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Awareness of oral health is essential for developing healthy 
habits, and a correlation between improved knowledge 
and better oral health has been shown to exist. Health-re-
lated behaviours are more likely to be followed if a person 
has greater control over their health with a better under-
standing of diseases and their aetiology.  

To determine the knowledge, attitudes, and practices 
regarding oral health care among undergraduate stu- 
dents in the Life Sciences Department at a University  
of Technology, Free State. 

This descriptive study gives insights into the oral hygiene 
knowledge, attitudes, and practices of undergraduate stu- 
dents in the Faculty of Health and Environmental Sciences, 
Department of Life Sciences at a University of Technology. 
Data were collected using an online questionnaire eliciting 
quantitative and qualitative data.

The results revealed that most of the participants, 80% 
(n=178) understood that oral health is essential to their 
overall wellbeing. Overall, in this research, the findings 
of oral health education were found not to be covered. 
However, we found that variations in the source of dental 
information were correlated with university students’ oral 
health behaviour.

The study, therefore, concludes that oral health care know- 
ledge, attitudes and practices are affected by education 
and show that advocacy for the promotion of oral health  
is significant for the students.

Oral health is a primary predictor of health, nutrition, and 
overall quality of life.1 Furthermore, one should be free  
from oral cancer and infection, periodontal diseases, tooth 
decay, tooth loss, and any facial disorders that impair a  
person’s ability to bite and chew.2 However, in South Africa, 
oral disease is still a health problem and a considerable 
burden, which often leads to pain and more significant loss 
of the tooth. 

This disease affects appearance, quality of life, consump- 
tion of nutrients, and thus growth and development.3 The 
2020 mid-year population estimates from Statistics South 
Africa (Stats SA) were estimated at 59.62 million. Around 
51,1% (about 30.5 million) of the population is female. 

The ages of the participants in this study ranged from 18  
to 24 years, with the majority being females, in line with  
South Africa’s gender demographics. Stats SA also provi- 
des data that suggests that participation in post-school 
institutions has increased over the past two decades, pri- 
marily due to the rise in government support for the sector. 
However, the nation is still struggling to meet the increas- 
ing educational needs of young people and demand skills 
from the market. 

According to the Higher Education and Skills in South  
Africa 2017 report, in 2016, the life science and phy- 
sical sciences intake in Universities was 3.3% of females 
and 2.8% males while a majority of 51% of those that 
did not attend university stated that they did not have 
money to pay the fees. 

The development and preservation of good general and 
oral health is a priority and a key factor in enabling adults 
to achieve overall wellbeing and enhanced quality of life. 
Therefore, it is essential to determine how people rate their 
oral health status, their perceived dental needs, and the 
actual use of available dental services.4 Ghaffari et al. 
(2018) suggested research that supports that better oral 
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care practices are presented through proper oral health 
awareness.5 In addition to this, a positive attitude toward  
oral health practices facilitates improved oral health habits.5 

The literature suggests that integrated dental services should 
be part of every educational institution where oral health 
education and oral health screening are provided. Students 
can access dental services through funding, i.e. simple 
dental payment systems, including scaling and polishing, 
restorations, fissure sealants, and relief of sepsis, making 
things easy and accessible for all students.6,7

Of concern among students is alcohol consumption, smok- 
ing, and sugary intake, which peaks between 18 and 25. 
University students in this age group are at particular risk  
because of increased alcohol consumption than non-enrol- 
led individuals.8 Ramphoma (2016) noted that even though 
oral health has an impact on general health, in South Africa,  
it is still one of the most overlooked aspects of health.9

This is the first study evaluating oral health that was  
conducted at a University of Technology. Even though 
research suggests that structures such as school health-
based and community-based programmes are in place 
to promote behaviour practices in oral health, it is crucial  
to remember how the knowledge, attitudes and prac- 
tices (KAP) are applied, as investigated in this study. 
 
 

Oral health is now an essential component of general 
health, and oral health awareness is growing worldwide.8 

The Global Oral Health Program of the World Health 
Organization has done much in the past five years to 
raise awareness.8 Furthermore, 3.5 billion people world-
wide suffer from oral diseases, with the most prevalent 
non-communicable diseases of untreated dental caries, 
with an established oral and general health relationship.  

