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ABSTRACT

Introduction

Advocacy for oral health promotion, prevention and
treatment of oral diseases is founded on a comprehensive
oral health policy that is integrated into the South African
National Health Policy. The policy is intended to be a
roadmap in the pursuit of achieving optimum oral health for
the South African population.

Aim

To review the National Oral Health Policy of SA (NOHPSA)
in terms of context, strengths, weaknesses, implementation
and monitoring regarding the oral health status of the South
African population.

Results

Promotive and preventive services lack detail on activities to
achieve goals. The objectives, although very well defined,
cannot be measured and there is no way of knowing whether
they have been achieved. It was evident that the policy
needs to be reviewed and updated in accordance to recent
survey data, population growth and the profile (number and
types) of health service providers. The prospect of updating
the policy relies on the availability of current epidemiological
surveys, which are not available, the most recent survey
was conducted in 2002.
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Conclusion

The policy lacks a monitoring and evaluation plan. This is
critical not only for the assessment of actualisation of aims
and objectives, but for the sustainability of intended inter-
ventions.
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INTRODUCTION

The review of policies in health is important to determine
their relevance and applicability over time and to determine
whether the aims and goals are still being met. A review
thus informs the recommendation for changes to improve
the effectiveness and give clarity to indicators for desired
outcomes. A thorough review requires an analysis of the
implementation, monitoring and evaluation phases of the
policy making process; this ensures that the final phase
which is the maintenance, succession or termination of the
policy can be decided on.

Oral health policies, like other health policies, are essential
in any country as they provide direction as to where the
current health status is, where they want to move it toward
and the resources that will be required to get to their desired
destination. Studies have shown that countries without any
clear oral health policy, like Russia, tend to have a higher
prevalence of oral disease in comparison to other countries
with similar socio economic standings.! This could be
attributed to the fact that if there is a need to improve the
health of any nation, there must be clear goals, a clear
direction and a destination with time lines to ensure that all
stakeholders, NGOs, and funding agencies can monitor the
progress of the countries health at any given time.?

Oral health policies of SA, China and Brazil, countries with
a similar economic rating, as they fall under the BRICS
umbrella (Brazil, Russia, India, China and South Africa);
are very similar in context but they vary significantly in
their implementation, monitoring and evaluation.®” These
countries’ policies are all based on their respective National
Health policies.® 12

The National Oral Health Policy of South Africa (NOHPSA)
was formulated based on the National Health Policy of
1990.8 The policy is founded on two broad pillars; the goals
that need to be achieved for oral health in SA and the targets
that need to be met in terms of treating and preventing oral
health diseases, as shown below (Figure 1).
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GOALS

. Promote oral health
« Prevent oral diseases
« Increase access to:
o Services
o Competent staff
o Appropriate technology
o

Suitable facilities

TARGETS

« Reduce caries in children

. Prevent edentulism

« Reduce edentulism

. Manage oro-dental trauma

Figure 1. Diagrammatic representation of the goals and targets of the NOHPSA

Goals

The goals of the NOHPSA are to promote oral health and
prevent diseases thus ensure good oral health; based on
the elements of the primary health care approach. It is
directed at all citizens of South Africa (SA) including service
providers such as oral and general health workers, and the
government oral health directorate. The goals also strive to
ensure that all people have access to quality oral health care
at affordable rates and that oral health services are provided
by competent clinicians, using up to date technology in
facilities that are safe.®

The promotion of oral health entails education and preventive
services at the primary health care level and includes
schools. These are the services that are rendered at schools,
and form part of the Integrated School Health Programmes
(ISHPs) through partnerships with academic institutions,
Department of Health and private oral health companies.

The prevention of oral disease requires screening for early
detection and management. This includes the prevention of
progression and management of diagnosed diseases. This
requires a well-structured referral system for patients to be
treated.

The objectives that were included in the NOHPSA were
based on previous studies that were relevant at the time
during which the policy was developed. However, with
time these targets need to be amended and modified to
be relevant and in line with the current disease burdens.
In order to determine whether the targets, in any policy
are relevant, it is important to carry out surveys carry out
surveys that will measure the disease burden and the
impact of services rendered. The most recent oral health
survey of South Africa was focused on children, and it was
conducted between 1999 and 2002. During that period
60.3 % of children under age 6 presented with caries and
80% of that cohort had untreated caries.®

This implies that there is a high prevalence of dental caries
among children and that the vast majority of these children
do not have access to dental care. Since then, there
has been no other National surveys conducted to gauge
whether this has changed or not.

