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ABSTRACT

Background: The literature shows that despite the vision of PHC re-engineering (rPHC) to
promote universal access to health, oral health remains a critical concern, particularly regarding
the provision of primary oral health care (POHC) within the public health system. Aim: This
study aimed to explore the status of primary oral health care (POHC) within the re-engineered
PHC (rPHC) approach in a substructure of the Cape Metro in the Western Cape province of South
Africa and to develop guidelines to better align POHC with rPHC (as applied in the Western Cape
province). Method: A mixed methods approach with a case study design as the strategy of enquiry
was used. The case encompassed the Klipfontein and Mitchells Plain substructure (KMPSS). The
study population consisted of members of the district management team (DMT), including the
Deputy PHC Deputy Director and Programme Manager, managers of community health centres
(CHCs) (n=2), oral health practitioners (dentists=4, oral hygienists=4), nurse practitioners (n=19),
and community health workers (CHWs) (n=149). Data collection to meet the first five objectives
included: 1) interviews and focus group discussions with managers to inquire about their
perceptions and implementation of PHC and POHC; 2) a scoping review to explore types of
interventions by CHWs in healthcare settings that led to improved health outcomes, along with
their enablers and challenges; 3) a cross-sectional survey to determine the knowledge, attitudes,
and practices of CHWs in their personal and work roles; and 4) document analysis exploring how
oral health and POHC are articulated in health policy documents. Qualitative data were analysed
using content and thematic analysis, and descriptive and inferential statistics were generated for
quantitative data. Data were triangulated to answer the first part of the aim, which was to explore
the status of POHC. The outcome of this synthesis informed the development of a set of guiding
principles and foreground actions necessary to better align POHC with the rPHC approach.
Results: PHC was viewed as first-level care, with perceptions related to respondents’ professional
roles in the substructure. Managers reported that the rPHC approach enabled possibilities for
integrating oral health into PHC and that oral health practitioners should take responsibility for
this. Oral health practitioners indicated that oral health was not valued in the substructure,
attributing this to a lack of recognition of their role, insufficient resources, and inadequate
integration of oral health within PHC. They further questioned the evidence base for the POHC

interventions they were expected to implement. The Scoping Review found that CHWs could be
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successfully upskilled to expand current services. More successful interventions involved a
combination of complementary services, frequent contact with target audiences, access to health
facilities and resources, and the use of theory-based approaches in service delivery Their
challenges included a lack of training and supervision, as well as being overburdened by the
additional demands of multiple services. The CHW survey indicated that both knowledge of oral
diseases and prevention, as well as personal practices, were inadequate. Oral health information
was provided routinely by just over half of the respondents, while dental screening and referrals
were conducted much less frequently. Their primary challenge was personal safety, followed by
salary concerns, availability of equipment, and training, with supervision rated lowest. The health
policy document analysis revealed a common thread advocating for a paradigm shift from
reactive, treatment-oriented oral health services to more proactive services with greater emphasis
on promotion and prevention. However, the implementation of POHC in these documents did not
reflect this paradigm shift. The triangulation of data found that POHC was not integrated or
aligned with the rPHC approach in the KMPSS, although there was potential for such integration.
POHC implementation tended to use a narrow interventionist approach, which appeared to stem
from dated oral health policy documents that were not aligned with PHC or rPHC. All respondents
noted extractions as the most frequent treatment performed and acknowledged a need for
comprehensive POHC and its integration into the PHC approach, particularly in the context of
community needs, but acted in accordance with available resources and their own capacity to
effect change. Conclusion: POHC was not integrated into the rPHC approach or accessible across
the life course for the KMPSS community. Implementation followed a largely medical model,
primarily driven by factors related to the healthcare system. A set of guiding principles and
actions to foreground these issues was developed, which would need to be addressed at the health
system level rather than at the KMPSS level to have a real chance of better aligning with the rPHC
approach. The findings resonate with literature highlighting the lack of attention to oral health in

the development of health system approaches to promote universal access to health.
Keywords: primary health care, primary oral health care, reengineered primary health care

approach, integration and alignment of oral health, community health workers, oral health

practitioners, nurse practitioners.
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CHAPTER 1:
INTRODUCTION TO THE STUDY

1.1 INTRODUCTION

This chapter lays the foundation for the study, beginning with a comprehensive literature review,
followed by the problem statement and rationale. It then defines the study’s aim, objectives, and
research questions, while highlighting the problem statement and rationale. The chapter concludes

with an outline of the subsequent chapters and a concise summary.

1.2 BACKGROUND

1.2.1 Oral health and primary health care

South Africa adopted comprehensive primary health care (PHC) as the strategy of the Unified
Health System, aiming to deliver quality care to all citizens (Department of Health [DoH] 1997).
Yet, almost three decades later, despite primary oral health care (POHC) being explicit in this
strategy, extractions are the most frequent POHC service performed in several provinces across
the country (Bhayat, Madiba & Nkambule 2020; Dookie, Singh & Myburgh 2017; Smit, Barrie
& Louw 2017; Thema & Singh 2017). A seeming neglect of oral health in PHC appears to be a
global phenomenon. This neglect is evident in global calls for the integration of oral health into
PHC to achieve universal coverage for oral health (World Health Organisation [WHO], 2022;
Ramphoma et al. 2022; Prasad et al. 2019; Watt et al. 2019; Peres et al. 2019; Harnagea et al.
2017; Kim et al. 2016; Jin et al. 2016; Phillips & Hummel 2016; WHO 2003).

The philosophy and guiding principles of PHC remain pertinent, yet there are concerns regarding
the challenges of implementing PHC (Muldoon, Hogg & Levitt 2006; Bhatia & Rifkin 2010;
Naledi, Barron & Schneider 2011; WHO 2018). These challenges include moving from a narrow
technical biomedical paradigm of health from the past to a broader determinants approach to
health, competing ideas of primary care and primary health care, and the absence of effective
means to empower local communities. Thirty years after its inception, there was a call by the
WHO and its regional affiliates for PHC to be revitalised, also referred to as “primary health care
re-engineering” (WHO 2008).



