services 
Data on the infrastructure at each facility revealed an 
imbalance in the distribution and number of dental 

facilities (Figure 2). 
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Figure 2: 
Dental facilities er I 00 000 per district 
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The number of fixed dental facilities in KZN was 
indicated per district: eThekwini (I 0), Umzinyathi (7), 
llembe (6), Ugu (6), Sisonke (5), Umgungundlovu (5), 
Uthungulu (5), Zululand (5), Amajuba (4), 
Umkhanyakude (4) and Uthukela (3). In total there 
were 60 dental facilities that offered oral health 
services to a population of I 0,449,300 in the 
province. About 52% of these facilities were located 
in district hospitals while 22% are located in 

community health care centres and 13% in primary 
health care clinics. The number of dental facilities per 
district suggest imbalances in the distribution of 
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facilities between rural and urban districts. The 
districts that contained the main urban areas in 
KwaZulu-Natal (Ethekwini, Umgungundlovu, 
Uthukela) had the lowest number of dental facilities 
per I 00 000. However, it has to be taken into 
account that these areas have the highest 
concentration of the uninsured provincial population 
(just over 48%) (Department of Health 20 I I a). The 
data on oral health human resources also suggest an 

imbalance in the number of oral health workers in 
each district, as well as in each category of oral health 
worker (Table 3). 

Table 3: Oral health personnel in KZN districts - 2012 
District Oral Dental Dentist Community CHW Total % 

hygienist therapist service Dentist 

Amajuba 2 I 5 I 0 9 6.4 

eThekwini 12 B 26 5 0 41 29. 1 

iLembe I I 6 I 0 9 6.4 

Sisonke 2 4 3 2 0 11 7.8 

Ugu 4 3 9 2 0 14 9.9 

Umkhanyakude 3 3 7 I 0 14 9.9 

Umzinyathi 3 I 4 I 0 9 6.4 

Uthukela I I 5 I 0 B 5.7 

Uthungulu 2 I B 2 0 13 9.2 

Zululand 2 3 5 3 0 13 9.2 

Source: KwaZulu-Natal District Health Information System - 2012 

Although Uthukela had the lowest number of oral 
health personnel, there was generally low numbers in 
oral health personnel in each district. 
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The dental utilization pattern for the province also 
revealed uneven rates. The total number of dental 
visits increased from 216072 to 233004 for the 
period 20 I 0/ 20 I I and 20 I I / 2012 (Table 4). 
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Thus there is an urgent need to decentralize oral 
health services to clinics and community health 
centres. This could assist in reducing costs and 
contribute to improved efficiency, accessibility and 
effectiveness of service delivery (Tollman et al 2006; 
Jamison et al 2006; Lopez et al 2006). Hospitals also 
consume a large part of the health budget as they 
offer diagnostic, treatment and rehabilitation services 
which often require better and costly equipment and 
more skilled personnel (The International Bank for 
Reconstruction and Development/The World Bank 
2006). More investment in primary level 
infrastructure at clinics and community health centres 
could reduce costs to the patients/users such as 
transport costs but it is important that there are 
appropriate referral mechanisms for continuity of 
care (Rispel 20 IO; Gilson 2007; Mcintyre 2007; Mills 
2006). 

Oral Health Human Resources 
The results of study also suggested that the lack of 
appropriate human resources was one of the main 
barriers to service delivery and has contributed to 
poor oral health service delivery. The number and 
distribution of oral health workforce across the 
various districts is worrisome. Other possible reasons 
for this mal-distribution include the "lack of funded 
public sector posts, lack of proactive planning for 
HR" and poor management of the processes for 
recruiting these individuals that has made it 
unsuccessful in influencing health professionals to join 
the public sector (Department of Health 20 I I b:22-
23). The training of oral health personnel has shifted 
towards primary health care but the personnel are 
still not sufficiently equipped for the many challenges 
of PHC and the flawed health system and cannot 
cope with challenges therefore leave the health 
system (Department of Health 2011 b). 

The data on dental therapists and oral hygienists in 
all the districts was especially low when compared to 
the dentists. The appropriate skills-mix is particularly 
important given that dental therapists and oral 
hygienists play a pivotal role in promoting primary 
oral health care services (Department of Health 
20 I I b ). Dental therapists and oral hygienists have 
been trained as the mid-level workers in dentistry 
and have been identified as the appropriate oral 
health workers to implement the basic oral health 
care package of services (Hugo 2005) . Dentists with 
their more specialized skills, could be better utilized 
at hospitals to provide specialized services however 
the study revealed that this was not occurring as the 
predo minant service offe re d at all facilities w as dental 
extractions. This places a further burden on scarce 
resources. 
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A practical solution to address the human resource 
shortage would be to increase the training of dental 
therapists and oral hygienists (Lehmann 2008; 
Department of Health 20 I I b ). Apart from increasing 
the oral health workforce, it is also necessary to 
explore other policy initiatives such as integrated oral 
health care (Peterson 2008). It is imperative to 
identify strategic entry points for oral health 
promotion efforts into other health programmes, 
such as school-based activities and mother and child 
programmes (Thema and Singh 2013). Simple oral 
health promotion messages, tooth brushing 
programmes and additional fluoride programmes can 
easily be conducted by other professionals such as 
educators, social workers, nurses and even 
community health care workers (Garland et al 2012). 
The integration of oral health into nursing care at the 
primary care level is particularly important since PHC 
nurses form a vital component of the re-engineered 
PHC outreach team (Thema and Singh 2013.) Oral 
health is an integral component of general health, and 
basic oral health care should therefore be the 
responsibility of all health care workers (Garland et a/ 
2012). The anticipated NHI could also contribute to 
addressing the human resource shortage as health 
service provision would include accredited and 
contracted private sector health care providers 
(Department of Health 20 I Id). 

Universal coverage of oral health services 
It is imperative that oral health services ensure that all 
individuals have access to basic oral health care 
(Rispel 20 IO; Department of Health 20 I 0). The 
minimum package of care can only be effective if the 
services are offered consistently across all dental 
facilities. The minimum package for oral health care 
in South Africa includes prevention and promotion 
services, and treatment services. This includes an oral 
examination, cleaning and polishing of teeth, fissure 
sealant applications, dental extractions and simple 
fillings (Department of Health 20 I 0). 

The results suggested that there was a skew 
towards dental extractions and that the extraction
restoration (filling) ratio was unacceptable. This 
demand for extractions requires further research to 
fully understand the possible factors that contribute 
this occurrence. 

Limitations of the study 
Although the study provides valuable insight into the 
plight of oral health service delivery in KwaZulu
Natal, several limitations were noted. There was a 
lack of current publically available statistical records 
on oral health service delivery. There is an urgent 
need to strengthen the d istrict health information 
syst ems to im prove re porting o f ora l health services. 
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The oral health plan for the province was still in draft 
form and was not available in the public domain. The 
study did not conduct a cost-utility and cost 
effectiveness analysis of oral health service provision 
in the province. Despite these limitations, the 
framework used was broad-based and flexible 
enough to be applied to other provinces in South 
Africa and to other countries of similar economic 
development. 

Conclusion 
There is an urgent need to reorient oral health 
services to a stronger focus on prevention of oral 
diseases and promotion of healthier oral health 
status. 
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