Thus the oral health strategy that is currently the operational
basis of oral health programmes in the country needs to
be reviewed in order to identify weaknesses and improve
on them so that when a new policy is developed, it can
be more appropriate and relevant to the South African
context.

AIM

The aim of this study was to review the National Oral Health
Policy of SA (NOHPSA) in terms of the context, strengths,
weaknesses, implementation and monitoring with regards
to the oral health status of the South African population.

METHODS

This review was conducted using aspects of the
conceptual framework developed by Singh et al. (2010)
which was specifically designed for the analysis of oral
health promotion in health policies.?

Their frame was adapted from the advocacy coalition
frameworks. Using it as a guide one understands that to
analyse an oral health policy one must understand the
political and health transformations of the country, in so
doing also be cognisant of the possibility of unexpected
changes to that landscape, while taking into consideration
the healthcare belief systems of the stakeholder who are
affected.

The objectives of the policy were analysed based on the
SMART criteria.* These criteria ensure that the goals are
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Stable Parameters

« value of oral health promotion
« health philosophies

o primary health care approach
« health integration

Potential External Threats:
. changes in policy focus

ORAL HEALTH PROMOTION (OHP)

Policy Subsystem

o Coalition Groups: Health
Promotion, Maternal and
Child Health, HIV/AIDS Unit,
Nutrition

« Guiding Principles (health
policy documents)

o Beliefs, Attitudes to OHP

« Barriers to Integration Policy

« Policy Output

A

. changes in public opinion
o changes in political environment

Figure 2. Adapted conceptual frame work?®

Specific, Measurable, Relevant and Timely. It is a thorough
analysis of the policy document pertaining to context,
implementation and monitoring.

RESULTS

The education and preventive services places emphasis
on the fluoridation of water for communities as a pivotal
preventive programme. However, to date no province or
district has introduced a water fluoridation program. Other
preventative services that should be implemented are
unfortunately not defined, however, there are fissure sealants
and brushing programmes being conducted throughout
the country under the auspices of the department of oral
health.s-6

The curative services are defined with a focus on prioriti-
sation of the waiting list system. Levels of treatment are
set within the scope of practice of oral health profession-
als and include education, preventive and curative services
(management of pain and sepsis set as priority). There is

a defined recommendation of the oral health workforce
allocation in the form of ratios of oral health profession-
als per number of people in the country. Regarding dental
specialists, however there is no mention of any dental
specialists except that of Commmunity Dentistry. The policy
defines the scope of the Community Dentist specialist
as being confined to non-clinical work including policy
development and screening.

The fee structure for these services in the public sector is
clearly defined. It is evident that there is a range of free
dental services within the lower levels of care and tariffs
will be set for higher levels of care. The levels of care are
clearly stipulated, from self-care, primary, secondary and
tertiary care. All dental services are free at PHC facilities
but there is a user fee at secondary and tertiary hospitals
for all dental care. The policy differentiates two main areas
in the delivery of services; organised services, which are
free to stipulated categories, and non-organised services.
The organised services are clearly defined as preventive,
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educative and emergency services for children at centres of
learning from pre-school through to high school, at schools
and at clinics. These include services at state institutions,
hospitals and prisons.

Non-organised services include outpatient services, such
as restorations, prosthodontic, orthodontic treatment and
other elective treatments that are not inclusive of relief of
pain, sepsis and trauma.

The objectives in the policy as a target for the year 2000,
have included all age cohorts benchmarked on the South
African Statistics from the 1980’s in line with global oral
health promotion standards.®

1. 1-6 year old cohort aimed at 50 % caries free by 2000.

2. 12 year old cohort must have DMFT of 1.5 or less.

3. 20 year old cohort must have a 60% tooth retention
and have at least 35% increased periodontal health.

4. 35-44 year old cohort must have a reduction in the
level of edentulism by 6.22% and ensure at least 15%
are healthy.