In response, the South African National DoH initiated a process of PHC reform in 2010, known
as the “re-engineering of PHC” (rPHC) (NDOH 2010). This rPHC was intended to shift the PHC
system from a “largely passive, curative, vertical and individually oriented system to a more
proactive, integrated and population-based approach” (Naledi et al. 2011). In the rPHC approach,
the District Health System (DHS) continues as the institutional vehicle for PHC delivery and
district hospital services. This means the continuation of strengthening district and subdistrict
management, management of all facilities within the district, development and strengthening of
district health plans, monitoring of existing information systems, and improving service delivery.
The decentralised governance and management structure, led by District Management Teams

(DMTs), aims to strengthen DHSs (Naledi et al. 2011).

The rPHC approach embeds the principles of PHC. However, in restructuring the system, it aims
to develop well-functioning and integrated teams to meet the priority health needs of
geographically defined populations. In this regard, a comprehensive approach to prevention,
promotion, and good quality essential care that focuses on health outcomes to reduce mortality
and morbidity from major causes of ill health is essential. The establishment of a well-functioning
DHS and attention to factors outside the health sector that impact health would be necessary to

guide the process (Naledi ef al. 2011).

Oral health and POHC, if integrated into every aspect of this rPHC approach, should make a
significant impact on the oral disease burden of the country. The burden of oral diseases, given
that they share determinants and modifiable risk factors with other non-communicable diseases
(Hobdell et al. 2009; Petersen 2008), supports the argument that strategies to improve oral health
are inseparable from those that enhance general health (Phillips & Hummel 2016; Sheiham &
Watt 2000). Yet globally, reports indicate that oral health within health systems has not received

the necessary attention.

The Lancet journal in 2019 highlighted what was perceived as the neglect of oral health worldwide
and called for radical action (Watt et al. 2019; Peres et al. 2019). Concerns were expressed
regarding healthcare systems that continue to emphasise a biomedical approach to the causation
and prevention of oral diseases, as well as a belief that high technology can restore oral health

(Watt et al. 2019; Fejerskov 2013). Such an approach shapes policies that prioritise clinical



interventions and chairside education, rather than population-wide strategies that address the
determinants of disease (Peres et al. 2019). This approach is also evident in the South African
context, where there is limited or no information on oral health in health status indicators and

strategies in reports on population health (Western Cape Government [WCG] 2019).

Aligning oral health and POHC to PHC and the rPHC approach is, therefore, a critical step in

improving health and oral health at a population level.

1.3 LITERATURE REVIEW

1.3.1 The primary health care approach

The Alma-Ata Declaration of 1978, adopted by the WHO and the United Nations Children’s Fund
(UNICEF), was a landmark event that formally established PHC as the key strategy for achieving
“Health for All” by the year 2000 (WHO 1978). The PHC approach is advocated as “the critical
strategy for achieving better health for more of the world’s population” (WHO 1978). PHC is
defined as essential health care based on practical, scientifically sound, socially acceptable
methods and technology made universally accessible to individuals and families in the community
through their full participation and at the cost that the community and country can afford to
maintain at every stage of their development in the spirit of self-reliance and self-determination
(WHO 1978). Health services within a PHC approach were intended to be multidisciplinary,
aligned to local need and place emphasis on disease prevention and promotion. The Declaration
thus proposed PHC as comprehensive, with health services being part of a new international
economic order to benefit all nations, especially low income and groups that are disadvantaged.
This comprehensive approach would encourage democratic participation in health and so
contribute to social and environmental contexts that create disease and risks for disease (WHO
1978). The fact that PHC was reported as both a level of care and an overall approach to health
policy and service provision lent itself to ambiguity, regarding primary care, which is more
narrowly focused on individual care, and the philosophy of PHC (Muldoon, Hoff & Levitt 2006).
Further debates on PHC have been the adoption of a selective versus comprehensive PHC. Those
promoting selective PHC argue that it would enable interim gains whilst those promoting

comprehensive PHC argue that it is needed to address the underlying causes of ill health and



would lead to sustainable improvement in health outcomes (Baum Freeman, Labonte & Sanders

2017).

The comprehensive vision of Primary Health Care (PHC) was seemingly overtaken by a more
pragmatic and selective approach. Although intended as a temporary measure until developing
countries could support a broader system, this shift minimised the original vision's emphasis on
broader social change, sidelined preventive and promotive actions, and focused instead on specific

diseases or narrowly defined health outcomes (Walsh & Warren 1979).

Baum et al. (2017) reported on an Australian case study of PHC services which tracked a shift
from comprehensive to selective PHC within a relatively short period. A changing context,
reported as an ongoing dispute between Federal and State governments regarding responsibility
for PHC and health promotion, was noted as the reason for this shift. Resource limitation resulted
in services needing to be targeted. Whereas the more comprehensive model embedded activities
along a continuum of promotive, preventive, rehabilitative and curative services, the selective
model shifted the focus to rehabilitative and curative care with very little other activities. The
narrowing of service activities was then aligned to selective PHC outcomes, limited to improved
chronic disease management and aimed for more planned, managed care and decreased acute,
episodic care for chronic disease, and a reduction in hospital admissions Baum et al. (2017). The
case study provides some evidence of how political decisions influence a healthcare approach as

well as the competition for PHC services in a system where resources become restricted.

The challenges of implementing PHC has been acknowledged globally. In the 2000s, several
countries began to re-engineer their PHC systems to better align with PHC principles. The rPHC
approach, adopted in South Africa to better align the healthcare system with the principles of
PHC, emphasised primary care service delivery, community-based care, and intersectoral
collaboration (Naledi et al. 2011). The Western Cape government adopted a community
orientated primary care (COPC) approach to guide the rPHC reform process in the Western Cape.
This approach aims to promote person-centred care throughout the lifecycle, comprehensively
address the priority health needs of geographically defined populations, and emphasise
prevention, health promotion, and the delivery of essential care (WC DoH 2014).