For example, diabetes mellitus is associated with the de-
velopment and progression of periodontitis. In addition 
to the previous statement, there is a causal correlation  
between high intakes of sugar and non-communicable 
disorders such as cardiovascular disease and diabetes.8,10

Literature suggests that adults’ periodontal health impacts 
their smiling patterns and their quality of life-related to 
smiles. Furthermore, poor periodontal health also pre- 
vents positive emotions from being expressed by adults, 
which can, in turn, affect their self-conception and social 
interactions.11 Evidence supports that problems with oral 
health can, in several ways, affect the quality of life. Poor 
oral health can stop students from expressing positive 
emotions that can affect their social interactions and how 
they feel about themselves.11 

According to Sheiham (2005), some of the risk factors 
causing oral health disorders worldwide are poor oral hy-
giene, diet and smoking.12 Additionally, poverty remains 
the primary determinant of oral health disorders in Africa, 
predisposing people to a lack of information and poor  
lifestyle choices.13 In South Africa, there is a high den-
tal caries rate despite public and private services being  
available. While access is a problem, the knowledge of 
preventative measures is also very low.14,15

The outcomes of a study done about oral health-related 
knowledge, attitudes and practices of adult patients  
in Mangaung Metropolitan Municipality could be used to  
enlighten the planning of integrated oral health promo- 
tion plans, in Mangaung and the Free State Province of  
South Africa.15 A similar study done in KwaZulu-Natal  
among undergraduates about knowledge and attitudes 
in oral self-care practices showed that although oral dis- 
eases cannot be avoided, they can be prevented through 
simple tooth brushing measures twice a day with a  
fluoride toothpaste but that alone is also not enough.16 

With an increased awareness of health and self-care in 
schools, this study aimed to establish the students’ gen-
eral knowledge, attitudes, and practices concerning oral 
health care.

The objectives were to determine the students’ know- 
ledge regarding oral health care, explore the students’  
attitudes towards dental care, and establish the students’ 
practices regarding oral health and hygiene using an on- 
line questionnaire.

The study was conducted among undergraduate stu- 
dents at a University of Technology. This University of Tech- 
nology is in Bloemfontein in the Free State province of 
South Africa. Ethical approval was obtained from the  
Humanities and Social Sciences Research Ethics Com- 
mittee from UKZN (HSSREC/00001570/2020) and there-
after from the Life Sciences Department. 

All principles and policies of the UKZN HSSREC were 
adhered to throughout the study. An online information 
sheet was uploaded on QuestionPro for all participants 
in the study to access easily. Informed consent was 
obtained from the participants online. Participants could 
withdraw from the study at any stage.

All 260 participants in the Department of Life Sciences  
were invited to participate during October 2020. A pilot
study was conducted on ten students to determine if the 
students will understand the questionnaire. Thereafter  
minor changes were made to the research tool. 

This was a cross-sectional descriptive study design that 
used both quantitative and qualitative methods. Data 
were collected from an online survey questionnaire during  
October 2020 using QuestionPro. An email contact list 
was acquired through the programme coordinators, and 
the link to the study was sent to participants via email.  
Students were also sent the link via their WhatsApp 
groups. The questionnaire consisted of five sections: de-
mographics, habits, knowledge, attitudes, and practices. 
A curriculum checklist was used to review the modules 
offered in the first year for both two programmes. 

Both quantitative and qualitative methods were used for 
this. Quantitative data in response to each question was 
entered into an Excel spreadsheet and analysed with 
SPSS version 26.0. The results present the descriptive 
statistics in graphs, cross-tabulations, and other figures  
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Table 1. Demographic profile of participants.