5. 60-64 year old cohort must reduce edentulism by
21.41% and reduce deep periodontal lesions.

The implementation plan is not well structured and does not
have clear guidelines. There is no monitoring and evaluation
plan.

DISCUSSION

The policy details goals and targets that are aimed at
promoting oral health and thus ensuring that the country
benefits from services tailored for that purpose.

However, the policy is focused on addressing the oral health
problems but does not include the effects of comorbidities
(diabetes, HIV/AIDS etc), lifestyle choices (smoking, alcohol
drug abuse) and other determinants of health (socioeco-
nomic factors, malnutrition and trauma) that may predispose
individuals to oral diseases.'”?' Nor does it mention a
collaborative prevention and oral health promotion with
the medical professionals. The policy mentions collab-
oration with South African Medical Services only with
reference to data collection. Other medical professionals
such as paediatricians, speech and hearing therapists,
pharmacists, medical doctors, etc. could play a vital role in
the prevention and education related to oral diseases.?*>
There is no mention of a private public partnership, nor the
role of the private sector in provision of oral health care in
the country.

Promotive and preventive services

The education and preventive services are not detailed
enough. The water fluoridation rhetoric is redundant as SA
has not implemented water fluoridation and some areas
that use borehole water have water with fluoride at levels
of 25 ppm? which is way over the recommended dose
of 1ppm. There are a lot of controversial views pertaining
to fluoridation of water and particularly on the African
continent®. Other feasible means of delivery of fluoride
should be explored such as toothpaste. There is also
no mention of interdisciplinary collaboration with nurses,
family medicine practitioners, dieticians etc, in relation to
oral health promotion.
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Free services at point of contact especially at primary health
care level increase accessibility to services and draws
closer to reducing the health inequalities experienced in the
country.?”-28 With a user fee being charged at higher levels
of care, an appropriate referral system would ensure that
patients do not incur costs for treatment they may have not
needed but wanted. In the policy it is stated that to gain
access to secondary and tertiary oral health care, one must
be referred via the hierarchy. As it is currently, all levels are
accessible without referral, which is contrary to what is
stated.?® Adhering to the policy in this regard would aid in
reducing the burden of demand at secondary and tertiary
public health facilities, significantly reduce waiting times
and may lead to saving on operational costs.?® Access to
appropriate oral health services should be emphasised
on with the consideration of where people live and their
socio-economic statuses, such that rural settings are far
off the standard and quality of urban settings. Appropriate
technology should make it possible to bridge the gap
between the two settings, thus achieving equitable access®
thus ensuring that every individual receives services that
they need when they need them.

Provision of Oral Health Services

This section deals with the different types of services and
categories of oral health providers. The services are divided
into two categories, organised and non organised services.
Organised services stipulates a clear mandate to cater for
young children without description of exact services. The
authors recommend that fissure sealants be included in the
policy as one of the services rendered to the school learners
as per other studies.'?'%2 The non-organised services are
vaguely described as outpatients with pain, sepsis and
trauma. Clarity is needed as to whether this is within general
health or dental clinics. It should be specified at which level
of care the outpatients’ services will be provided. Currently,
these services are being provided at dental clinics at primary,
secondary and tertiary facilities.

In order to achieve efficient curative services, a sufficient
workforce per population is required and currently studies
have shown that there is a shortage of human resources
in oral health.®® The personnel norms as stipulated in the
policy definitely need to be revised and reviewed as they
are outdated. Both the population and the workforce has
increased considerably  since the 1990’s.2® Therefore
an audit of the population and human resources need
to be done to determine the type and number of human
personnel that need to be trained. The HRH strategy for
2030 indicates there may be surplus of dentists and a
shortage of dental therapists whose scope is better aligned
for the PHC package.®*

The policy stipulates that Community Dentistry specialist’s
scope should be confined to non-clinical duties. It is not
clear in the policy why that statement stands as there is
no supporting evidence to it, their scope of practice is not
stated as such. The assumption is that it may be owing
to the fact that as of 2015 there were only 36 Community
Dentistry Specialists available for service at the ratio of 1:1
636 424,% therefore at the time the draft was made the
numbers were even smaller. Hence the policy makers saw
it fit to limit the Community Dentistry scope of practice to
non-clinal duties. However, it is essential for Community
dentistry specialists to be involved in research, screening



of patients, treating patients where necessary and providing
insight and knowledge on planning future policies. Ideally
they should also inform oral health strategies and see to the
monitoring and evaluation of implemented programmes.®®

Mention must also be made of the role of other specialists
including dental practitioners, oral hygienists and dental
therapists and their numbers required to ensure the oral
health targets can be achieved with adequate human
resources.