Thirty years after the Alma Ata Declaration, the PHC conference "Primary Health Care —
Reflecting on the Past, Transforming for the Future", held in Astana, Kazakhstan in 2018,
reinforced the principles of PHC while highlighting the need for improved PHC systems (WHO
2018). The Astana Declaration emphasised disease prevention and health promotion throughout
the life course; comprehensive preventive, promotive, curative, rehabilitative, and palliative care
to meet population needs; innovations. More explicit strategies for implementing the principles
of PHC and a need for with system-wide considerations for strategic change was emphasised. The
Astana Declaration highlighted the role of policy makers in realising this transformation. Policy
makers would need insight into the complexities of system wide changes, they would need to
interrogate reasons for change, what needs to change, who should be involved, and how and when

change will occur (WHO 2018).

One may deduce from the Astana declaration (WHO, 2018) that despite rPHC, there were still
challenges to the implementation, seemingly driven by healthcare systems. Furthering the aims
of rPHC is also advocacy for universal health cover (UHC) which is central to Sustainable
Development Goal 3 (SDG3) of healthy lives and promotion of well-being for all at all ages
(WHO 2018). Countries reorienting their health systems towards PHC are seen to be better
positioned to achieve nearly all the SDGs (WHO 2018). The literature thus highlights the value
of the PHC approach and, by extension, the importance of aligning oral health to as an integral

component of health to PHC.

In the PHC approach, community health workers (CHWs) are viewed as the cornerstone of PHC.
This cadre of health workers may be the first contact of communities to the healthcare system,
will expand the health workforce and, in doing so, increase access to care. Their role in a
community-oriented approach to health care, community empowerment, and increasing access to
care is well documented (Witmer et al. 1995; Schneider ef al. 2016; Sandhya et al. 2019). As
health workers, CHWs work almost exclusively in community settings, serving as connectors
between health care consumers and providers to promote health among groups that have
traditionally lacked access to care (Witmer et al. 1995). Their role thus creates a potential to
embed oral health in community and family systems and in so doing promote holistic health as

indicated in the PHC approach, as well as complement the role of oral health professionals.



Despite the introduction of PHC as the South African approach to health care delivery (DoH
1997), the performance of PHC in South Africa has reportedly been poor compared to other
countries, with significant gaps highlighted between good health policies and their
implementation (Naledi, Barron & Schneider, 2011). The rPHC approach in South Africa
addressed such implementation challenges by shifting the focus to a health-promoting,
community-based model as the means of delivering health to South Africans (Naledi e al. 2011;
Rabkin ef al. 2015). This model has the potential to increase access to oral health care across the

life course, ultimately reducing the burden of oral disease and its consequences.

Considering the burden of oral diseases, which are largely preventable, and the fact that oral health
is integral to the health and well-being of populations (Petersen 2009), the integration of POHC
into the rPHC approach is critical.

The neglect of oral health in healthcare systems

Oral diseases are among the most common noncommunicable diseases (NCDs) worldwide,
affecting an estimated 3.5 billion people, with the burden increasing, particularly in low- and
middle-income countries (LMICs) (Watt et al. 2020). However, the literature indicates that oral
health services are not aligned with the PHC approach. Rather, oral health care reflects
technologically driven services (Watt et al. 2019; Fejerskov 2013). There has been an expressed
need for reform within the dental fraternity regarding the perception of oral health and the
recognition of oral diseases as a major public health concern (Peres et al. 2019; Petersen 2008).
This need for reform in oral health service provision is evident from dental literature, with leaders
in oral health both globally and in South Africa advocating for radical action (Watt et al. 2020;
Benzian 2021; Peres et al. 2019; Watt et al. 2019; Singh 2011). These perspectives suggest that
oral health strategies should focus on public health initiatives throughout the life course, as

promoted by the PHC approach.

As far back as 2002, the WHO Global Oral Health Programme called for a strategy to integrate
oral health promotion and disease prevention with general health and chronic disease prevention,
given the links between overall health and oral health (WHO 2003). This more inclusive approach
to oral health care within a broader health system has been advocated for several decades (WHO

2022; Watt et al. 2020; Watt et al. 2019; Peres et al. 2019; WHO Regional Office for Africa 2016;



Petersen 2008; Hobdell et al. 2003). Watt et al. (2019) argued for a system-wide reform of oral
health services globally, advocating for integration with wider health care. In this regard, several
reports and policy documents have been developed, presenting the global oral health status and

targets for change alongside associated approaches (WHO 2022; WHO 2023).

Despite the PHC approach aiming for improved health for a larger portion of the world’s
population, the Oral Health Status Report — Summary for the African Region states that oral health
has long been neglected in the global health agenda. Priority actions proposed in this report for
2016-2025 include enhancing advocacy, leadership and multisectoral action; reducing common
risk factors; strengthening health systems; promoting integrated oral health surveillance and
progress measurement; and conducting research related to oral health (WHO Regional Office for
Africa 2016). The Regional Summary for the African Region, drawing on and extending the
Global Health Status Report (WHO 2022), highlighted challenges specific to the African region,
one being that this WHO region experienced the largest increase in the number of major oral
disease cases between 1990 and 2019. Further challenges include a lack of oral health policies,
strategies, or action plans for most member countries; weak integration of oral health promotion
and disease prevention into NCD prevention actions; a lack of oral health workforce, compounded
by a dominance of dentist-centred workforce models; and fragmented or non-existent integration
of oral health into PHC. The Global Oral Health Action Plan (WHO 2023), which addresses
challenges specific to the African region, is seen as the roadmap to UHC for oral health.
Differences across the WHO regions may therefore apply the principles of an action plan to their

specific contexts.

The cost and approach to oral health provision may pose a challenge in integrating oral health
with PHC. The treatment-dominated, high-technology, and specialised approach noted in high-
income countries (HICs) does not address the underlying causes of disease or inequalities in oral
health. In LMICs, dentistry is often unavailable, unaffordable, and inappropriate for most of the
population due to the high-technology Western model used (Watt e al. 2019). At the same time,
chronic health conditions are becoming more prevalent in poorer developing countries, thereby

creating a double burden of disease (Petersen 2009).

In South Africa, the literature has highlighted oral health concerns such as the lack of



comprehensive oral services, lack of resources, training needs, health service managers not
appreciating the challenges and needs of oral health, and the failure to integrate it into the broader
health system, alongside policy not being translated into practice, among other issues (Kolisa

2016; Singh, Myburgh & Lalloo 2010; Dookie, Singh & Myburgh 2017; Ramphoma ef al. 2022).