Age (years)
Gender

Total
Male Female Other

16 - 18

Count 5 13 0 18

% within Age 27.8% 72.2% 0.0% 100.0%

% within Gender 8.1% 8.5% 0.0% 8.3%

% of Total 2.3% 6.0% 0.0% 8.3%

19 - 21

Count 25 81 1 107

% within Age 23.4% 75.7% 0.9% 100.0%

% within Gender 40.3% 52.9% 33.3% 49.1%

% of Total 11.5% 37.2% 0.5% 49.1%

22 - 24

Count 20 49 2 71

% within Age 28.2% 69.0% 2.8% 100.0%

% within Gender 32.3% 32.0% 66.7% 32.6%

% of Total 9.2% 22.5% 0.9% 32.6%

>24

Count 12 10 0 22

% within Age 54.5% 45.5% 0.0% 100.0%

% within Gender 19.4% 6.5% 0.0% 10.1%

% of Total 5.5% 4.6% 0.0% 10.1%

Total

Count 62 153 3 218

% within Age 28.4% 70.2% 1.4% 100.0%

% within Gender 100.0% 100.0% 100.0% 100.0%

% of Total 28.4% 70.2% 1.4% 100.0%

Table 2. Participant’s oral health care habits.

Strongly agree Agree Unsure Disagree Strongly disagree Chi-Square  
p-value

I have bad breath B15 10 (4.6%) 20 (9,2%) 44 (20.2%) 89 (40.8%) 55 (25.3%) <0.001

I have missing teeth B16 15 (6.9%) 54 (24.8%) 18 (8.3%) 72 (33.0%) 59 (27.1%) <0.001

I have bleeding gums B17 11 (5.0%) 43 (19.7%) 43 (19.7%) 75 (34.4%) 46 (21.1%) <0.001

for the collected quantitative data. Inferential techniques 
included the use of correlations and chi-square test val-
ues, which were interpreted using the p-values. The tra- 
ditional approach to reporting a result requires a state- 
ment of statistical significance. A p-value was generated 
from a test statistic. A significant result is indicated with 
“p<0.05”.17 

The qualitative analysis included an analysis of the tar-
geted curriculum review and thematic analysis of long 
answer questions. The results from the groups were add-
ed to an excel spreadsheet and compared. A curriculum 
checklist was used. The method used to analyse qual-
itative data was content analysis by following the steps 
defined by Braun and Clarke (2006), using a thematic 
process.18 

Overall, the ratio of males to females was approximately 
1:2.3 28.4% (n=62): 70.2% (n=153) with 1.4% (n=3) clas-
sifying themselves as other (p<0.001). Within the age 
category of 22 to 24 years, 28.2% (n=60) were male. 

The age distributions are not similar as there are more 
respondents (90%; n=189) younger than 24 years (p< 
0.01). This study reported that many respondents lived  
at home 44.5% (n=97) and private residences 39.9%  
(n=87), while a smaller number lived on campus 15.6% 
(n=34) (p<0.001).

Participants were asked about their habits of drinking al- 
cohol and smoking. Nearly 72% (n=160) had never smoked 
while 26.6% (n=58) smoked. In this category, it was noted 
that  more males smoke than females.
 
An overwhelming 99.1% (n=218) of participants (n=220) 
have had an alcoholic drink. Over 60% (n=132) drink over 
seven alcoholic drinks per week. Habits were also struc- 
tured around the participant’s sugar intake, and in our  
study, over 80%; (n=187) of the participants agreed that 
they love sugar.

Figure 1 provides data on habits about toothbrushing  
which show significantly different patterns (p<0.001) where 
more than 63% (n=138) confirmed to brushing their teeth 
twice a day while only 31% (n=68) brushed once a day.  

RESULTS

Demographic data 

Habits

Once a day
Twice a day

More than twice a day
Never

53.2

Figure 1. Brushing patterns.
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In this study, 56.4% (n=123) of the participants confirmed  
that they had never flossed before, while 53.2% (n=116)  
stated they had never used a mouth-rinse before. Nearly, 
68.8% (n=150) of the participants provided information  
that suggested that they brush their teeth twice a day, 
in the morning and before going to bed, whilst a smaller 
number, 5% (n=12) brushed three times a day.

The significance of the differences in habits was noted  
in the participants. The higher levels of disagreement im-
ply that respondents consider their breath, teeth, and  
gums healthy or acceptable. A small number 13.8% (n=30)  
indicated that they had bad breath, and 31.7% (n=69)  
indicated missing teeth. A further 24.7% (n=54) indicated 
that they had bleeding gums.