Infrastructure and resources

Physical facilities, equipment, instruments and consumable
supplies are mentioned to be procured through tenders.
Emphasis should be placed on assuring that these resources
are equitably distributed. The information is not detailed
enough for any individual in the oral health care workforce
to be able to initiate or follow up on procuring of items for
clinics. The NOHPSA makes mention of accommodation
needs and planning for oral health services in accordance
with other policies, yet there is no detail as to which policies
these are.

Objectives

Objective 1 was for 50% of the 6 year age group to be
caries free by 2000, it has not yet been achieved. As of the
most recent National Oral Health survey, only 30.7% of this
population remained caries free by the year 2000." The
socio-economic status of the country renders many citizens
categorised as underprivileged and under serviced. The
quality of the diet is directly associated with socio-economic
status.® Lack of oral health services and resources, lack
of evidence of implementation of strategies for oral health
education programmes and a multi-sectoral approach to
prevention amplifies the problem of children not receiving
quality oral health services.®"%1236 Poor diet is linked to poor
oral health, if this narrative remains the same it may be near
impossible to reach the target aimed at reduction of caries in
children. Even in light of the implementation of the National
Health Insurance (NHI) Bill which aims to increase access to
oral health services for all.

Objective 2 was to obtain a DMFT of 1.5 or less for the 12
year old group and this was achieved by 20041, At the time
that the objective was set, the figures were benchmarked
against the National Oral Health survey of 1982 when the
DMFT of the cohort was recorded at 2.5, by the next oral
health survey that was published in 2004 it was at 1.1. This
may be attributed to the improvement of school oral health
programmes over the years.®”"% There are no new surveys to
confirm the current national prevalence.

Objective 3 was to ensure that at least 60% of 20 year
olds retain all their teeth and at least 35% of them have
a minimum of three healthy sextants. Surveys need to be
conducted to measure the current oral health status among
the 20 year olds.

Objective 4 mentions reduction of edentulism from 10.36%
t0 6.2%, to ensure that 80% retain at least 20 of their teeth
and with respect to periodontal status, 15% have 3 healthy
sextants.These targets are set in percentages but with
no reference to the population size. It is difficult to assess
whether this objective was achieved or not. The objective
needs to be reviewed based on evidence and redefined in
line with recent survey data.
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Objective 5 is to reduce edentulism from 26.76% to
21.41%, ensure that 60% retain 20 teeth and reduce the
mean number of deep pockets to 0.27. Similar to the fourth
objective, these percentages were set without a population
size reference. It must be taken into consideration that this
age group often requires removable dental prostheses. This
being attributed to the fact that the current services for
adults are predominantly extractions due to a possible lack
of infrastructure, materials and equipment.’ Currently the
state covers the costs of these prostheses for pensioners in
order to restore function. Yet, there are few dentures being
delivered in PHC clinic and in rural areas. However, the ideal
would be for this status quo to be changed by ensuring
that periodontal knowledge is emphasised in the oral health
education programmes, and periodontal treatment initiated
from the onset rather than at a later stage.

Objective 6 and 7 address the need to obtain and collate
data on oral pathology and trauma related conditions. Various
academic institutions are well underway with reporting and
dissemination of publications pertaining to that. It would be
beneficial for routine continuous professional development
sessions to be conducted with private dentists and public
dentists in this regard, for them to be encouraged to report
their findings.