The literature highlights the global challenges in providing oral health and POHC. Despite
ongoing arguments and evidence since the beginning of the century advocating for the inclusion
of oral health on the public agenda and its integration into the healthcare system, progress remains
limited. The draft Global Health Action Plan appears to synthesise reports and arguments,

proposing concrete actions for the universal coverage of oral health (WHO 2023).

1.3.2 Primary oral health care

POHC has been defined as “personal oral healthcare, delivered in the context of family, culture
and community, whose range of services meets all but the most specialised oral health needs of
individuals and families being served” (Isman 1993:847). This definition aligns with the rPHC
approach, which focuses on strengthening community systems, providing PHC services, and

fostering intersectoral collaboration through a team-based approach.

The concerted effort to place oral health on the global agenda was also noted in the 74th World
Health Assembly Resolution, which recommended that oral health be embedded in the NCD
agenda and that oral health interventions be included in UHC programmes (WHO 2021). Specific
recommendations included the common risk factor approach (CRFA) and a shift from a traditional
curative approach to a focus on preventive strategies. Oral health promotion and prevention
should be incorporated within families, schools, and workplaces, providing timely,
comprehensive, and inclusive care within the PHC system (WHO 2021). These recommendations

would apply to POHC within a rPHC approach.

1.3.3 The common risk factor approach (CRFA)

The CRFA was advocated more than two decades ago (Sheiham & Watt 2000; DoH 2010). In this
approach, a core group of modifiable risk factors is recognised as common to many chronic
diseases. Oral diseases, for example, share risk factors with the four most prominent NCDs, which

are cardiovascular diseases, diabetes, cancer, and chronic obstructive pulmonary disease



(Petersen, 2004). Dietary practices, a risk factor for dental caries — a highly prevalent oral disease
— are also significant in the development of NCDs. Tobacco use, estimated to account for over
90% of cancers in the oral cavity, is associated with aggravated periodontal breakdown, poorer
standards of oral hygiene, and ultimately premature tooth loss (Jin ef al. 2016). A major benefit
of the CRFA is the potential to improve health conditions for the population, in addition to high-
risk groups, thereby reducing inequities (WHO 2003). This approach requires a range of
complementary strategies such as health education, policy development, community action, and
legislation (Sheiham & Watt 2000). It makes a persuasive argument for the full integration of oral

health into the PHC system and demonstrates how oral health is integral to community health.

The use of a CRFA is of relevance for CHWs in view of their promotion and prevention role. In
accessing family and community systems, risk factors such as tobacco, hygiene and diet are
common to both general and oral health. In addressing these risk factors, CHWs can embed oral
health in their day-to-day activities, thereby extending oral health care into community systems,

hence the strong focus on CHWs in this case study.

1.3.4 Health workers and POHC

Community health workers (CHWs). Traditionally, CHWs were employed by non-governmental
organisations (NGOs) providing services for specific health-related programmes. Their roles have
increasingly expanded to that of generalists (Naledi ez al. 2011), also with the rPHC approach.
Considering this evolving role, CHW services may be extended to include oral health as part of
their primary care to families and communities. This will provide promotion and education on

oral health across the lifecourse.

However, literature from India and Iran shows that these health workers may not be adequately
prepared to provide oral health services (Hajizamani et al. 2012; Aggnur et al. 2014). Hajizamani
et al. (2012) reported that reasonable knowledge of oral health did not correlate with the practices
of PHC workers in the communities where they worked. Most were unaware of the oral health
status of individuals in their care, leading authors to postulate that oral health was not a priority
in their health centres or that they lacked the skills to collect the necessary data. Improving the
personal oral health of CHWs would facilitate the transfer of sound oral habits to the communities

where they worked (Aggnur et al. 2014). CHWs with the necessary knowledge and skills would,



therefore, be well placed to increase access to POHC in the communities where they operate.

Primary health care teams. A model to embed oral health into health services to improve
population-level oral health was proposed by Phillips & Hummel (2016). A partnership between
primary care providers and dentistry to expand the oral disease prevention workforce was
proposed (Phillips & Hummel 2016). The motivation was that prevention and early detection are
part of primary care. As primary care teams provide risk assessment, screening, and case finding
for each body system, why not for the oral cavity? The proposed framework involves asking
patients and their families about oral health, examining their teeth and gums for signs of increased
disease risk, taking appropriate action based on findings and shared decisions — which may include
preventive measures such as education, counselling, topical fluoride application, or referral to
dentistry for treatment — and finally documenting the records. These activities were proposed for
incorporation into existing workflows (Phillips & Hummel 2016). This framework demonstrates
recognition of the importance of integrating POHC with health and could equally be applied to

healthcare workers in a PHC system.

The services and care offered by health and oral health professionals could be significantly
complemented by CHWs providing basic preventive oral health care through promoting oral

health literacies on a community level.

Successes in integrating oral health into PHC or community-based initiatives have been noted.
Nascimento ef al. (2013) reported on the successes of implementing PHC in Brazil. South Africa
used the healthcare system of this country as a model for much of the rPHC approach. Health-
promoting schools in Brazil for example, which incorporate a range of health promotion activities,
found an improvement in the oral health of children from deprived areas attending these schools
compared to children attending non-health-promoting schools (Moysés et al. 2003). In India,
Bhatra (2018) reported that health workers could be successfully trained to incorporate oral health

information for mothers of infants attending PHC facilities.

1.3.5 The South African approach to rPHC
In this model, DMTs, along with subdistrict management and district hospital chief operating
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officers, are responsible and accountable for all services delivered across facilities and
communities within the district. The rPHC approach builds on the existing PHC system by adding
three streams: 1) ward-based PHC outreach teams, 2) community-based health services, and 3)

district-based clinical and specialist teams (Figure 1.1) as described below.

PHC Re-engineering Plan

Figure 1.1: The rPHC model ref)

PHC outreach teams comprise generalist CHWs, supported by nurse practitioner team leaders,
and are linked to local PHC facilities and communities. Their primary function is to promote
health and prevent ill health through interventions based on the concept of a healthy community,

a healthy family, a healthy individual, and a healthy environment.