Participants provided significantly higher levels of agree-
ment regarding their knowledge of oral health. Over 51% 
(n=112) agreed that smoking could affect their gums,  
while 64,2% (n=159) believed that dental caries is caus- 
ed by a combination of sugar, bacteria, and poor oral  
hygiene. However, a significant 86,7% (n=189) supported  
the statement that supports brushing twice a day to  
keep their teeth clean and healthy.

The participant’s responses towards their oral health care 
attitudes indicated that out of the participants (n=220), 
over 94% (n=206) agreed that taking care of their oral 
hygiene was important, and about 67% (n=146) visit-
ed the dentist twice a year. Only a few with a response 
of 8,4% (n=18) indicated that taking care of their oral hy- 

giene was not important in the present time of Covid-19 
with everyone wearing a mask. Few of the participants, 
29,4% (n=64), believed that one could get heart  dis- 
eases from bad oral  health.

About 65% (n=141) of participants believed they should 
brush their teeth for two minutes, while 29,3% (n=63) sug- 
gested there is no need to visit a dentist if they have no  
problems orally. Oral hygiene techniques such as brush- 
ing twice daily (36.9%) and flossing (7.5%) were recorded 
and identified by many dental assisting students. Inte- 
restingly, most participants, 64,9% (n=141) agreed that 
they had been taught about oral health in school, but 
their habits prove otherwise, as discussed above.

All open-ended questions are reported in the tables below. 
Participants were asked to reflect on their oral health care 
while exploring their knowledge, attitudes, and practices. 
The responses were summarised from QuestionPro and 
supported with quotes, and these were analysed thema- 
tically. In our study, out of n=220 participants, 34% (n=75)  
were from Dental Assisting (DA) and 65.9% (n=145)  
from Environmental Health (EH). 

It must be noted that the participants could give mul- 
tiple responses. The participants were asked, “what is 
plaque?” Out of (n=220), more than 41% (n=91) stated 
it was a layer of bacteria in the teeth. A few participants,  
14%; (n=38) stated it was dirt on the teeth, while a 6.3%  
(n=14) believed that it was a calcified deposit on teeth.  
However, the rest 37.9% (n=77) of the participants stat-
ed they did not know what plaque was. Themes and fre- 
quencies are shown in Table 3 below.

Knowledge

Attitudes

Practices

Table 3. Knowledge of dental plaque.

Theme
Frequency 

(n=220)
Supporting evidence or quotes

Bacterial layer on teeth 41% (n=91) Respondent 334: “Bacteria that forms on the teeth due to lack of oral health care.”  
Respondent 366: “An accumulation of bacteria on teeth from food and liquids when teeth aren’t 
brushed efficiently.” 

Did not know 37.9% (n=77) Respondent 398: “Have no idea.” 

“Dirt” layer on teeth 14.0% (n=38) Respondent 345: “Dirt on teeth which has bacteria.” 
Respondent 380: “Build-up of dirt on teeth.” 

Hard layer on teeth 6.3% (n=14) Respondent 397: “Hard substance on my tooth.” 
Respondent 444: “Stone substance on teeth.” 

Table 4. Prevention of tooth decay.

Themes
Frequency 

(n=220)
Supporting evidence or quotes

Brushing of teeth 90.2% (n=199) Respondent 479: “Brush teeth at least twice a day after meals. Avoid eating sugary stuff. Do not 
smoke. Floss at least once a day.”

Avoiding sugars 13.1% (n=29) Respondent 469: “Avoiding over-consumptions of sugary drinks and food, brushing teeth  
regularly twice a day, flossing at least once at the end of the day.” 
Respondent 524: “Brush teeth and eat less sugar.” 

The use of fluoride 9.0% (n=20) Respondent 471: “Brush teeth using fluoride toothpaste. Drink water regularly. Eat tooth-healthy 
food.”

Flossing daily 5.4% (n=12) Respondent 491: “Brush your teeth at least twice a day with a fluoride-containing toothpaste. 
Clean between your teeth with a floss.”

Rinsing after meals 1.3% (n=3) Respondent 486: “Brush with fluoride toothpaste after eating or drinking. Rinse your mouth. Visit 
your dentist regularly Consider dental sealants. Drink some tap water. Consider fluoride treatment”. 
Respondent 510: “Brushing twice a day with fluoride toothpaste Rinse your mouth after eating. 
Visit your dentist twice a year.”