Re-engineering of primary health care services as set
out in the NHI can ensure that each indicator is achieved
by ensuring an equitable distribution of manpower to
service each oral health facility and the funding to maintain
the equipment. This would see to the reduction of the
prevalence of edentulism by encouraging the provision of
restorative procedures over extractions and changing the
mindset of the population with regards to extractions versus
restorations.3-40

Implementation

The implementation plan is vaguely structured, without a
budget nor direct guidelines as to how to be implemented.
It simply states the levels at which the policy should be
implemented but not so much by which portfolios. All
service providers of oral health are expected to implement
this NOHPSA when rendering clinical services. All training
and research facilities including the medical services and
the private sector should develop and implement their
own internal policies based on the NOHPSA.The NOHPSA
should further aid in advocating for creating environments
that are conducive to adoption of this policy, with training for
appropriate management to oversee it. The fiscal aspects
of the policy should be elaborated under implementa-
tion, as there will be a need to ensure that resources are
allocated appropriately to achieve the objectives set in the
main policy. The general public is privy to the contents of
the policy, this will ensure improved utilisation and avoid
misuse of oral health facilities. This will also ensure that
oral health professionals do not abuse their authority when
providing oral health care.

There is no mention on strategies to monitor and evaluate
the policy. A review of the policy conducted in 2010,
recognises the emphasis on equity, health promotion,
integration and focus on the primary health care approach.®
There is however little documented evidence on implemen-
tation of this policy, hence there is a need for the policy to
be re-evaluated.
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CONCLUSION

The policy context is in line with global oral health policies
in that the aim is to provide universal oral health coverage
for all with the end goal of enabling populations to take
ownership of own oral health care.

The policy strengths lie on the following intentions:

e Training human resources to cope with demand

* |nvolve the community in planning

e Implementation based on evidence and thus tailor
make programs to need

e Make oral health services accessible to all

e Make oral health services affordable to all

e  Enable communities to practice self-care

However, there is no evidence of any of the intentions
being translated into action. That poses as a significant
weakness, along with the fact that oral health promotion
is dominated by oral health professionals in a system
that has a curative dominance over preventive care.
Intersectoral collaboration with medical health disciplines
to address oral health conditions could assist in changing
that narrative.

The fact that there is no mention of monitoring and
evaluation, implies that there is little effort to collate
periodic data that each facility in the country is mandated
to submit. The failure to collate data may also be attributed
to lack of uniformity in terms of dental records within the
country. It is thus impossible to review the implementation
of the policy.

Overall, the policy was clear as to its outcomes but did not
provide clear guidelines as to achieving these outcomes.
This is inappropriate in a country like SA, where there is
widespread disparity between provinces and even within
provinces. The disease burden and demand differ across
the country and as such a preventive measure which
is effective in one community might not be in another.
Therefore, the policy is not directive in nature and allows
provinces and districts the leeway to adopt measures that
will be suitable for their respective communities. However,
the government of South Africa must be commended in
drawing up such a policy which gives direction and a road
map to where oral health should go. Many other countries
do not have such a policy and hence the government has
achieved a policy that is practical and implementable.

Recommendations

The policy framework is sound but needs critical emphasis
on four areas, research, budget, multisectoral collabora-
tion and a monitoring and evaluation plan.

It is not possible to set goals without relevant and up to
date data. This hinges on oral health surveys that are
conducted at local levels then collated in order to establish
the prevalence of oral conditions and distribution of oral
health personnel and facilities throughout the country.

Continuous professional development courses for all
health care workers will ensure that they are well equipped
with updated knowledge. Ensuring that if new technology
is introduced for service rendering, staff members are able
to incorporate it into the services, such that it does not
become a futile expense. The facilities themselves should
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be well maintained to ensure that they are safe for the use
of patients and staff.

An annual budget must be set for the intended goals, this
would require for it to be defined at National and provincial
levels. The allocation of funds should be done equitably
amongst districts and provinces.

Take on a multisectoral approach to incorporate aspects
of policies that influence oral health. Using the common
risk factor approach to incorporate oral health into health
policies. This can be achieved by providing lectures to allied
health professionals during CPD meetings to educate them
on oral health.

Establish a transparent monitoring and evaluation process
for setting goals. This will allow for officials to take ownership
of delegated responsibilities and also be accountable for its
successes and failures. Not only will this ensure that policy
objectives are are met but it may also act as a motivational
tool for oral health teams involved.
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