PHC clinics and community health centre (CHCs) provide facility-based services, including oral
health services, and extend these offerings into communities through ward-based PHC outreach

teams and specialist support teams (see Figure 1.1).

Specialist PHC support teams span the various domains of facilities and communities.

The Western Cape government approach to rPHC
The rPHC model as applied in the Western Cape comprises three distinct, but interrelated service

delivery platforms as described below. Collectively these three settings are expected to provide a
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comprehensive array of preventive, promotive, curative and rehabilitative and palliative
interventions. The focus of the system is on person centred care, underpinned by the pillars of a
person-centred approach, integrated provision of care, continuity of care and a life course
approach (WC DOH 2014). The concept of COPC was introduced in the Metro Health Services
(MHS) in 2017 with the focus of promoting health and to provide more preventive interventions

at household and community levels as well as in health facilities (MHS 2017).

Home and community-based care (HCBC). The core component of HCBC are teams comprising
of community care workers (CCWs) also referred to as CHWs and a professional nurse. This
service model is population-based and organised per electoral ward in the metro. Teams are
entrusted with the responsibility of the health of a defined population in the Metro, thus
maximising preventive care and health promotion. The role includes facilitating and supporting
preventive, promotive, curative, and rehabilitative services, extending from homes to health

facilities, through referral and follow-up.

Primary health care. A comprehensive range of curative and preventive services are provided for
with a complementary capacity for rehabilitative and palliative care at PHC facilities. Oral health

1s included in PHC services.

Intermediate care. This refers to inpatient transitional care to enable patients to regain skills and
abilities for daily living with the ultimate discharge destination being the home or an alternate
supported living environment. Intermediate care teams work in close collaboration with home-

based care teams.

The case study of this thesis included the subdistrict management of the KMPSS and the streams
of HCBC and PHC facilities components of the approach to rPHC or COPC.

Relevance to oral health

Considering the nature of oral diseases, prevention is possible through the promotion of health
and oral health within the rPHC approach. The burden of untreated oral disease is notably high,
as evidenced by oral health surveys of children (DoH 2003) and adults (DoH 1994). The National

Oral Health Strategy reported that the most prominent oral conditions are “tooth decay, pain, tooth
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loss, early childhood caries, bleeding gums, loose teeth, and bad breath. Other conditions include
oral HIV lesions, oro-facial trauma, jaw fractures, oral cancer, mouth sores, fluorosis, and oral
tumours” (DoH 2010). Dental caries and periodontal diseases are among the most prevalent oral
diseases, with most adults affected by dental caries (90%) and periodontal disease (93.5%) (DoH
2010). Most basic oral and dental problems can be treated at a PHC facility, highlighting the need
for POHC services and the integration of these with the rPHC approach to extend access to oral

health across the life stages through a life course approach.

The NOHS, 2010 (DoH 2010) suggests that districts gather data specific to the district beyond
mere disease profiles and plan accordingly. Such a suggestion acknowledges that health and
illness result from the interaction between biological, psychological, and social factors (Wade &
Halligan 2017). Therefore, expanding epidemiological data to include social epidemiology would
further investigate the “social determinants of the population distribution of health, disease, and
well-being, rather than treating these determinants as mere background to biomedical
phenomena” (Kriegler, 2001). Such data may also be more relevant in a PHC approach,
considering the principle of community participation in their health. Through a better
understanding of community health and oral health, relevant interventions can be offered.
According to Watt et al. (2019), clinical oral disease measures should be complemented by
appropriate indicators of the wider population effects of oral conditions. Yet, there is little
evidence of such data. In addition, gathering epidemiological data as a basis for oral health
planning, as noted in South African oral health surveys, without considering the social
determinants that play a role in health and disease, reflects a biomedical approach to
understanding the spread of disease (Singh 2011). Such an approach, when translated into
practice, may result in strategies limited to treating the disease and may not contribute to improved

oral health outcomes for the population concerned.

1.3.6 Oral health and its impact on quality of life

Good oral health enables a person to eat, speak, smile, and socialise without active disease or
embarrassment. Despite oral diseases being largely preventable, they remain highly prevalent,
negatively impacting the well-being of individuals, communities, and society (Petersen & Kwan

2010; Peres et al. 2019; Watt et al. 2019; WHO Regional Office for Africa 2016).
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The most prevalent oral diseases globally are dental caries, periodontal disease, tooth loss, and
cancers of the lip and oral cavity (WHO 2022; Peres et al. 2019). The Global Burden of Disease
(GBD) study (James et al. 2018) reported that more than 3.5 billion people suffer from oral
diseases, with untreated dental caries in permanent teeth being the most common. Severe
periodontal disease affects almost 10% of the global population, with more than 530 million

children suffering from dental caries in primary teeth (James et al. 2018).

Oral diseases are evident in young children, with increased morbidity and functional problems
noted with age. Untreated tooth decay in permanent teeth is the most prevalent disease in adults,
and gum disease is the sixth most common disease globally (Peres et al. 2019; Watt et al. 2020;
James et al. 2018; eds. Watt et al. 2015). Advancements in science and technology have enabled
individuals and communities who can afford dental care to maintain a functional dentition (FD),
which refers to reduced dental arches that preserve basic functions such as chewing, speaking,
and aesthetics (Chalub et al. 2016). However, in poorer communities, tooth loss and the

accompanying burden of disease are the norm (Petersen 2009).

Although oral problems can largely be prevented, their prevalence and consequences appear to be
worsening, particularly among low-income, socially disadvantaged, and other vulnerable
populations (Peres et al. 2019; Smit et al. 2017; Phillips & Hummel 2016; Gordon, Mosen &
Banegas 2021). The prevalence of these diseases further reflects social and economic inequalities,

with inadequate funding for prevention and treatment, particularly LMICs).

Oral and general health of populations worsen as one descends the social gradient (eds. Watt et
al. 2015; Guarnizo-Herrefio et al. 2014). Differences in oral health status across and within
countries are evident and reflect social and economic inequities (Molete et al. 2020; Petersen
2008). Adults with lower household incomes, educational levels, and barriers to dental care costs
are more likely to lack preventive dental care (Gordon et al. 2021). The impact of oral diseases
affects quality of life, as seen in limitations in social and physical function, social isolation, low
self-esteem, lost days at work or school, dental pain, infection, and difficulty in eating and

speaking (Aimée et al. 2017; eds. Watt et al. 2015; Exley 2009; Thorpe 2006; Petersen 2008).