Did not know 1.3% (n=3) Respondent 1137: “Don't know.”

Eating healthy foods 0.9% (n=2) Respondent 471: “Eat tooth-healthy food.”
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Table 5. Poor oral hygiene knowledge.

Themes
Frequency 

(n=220)
Supporting evidence or quotes

Bacterial build up 62.0% (n=140) Respondent 808: “bacteria cause tooth decay.”

Halitosis 10.9% (n=24) Respondent 622: “A person may experience halitosis which is an offensive bad breath,  
this may also lead to tooth decay or even worse oral diseases such as gingivitis and  
periodontal disease.”

Bleeding gums, gum disease 3.6% (n=8) Respondent 750: “You might have bad breath and bleeding gums.”

I don’t know 2.2% (n=5) Respondent 734: “Unsure.”

Tooth decay 1.8% (n=4) Respondent 711: “Rotten teeth.”

Accumulation of plaque  
and calculus 

0.9% (n=2) Respondent 706: “Plaque and tartar will grow on teeth, demineralising teeth and  
weakening the gingival structure. (Decay, gingivitis etc.).”

Table 6. Oral health care practitioner visit.

Themes
Frequency 

(n=220)
Supporting evidence or quotes

For dental extraction 36.0% (n=78) Respondent 1037: “To remove a tooth that had causes abscess in my mouth.” 
Respondent 914: “Extraction of a rotten tooth.”

For scale and polish 11.3% (n=25) Respondent 1033: “To clean my teeth.”

For a dental check-up 9.0% (n=20) Respondent 1026: “Teeth check-up and washing of teeth.” 
Respondent 1016: “One of the reasons why I visited them was because I was going 
on a Church mission in Madagascar and a dental check-up was a must-do for me.”

Lack of time 3.1% (n=7) Respondent 892: “Because I don’t have time to visit the dentist.”

For Orthodontic procedures 2.2% (n=5) Respondent 959: “I had to put on braces.”

For restorative care 1.8% (n=4) Respondent 992: “For cleaning and a filling.”

Experienced pain 1.3% (n=3) Respondent 1018: “Painful teeth.”

Gold teeth 0.9% (n=2) Respondent 902: “Cleaning my teeth and putting on a gold tooth”. 
Respondent 903: “Cleaning my teeth, tooth extraction, insertion of gold  
and silver teeth.”

Table 7. Reason for not visiting.

Themes
Frequency 

(n=220)
Supporting evidence or quotes

Affordability 15.0% (n=34) Respondent 942: “I cannot afford to pay.” 
Respondent 990: “Money is the problem.”

No reason to visit 10.4% (n=23) Respondent 1001: “No need for me.”

Healthy mouths 2.2% (n=5) Respondent 944: “I care for my teeth and never had problems with my teeth and so 
didn’t see any need to see a dental practitioner.”

Fear of dental practitioner 0.3% (n=1) Respondent 987: “I'm scared of dentists.”

Table 8. General health.

Themes
Frequency 

(n=220)
Supporting evidence or quotes

Don’t know 32.0% (n=72) Respondent 1157: “I have no idea.”

Periodontal diseases 5.9% (n=13) Respondent 1120: “I was told that oral decay, halitosis, periodontitis and  
other problems can cause heart problem, can cause stroke, premature for  
pregnant women.”

Diabetes 5.0% (n=11) Respondent 1136: “Diseases such as diabetes can lower the body resistance to 
infection, making oral health problems more severe.” 
Respondent 1172: “If you have chronic condition like sugar diabetes.”

Lowering resistance 2.7% (n=6) Respondent 1133: “Can lower the body’s resistance to infection, making oral health 
problems more severe.”

Concern about appearance 1.8% (n=4) Respondent 1174: “If you have unhealthy teeth, they might affect your general 
appearance.”

HIV 0.9% (n=2) Respondent 1141: “Gum disease play a role in some diseases such as diabetes and 
HIV/Aids can lower the body’s resistance to infection, making oral health problem 
more severe.”

Table 9. Methods of cleaning teeth.

Themes
Frequency 

(n=220)
Supporting evidence or quotes

Toothbrush and toothpaste 99.0% (n=218) Respondent 1469: “I use a soft toothbrush brush and a fluoridated toothpaste, and I 
brush for two minutes, and I visit a dentist twice a year.”

Mouth-rinse 5.9% (n=13) Respondent 564: “By mouth wash and using a healthy dental diet.”

Salt and water 1.8% (n=4) Respondent 1513: “Toothpaste and toothbrush, water and sometimes salt and  
water solution.”

Don’t know 1.0% (n=3) Respondent 1451: “don’t know.”



Participants were asked: “How can you prevent tooth de-
cay?” 90.2% (n=199) responded, “by brushing twice a 
day”. While there were multiple responses, only a few did 
not know how 1.3% (n=3). Themes and frequencies are 
shown in Table 4 below.

Participants were asked: “What happens if you do not 
clean your mouth?” The responses indicated that they 
were aware that tooth decay is caused by bacteria and 
plaque build-up from not brushing regularly. Below are 
themes and frequencies (Table 5).

Respondents were asked if they had ever been to a  
dentist, dental therapist, or an oral hygienist. Overall, 58% 
(n=129) stated yes and 31.3% (n=69) had not been to 
either one. Out of the 58% (n=129) that stated they have 
been to one and the majority, 36% (n=78) indicated that 
it was mainly for extraction (Table 6). A slightly lower  
number, 15% (n=34), stated that they did not have money  
to go to a dentist/therapist or a hygienist. Themes are  
reflected in Table 7. 

Table 8 reports that about 32% (n=72) of the participants 
did not understand how the state of one’s oral health can 
affect their general health. They indicated that they did not 
know the relationship between the two. In comparison, 
only 44.5% (n=98) had an idea. Table 9 reports on the  
methods of cleaning teeth, its themes, statements, and 
frequencies. The respondents were asked what methods 
they used to clean their teeth. The majority 99% (n=218) 
stated they brushed with toothpaste and a toothbrush.

In this study population, we found that variations in the 
source of dental information were correlated with oral 
health behaviour; both positive and negative associations 
were observed between the sources and oral health be-
haviour.

The ages of the participants in this study ranged from 18 
to 24 years, with the majority being females, in line with 
South Africa’s gender demographics. Overall, the ratio of 
males to females is approximately 1:2.3; 28.4% (n=62): 
70.2% (n=153). Participants reported to be living at home 
were 45% (n=97) which might influence their oral hygiene 
methods. This statement is supported by a study con- 
ducted in Mangaung, Free State, South Africa where oral 
health care knowledge, attitudes, and practices among 
adult patients was researched..15 

Modikoe et al. (2019) suggest that living at home could 
influence oral hygiene methods in a good or bad way 
to fight dental caries.15 However, the correlation between 
students staying at home and toothbrushing in our study 
revealed no degree of association or significance - between 
the number of household individuals and toothbrushing 

habits of the participants. Our research noted that signif-
icantly more males 26.6% (n=58) smoked than females.  
Interesting enough, over 51% (n=114) in our study, agreed 
that smoking could influence their gums.6,19 Formicola  
(2017) and Park et al. (2011) found that tobacco use may 
influence students’ oral hygiene methods.6,19 An analysis  
of smoking and bleeding gums was done, and no signifi-
cant difference was found in our  study.

Almost all the participants, 99.1% (n=218) have had an 
alcoholic drink, and of the 99%, over 60% (n=132) drink 
over seven alcoholic drinks per week. These findings might 
influence the participants’ oral hygiene as seen in a study 
conducted by Afshin et al. (2019).8 It was observed that the 
overall trend of alcohol use increased among students.  
Furthermore, the systematic analysis for the Global Bur-
den of Disease Study done in 2017 suggested that al- 
cohol intake influenced students in all educational insti- 
tutions regarding their lifestyle.8 

This study’s habits were also structured around the par-
ticipant’s sugar intake as reported in a study conducted 
by Modikoe et al., (2019), whose findings indicated a  
low intake of vegetables and more sugary products in 
adults. In our study, over 80%; (n=187) of the partici- 
pants agreed that they love sugar and only 14%; (n=32) 
do not like sugar.15 Over 22%; (n=50) stated that they  
take sugar more than three times a day. 