Oral health problems may exacerbate, or be exacerbated by, general health concerns (Hastings &
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Vasquez 2017; DoH 2010; Thorpe 2006; WHO 2003). Although oral diseases are generally not
life-threatening, the impact on quality of life for those affected creates multiple levels of
disadvantage in terms of disease burden and lost opportunities, ultimately contributing to
substantial health inequalities in society. Poorer communities with a higher prevalence of oral
disease are further disadvantaged by the interplay of health and oral health (WHO 2023; WHO
2018).

Access to basic oral health care is a critical component of health care delivery, particularly within
a system re-engineered to enhance health opportunities through the PHC approach. However, only
31.5% of public dental services in the Western Cape province provide the basic package of care,
while 65% focus exclusively on extractions (Smit & Osman 2017). Dentists have reported that
most patients present with pain and sepsis, primarily seeking extractions rather than restorative
treatments. Challenges cited include inadequate equipment, reporting lines to PHC managers who
may lack familiarity with the dental scope of practice, and reliance on extractions as the primary
indicator of service delivery. Furthermore, the rising prevalence of untreated dental caries in the
province underscores the failure of current prevention strategies, as highlighted by Smit et al.

(2017).

The NHI system is intended to ensure universal access to appropriate, efficient, and quality health
services. The outcome of the NHI Bill, signed into law in May 2024 is for all people to have
access to the full range of quality health services they need, when and where they need them,
without financial hardship. One of the key interventions addressed by the NHI plan is the
provision of a comprehensive package of care underpinned by rPHC, focusing on health
promotion, preventive care, and rehabilitative care (Sibiya & Gwele 2013). Although the NHI
system appears to create the possibility for improved health and oral health care, the information

available currently does not allow one to predict its impact on oral health.

1.3.7 Primary health care approach in the Western Cape Province

Since 1995, three successive provincial health strategy documents have shaped the transformation
of the Western Cape health sector (South African Health Review [SAHR] 2017). The first,
introduced in 1995, outlined a service delivery model centred on comprehensive primary care

services led by clinical nurse practitioners. These services were organised within district sub-
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units, integrating previously vertical programmes and establishing clear referral pathways to

district and regional hospitals. Oral health was among these vertical programmes.

The second strategic document, the Western Cape Government Health Plan 2010, aimed to
transform public health services by prioritising primary-level care, community-based initiatives,
and preventive strategies, aligning with the vision and mission of the NDoH (WCG 2005). While
the plan clearly articulated primary health strategies, its only mention of oral health focused on
the role of dental training hospitals. These institutions were viewed as providers of affordable,
comprehensive oral health services that supported the PHC approach while training oral health

professionals.

The third and current provincial health strategy, Healthcare 2030, builds on the foundations of
the previous strategic plan and outlines the province's approach to improving health care delivery
(WC DOH 2014). This revised strategy aims to shift the focus from a curative paradigm centred
on treating illness and disease to one emphasising prevention, health promotion, and overall
wellness (WC DOH 2014). Achieving this transformation involves engaging in dialogue with
staff and partners to cultivate a shared understanding and a unified commitment to the principles
of the PHC philosophy, while strengthening the DHS model. Through dialogue, it is envisioned
that the integration of services and the transition from individual vertical programmes to a more

integrated approach will be ensured.

For the first time in provincial or district documents, oral health is explicitly stated in terms of the
prevalence of oral diseases, its impact on quality of life, and the need for prevention and
promotion. A shift from curative oral care to integrated oral health prevention and promotion is
articulated, which includes education, advocacy for tooth brushing, and fissure sealant
programmes, alongside the basic package of oral care. The HCBC service will focus on promotion

and prevention with oral health included in these services (WC DOH 2014).

The Western Cape Government Health Report 2017/2018 makes no reference to treatments or
services provided by dental clinics in the district, an indication that oral health services are not
monitored. The only mention of oral health care services pertains to those performed by the OHC,

Faculty of Dentistry. The recorded outcome indicators were the number of dental visits, and the
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number of dentures made, without any indication of the types of services or procedures performed
(WCG 2019). A headcount is an inadequate measure for assessing the quality of oral health
services (Barrie 2014), as it does not distinguish between preventive, restorative, and emergency
services, such as extractions. It is expected that a well-functioning DHS would produce statistics
reflecting the types of oral and dental care provided and, within a PHC system, the extent to which
the basic package of oral care is available and rendered. The absence of such data in a health

report may further indicate the low priority of oral health within the PHC system.

The lack of data is particularly relevant given that the Western Cape province shows the highest
prevalence of dental caries in children, with an incremental increase across ages and 75-90%
remaining untreated (DoH 2003). Data from oral health services during the period 2011-2015
found that the prevalence of dental caries among children in the Western Cape province had

increased from 2002 to 2015 (Smit et al. 2017).

Literature calls for a paradigm shift in oral health services globally, advocating for oral health to
be integrated with general health within PHC. The rPHC approach provides an opportunity for
this integration, has the potential to drive the paradigm shift, and can increase access to oral care

at a population level.

Consequently, the design of a set of guiding principles that more clearly situates oral health within
the rPHC approach is a critical area for research and development. Such guidelines should elevate
oral health onto the public agenda and provide clear, actionable principles based on the findings

of this study that would align POHC with the rPHC approach.

This study aims to develop a set of guiding principles that align POHC with the rPHC approach

in a substructure within the Cape Metro District of the Western Cape Province in South Africa.