Their intake of sugar is to be noted, as it is significantly 
high. There was a strong and significant positive correlation 
between high sugar levels, bad breath and missing teeth 
using the Pearson Chi-Squared Test (p=0.01). This finding 
is also to be noted as 72.2% (n=159) participants believ- 
ed  that a combination of sugar, bacteria causes dental 
caries and poor oral hygiene, but the results of their drink-
ing and smoking habits prove otherwise.

More than 63% (n=138) participants confirmed brushing 
their teeth twice a day, and 31% (n=68) brushed once a 
day. Taniguchi-Tabata et al. (2017) cited that oral health 
education successfully modified students’ oral health be- 
haviour.26 However, this research study’s findings further 
suggested that participants did not use oral hygiene stra- 
tegies such as dental floss (56.4%; n=123), or have ever 
used a mouth-rinse (53.2%; n=116). The findings in 
our study are close to that of a research carried out by  
Ghaffari et al. (2018), where it was concluded that oral  
health problems have a considerable effect on the quality  
of life of individuals.5 

Similar patterns were observed in another study conduc- 
ted by Taniguchi- Tabata et al., (2017) among Japanese 
university students on dental knowledge. It was indicated 
that school is important as a source of dental awareness 
for oral health education.26 In addition, dental awareness 
from dental clinics may effectively improve oral health 
behaviour, as Taniguchi-Tabata et al. (2017) stated.26  
In our study, majority of the participants 62% (n=140) 
indicated that they are aware that tooth decay is cau- 
sed by bacteria and plaque build-up from not brushing  
regularly; however, the findings of oral health education 
were found not to be covered.

Participants reflection on the prevention  
of tooth decay

Participants reflection on the sequelae of poor oral 
hygiene

Reason for visiting a dentist

DISCUSSION

Oral health knowledge
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In our research, an area of concern was when the partic-
ipants were asked about why they had to visit a dentist, 
dental therapist, or an oral hygienist. Nearly 58% (n=129) 
stated yes and 31.3% (n=69) had not been to either one.  
Out of the 58% (n=129) that stated they have been to  
one, the majority 36% (n=78) indicated that it was main- 
ly for extraction. The research explored by Silva and  
Oliveira (2018) suggested that the outcomes for prima-
ry care oral health services have shown that areas with  
lower coverage for dental services are more prone to 
oral health problems.27 

In our study, fifteen percent (n=36) indicated that they  
did not have money to go to a dentist/therapist or a hy-
gienist. Pain and sepsis could hinder students from going 
about their daily life, as defined, and supported through  
research by (Glick et al., 2016) through the FDI World  
Dental Federation’s definition of oral health.2 

Research further notes the mouth as multifaceted that  
involves the voice, smile, smell, taste, touch, and chew. 
Additionally, it is used to swallow and communicate a  
spectrum of emotions through confident and painless  
facial expressions of the craniofacial complex.2 Further- 
more, poor oral health care could compromise the func- 
tioning of the oral cavity needed for mastication.20 

University students are aware of their oral health and  
appearance, pain and cavities could affect their confidence  
levels and progress. If students have bypassed school 
and are now at the university level with oral hygiene 
issues, oral health education needs to be reviewed at  
school level.

Peltzer and Pengpid (2014) conducted a study in devel-
oping countries, including SA. The results suggested that 
oral hygiene education in our country was associated  
with weak oral health habits.21 These findings suggest  
that oral hygiene may not have been adequately incor- 
porated into the secondary education system.21 Notably,  
there was strength in toothbrushing rates from the par- 
ticipants in our study.

Dental care is expensive even in high-income environ-
ments, averaging five percent of overall health spen- 
ding and 20% of out-of-pocket health expenditure.9,22  
Sarpkaya et al. (2018) suggested that the Universal Health 
Coverage should support activities that would help frame 
policy dialogue and resolve weak primary oral health pro-
grams. Furthermore, to resolve high out-of-pocket oral 
health care costs in SA, a simple dental payment system 
would assist the students, as cited in a study considering 
students’ cost of dental education by Formicola (2017).  
This study’s outcomes suggest that oral health care cam-
paigns would benefit the students, and free oral health 
screening and discounted dental services could be offer- 
ed to students.

This study’s findings suggest that the majority, 86,7% 
(n=191), brushes twice a day to keep their teeth clean and 
healthy. This is supported by Al-Hussaini et al.’s (2003) 

research on dental health knowledge among students at 
Kuwait University that suggests what university students 
know about oral health care.23 

The literature further supports the results of our study.  
Azodo et al. (2010) researched students in Nigeria and  
concluded that most students were aware that oral 
health is an aspect of general health and affected every-
day life.4 

However, 32% (n=72) did not know the correlation be- 
tween oral and general health. Thus, the study advocated 
maintaining proper oral health which relies on imple- 
menting habits, such as dental check-ups, frequency of  
toothbrushing, food and sugar intake, dental floss, and 
other interproximal cleaning techniques. In the prevention 
of dental caries and periodontal disease, these practices 
play an important role as adequate oral hygiene habits  
and the frequent use of dental services have shown effi- 
cacy in reducing the prevalence of these diseases as  
well as in preventing them.24 

Our study noted a marked difference between Dental  
Assisting (DA) and Environmental Health (EH) students  
in the reported oral health knowledge and practices. Oral 
hygiene techniques such as brushing twice day were  
recorded (36.9%), and flossing (7.5%) were identified from 
(DA) students. The dental assisting group knew there  
was a correlation between oral health and general health. 
Nearly 29,4% (n=64) DA believed that one could get  
heart diseases from bad oral health while a small number 
from DA and the Environmental Health (EH) had no idea 
70% (n=156).

The study further reveals that higher levels of disagree- 
ment from DA students imply that respondents consid-
er their breath, teeth, and gums healthy or more accep- 
table than the EH group. These findings could poten- 
tially be attributed to the structure of the curriculum for 
both groups. No module covers oral and general health 
for EH students, whereas for DA students; oral and ge- 
neral health is covered in pharmacology, oral pathology, 
dental assisting theory and practical. This was verified 
by a curriculum checklist that was done for both pro-
grammes.
 
Lastly, in this study, we explored whether there is a course 
that focuses on students’ self-care and general health. 
A study conducted in oral and oral health knowledge and 
the attitude among nursing students revealed that be-
cause oral health was not part of the curriculum, students 
had no interest or knowledge about oral health.25 This  
study’s findings suggested that both programmes did  
not feature a module that teaches them about self-care. 
This was verified through a curriculum checklist. Even 
though the DA might have a bit of knowledge about  
oral health in this research, further research and a more  
thorough review of this learning process must unpack  
the dynamic realities of understanding health and oral  
disease systems.16 

Despite the impact that oral health has on general health 
and the quality of life, in most developing countries in- 
cluding South Africa, it is still one of the most neglected 
aspects of health.9

Oral health attitudes

Oral health practices
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This is the first research study to evaluate oral health 
awareness and oral health behaviours among students  
in a University of Technology. The dental clinic in the uni- 
versity will be presented with the results of this study,  
and this will provide the basis to modify the current  
teaching module to improve the outcomes and treatment 
services offered to students. 

Noting that there is a shortage of oral health research at 
the university, this study’s results can be a catalyst for 
more oral health research. Although research recognises 
that knowledge does not always translate into action, the 
disparities found in this study may be primarily resolved us- 
ing community and individual-based oral health education, 
promotion and prevention strategies and services. These 
can be integrated into the National Health Insurance plan-
ning for university students in South Africa.

The study participants were drawn from a single place, 
and therefore, the results cannot be generalised to other 
departments. This study, with its limitations, can provide 
insight into students’ oral health care knowledge. Further 
research about oral health care knowledge still needs  
to be explored in all the university departments. In our 
study, the DMFT index could not be performed due to  
the Covid-19 pandemic.

The study aimed at exploring the students’ oral health  
care methods and thereafter make them aware of meas-
ures such as the use of fluoridated toothpaste and ap-
plication of topical fluoride. Curative measures are avai- 
lable, but the achievement of lower dental caries rates 
in SA could be through community campaigns and oral 
health programs. Although these are already in place, 
the coverage needs to be increased and include tertiary 
institutions. Oral health promotion should be community- 
based and must also be included in the course designed 
for University students.
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