14 THE CONCEPTUAL FRAMEWORK

A conceptual framework justifies why a given study should be conducted (Varpio et al. 2020).
The conceptual framework used in this study was informed by the PHC model (WHO 1978),
elements of the rPHC approach as applied in the Western Cape province (WC DOH 2014) and
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the definition of POHC (Isman 1993). The literature presented has shown that the PHC approach
did not adequately integrate oral health, and that oral health was not aligned with the principles
of PHC. With the introduction of the rPHC, there is limited evidence of oral health being
integrated with other health programmes or aligned to the philosophy of PHC. Although the rPHC
approach could have contributed significantly to improvements in oral health at a population level,
there are still calls in South Africa and globally for a paradigm shift in oral health care. There is
a need to understand how oral health can be integrated and better aligned with the PHC and rPHC
approaches. Therefore, by applying the vision of PHC, underpinned by principles and elements,
this framework will guide the researcher in exploring how POHC is understood and implemented
within a substructure of a district in the Cape Metropol, aiming to develop a set of guiding
principles to better align POHC with the rPHC approach. The application of the principles and
elements as they relate to POHC is presented in Table 1.1.
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Figure 1.2: Pillars of PHC
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Figure 1.2 is an illustration of the pillars of PHC, based on the definition of PHC (WHO 1978).
In developing the conceptual framework, the pillars of PHC were applied to POHC. The definition
of POHC (Isman 1993) refers to basic oral health services delivered in the context of the family
and community. Aligning oral health to PHC would thus support the use of the pillars of PHC as
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a starting point and further align these to the application of rPHC or COPC as applied in the
Western Cape. In the application, POHC is placed at the centre, surrounded by the four pillars:
intersectoral coordination, support mechanisms, appropriate technology, and community
participation. These pillars and their related elements intersect throughout the PHC
implementation process. Through support mechanisms, oral health services can be integrated to
provide a range of primary, secondary, and curative services. Appropriate technology may
enhance community participation in health, thereby increasing access to health and oral health
services. By fostering community participation, utilising appropriate technology, encouraging
intersectoral collaboration, and implementing support mechanisms, culturally sensitive oral health
care can be provided across the life course (WHO 1978). In terms of intersectoral co-ordination,
the concepts of interprofessional and multiprofessional services are more appropriate and

integration of services is used in relation to school services.

The principles and elements guiding the exploration of the study population’s understanding and

implementation of POHC in the KMPSS is described in Table 1.1.

Table 1.1: Conceptual framework — integration of POHC in PHC approach

rPHC POHC application

Governance Clear roles and responsibilities, knowledge of POHC and implementation

strategies at the level of DMTs, PHC facilities, PHC outreach teams.

Support Number and distribution of adequately trained oral health professionals
mechanisms working as a health team and supported within the PHC structures. Other
staff, including CHWs within the system is appropriately trained in terms

of oral health. Relevant referrals are made.

Comprehensive | Oral health promotion, prevention, conservative and curative treatment
POHC according to scopes of practice. Oral health included in care provided by

health workers providing facility and community-based care.

Inter and multi- | Oral health services are provided by an interprofessional oral health team
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professional

and are integrated within PHC services. Multiprofessional coordination

coordination where oral health services are coordinated with health. Collaboration
with outreach teams and within facilities in the integration of oral health
with health services.

Appropriate Technology used is available and accessible to providers and users. Basic

technology oral health services are based on relevant technology; technology is

appropriate for the health system and population concerned.

Universal cover

Communities have access to comprehensive oral health when they need
it and POHC is accessible and affordable to them. A population- based

approach in addition to an individual approach is used.

Access

Mix of oral health staff and comprehensive POHC services is provided as

a facility and community level. Oral care is accessible and affordable.

Team approach

Interprofessional dental teams with reference to professionals within the
dental discipline and interprofessional teams including dental and other
health professionals is evident in providing POHC services or integration

oral health into health services.

Life course

approach

A life course approach, providing comprehensive and appropriate oral

health care across the life stages of individuals and communities are used.

Community

participation

Oral health needs of the community are known and considered as an

indication of community involvement. CHWs employed from
communities they work in. Communities through facility, home and
community-based care are informed of their oral problems, means to
promote their oral health and prevent oral disease and the necessary
referrals and treatment options in POHC. In this manner communities are
involved in decision making about their oral health, ultimately to develop

self-reliance regarding their oral health

1.5

PROBLEM STATEMENT
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Although access to health and by implication access to oral health services is recognised as a
fundamental human right in the South African Constitution (RSA 1996), the foundational
documents guiding oral healthcare are significantly outdated at the time this thesis was
conceptualised. Key resources such as the National Oral Health Policy (DoH 2004), the Strategy
Draft (DoH 2010), and the National Oral Health Surveys for adults (DoH 1994) and children
(DoH 2003) — which could have informed POHC within the PHC framework — have not been
updated for nearly two decades. At the time of conceptualising this thesis there was no up to date

health policy and the national oral health strategy was still in a draft form.

Compounding this policy stagnation is a glaring lack of comprehensive oral health statistics,
starkly contrasting with the detailed data available for other health sectors. Limited reports and
published literature indicate an increasing burden of oral diseases, with extractions remaining the
predominant POHC procedure across multiple provinces. These findings highlight a

misalignment between POHC practices and the principles of the PHC approach.

Despite the explicit inclusion of oral health in health policy documents, the lack of clear guidelines
for integrating it into both PHC and rPHC approaches highlights a concerning lack of
prioritisation within the broader healthcare system. The implications of this systemic neglect are
extensive and multifaceted. At the population level, untreated oral diseases impose a significant
and growing burden. These conditions are cumulative and progressive, exhibiting bidirectional
relationships with systemic diseases while profoundly affecting oral health-related quality of life.
The consequences extend beyond immediate health concerns to include substantial opportunity
costs through lost work and school time. This creates a detrimental cycle where preventable oral
conditions escalate, requiring more extensive, often curative treatments such as extractions —
interventions that many cannot afford or access. The burden falls disproportionately on low-
income and underserved communities within the PHC system, who typically have the most

limited access to oral health services (Petersen 2014).

While the COPC approach to rPHC as applied in the Western Cape province is a decentralised,
community-oriented healthcare delivery approach through integrated facility, family, and
community systems at the district level, the state of oral health and oral health services as reported

in the literature is seemingly not aligned to the philosophy of PHC. This misalignment represents
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a significant gap between PHC's intended approach and its actual implementation in oral health

services, potentially widening existing oral health disparities rather than addressing them.

Therefore, developing effective solutions requires a thorough understanding of both PHC and
POHC implementation within the rPHC approach as applied in the Western Cape. As such a case
study has not been done in the Cape Metro, Western Cape province, this research will contribute
to better understanding the views and implementation of POHC through a case study of a
substructure in the Cape Metro. This understanding will be crucial for establishing guiding
principles that can better integrate and align oral health services within the rPHC framework,

ensuring more equitable and comprehensive oral healthcare delivery.

1.6 Rationale for the Study

This study's rationale serves two key purposes. First, it aims to explore the implementation and
perspectives of POHC within the rPHC approach as applied in the Western Cape, contributing to
the sparse evidence base in this field and informing the development of guiding principles for
improved POHC-rPHC alignment. Second, it seeks to establish a methodological framework for

exploring POHC implementation that can be adapted for use across different healthcare contexts.

1.7 RESEARCH QUESTIONS

1.  How is POHC within the context of rPHC perceived and implemented in the Klipfontein
and Mitchells Plain substructure (KMPSS) sub-district of the Cape Metro Health District?
2. How can POHC be better aligned to the rPHC approach?

1.8 AIM OF THIS STUDY

The aim of this study was to explore and determine the alignment of POHC within the rPHC
approach in a substructure of the Cape Metro in the Western Cape Province of South Africa and

identify guidelines for its more effective alignment.
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1.9 OBJECTIVES

The objectives of this study were to:

1. Explore how POHC within the context of rPHC is perceived and implemented in the
KMPSS.
2. Determine strategies where the utilisation of CHWs contributed to improved outcomes in

healthcare settings.
3. Determine the oral health knowledge, attitudes, and practices of CHWs within the context

of their personal and work roles.

4. Explore how oral health and POHC are articulated in health policy documents.
5. Synthesize the data from objectives 1-4 to develop a set of guidelines to better align POHC
into rPHC.

1.10 OUTLINE OF THE THESIS

This thesis documents the various stages of research conducted to meet the five objectives of this
thesis. The literature review, conceptual framework, and methodology provide the basis from
which the research was conducted. The objectives are presented in subsequent chapters,

concluding with their synthesis and recommendations.

Chapter 1 provides a foundational overview of oral health and POHC and its relationship to PHC.
It traces the 40-year evolution of PHC delivery, both internationally and within South Africa, and
explores the extent to which oral health is evident or integrated within this approach. The chapter
emphasises the need for a paradigm shift in global and South African perspectives on oral health.
It further argues for a stronger integration of oral health into the rPHC approach, which would
better align POHC with PHC. This discussion is framed within the rPHC approach, serving as the
study's conceptual framework. References used in this chapter will be included at the end of the

chapter.

Chapter 2 outlines the study’s methodological framework and research process. It begins with a
comprehensive overview of the research approach, the research setting, study design, population
sampling, data collection methods, and analytical approaches, along with their ethical

considerations and underlying rationale. The chapter then details the specific methodologies
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employed for each of the six study objectives, concluding by mapping how each objective is

addressed in subsequent chapters.

Chapter 3 explores key stakeholders in the KMPSS in the Cape Metro Health District’s
understanding and implementation of POHC within the rPHC approach as applied in the Western
Cape province. Through semi-structured interviews and focus group discussions, the chapter
presents a comparative analysis of stakeholder perspectives in the substructure. This research

addressed the first objective of the thesis.

Chapter 4 presents a scoping review (ScR) exploring CHW interventions within healthcare
settings that have contributed to improved health outcomes. It further explores both enabling
factors and challenges that influenced their effectiveness. This research, which addressed the
second objective of this thesis, identifies key elements that impact the successful implementation
of CHW-led interventions, which has relevance in view of the pivotal role CHWs play in the PHC

system.

Chapter 5 investigates CHWSs’ perceptions, knowledge, attitudes, and practices regarding oral
health, both in their personal lives and professional roles. The literature shows that CHWs may
not have the appropriate oral health knowledge and practices for their personal oral health or their
work roles. Addressing the third objective of this thesis, the research was conducted through a

cross-sectional survey.

Chapter 6 explores how oral health and POHC are articulated within policy documents, assessing
the degree of alignment with the PHC approach. The document analysis builds on the literature
presented regarding these documents in the background section of this thesis. The literature
reviewed, found significant gaps in guidelines on oral health services, motivating for a deeper
analysis thereof. This research, conducted through document analysis, forms the basis for the

fourth objective of this thesis.

Chapter 7 concludes the case study by first synthesising, triangulating, and explaining findings
that address the research question exploring stakeholder perceptions and implementation of

POHC in the rPHC approach. The chapter then presents a set of guidelines to better align oral
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health into the rPHC approach, thereby addressing the fifth objective of the thesis. Collectively,

these elements answer the overarching aim of this study.

1.11 CONCLUSION OF CHAPTER

This chapter provides an overview of the rationale for the study. The discussion is framed within
the rPHC approach, which serves as the study's conceptual framework. The research process is

documented through a description of the study objectives, as presented in each chapter.
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CHAPTER 2
RESEARCH METHODOLOGY

2.1 INTRODUCTION

Chapter 1 provided an overview of the background, aim, and structure of the study. This chapter
details the research methodology used to develop guidelines for better aligning POHC within the
rPHC approach. A mixed method exploratory case study was adopted to achieve the research aim,
incorporating the following study designs: (i) a cross-sectional qualitative study, (ii) a scoping
review (ScR), (iii) a survey, and (iv) a document analysis. An overview of the research
methodology is presented here, with detailed methodologies for each research objective

elaborated in subsequent chapters.

The structure of this chapter includes an introduction, an explanation of the research approach, a
broad description of the case study, and a discussion of each study objective and ends with a

conclusion to the chapter.

2.2 STUDY APPROACH
2.2.1 Philosophical worldview

The researcher of this study adopts a pragmatic philosophical worldview. Pragmatism is
characterised by its flexibility, as it is not bound to a single system of philosophy or view of
reality, nor does it perceive the world as an absolute unity. From a pragmatic perspective, truth is
defined by what works best to address a particular problem (Tashakkori & Teddlie 2009).
Accordingly, a pragmatist determines the focus of the research and the methodologies to employ

based on the desired outcomes and practical implications of the study (Creswell & Creswell 2018).

This study adopted the paradigm of social constructivism. From a social constructivist
perspective, individuals construct subjective meanings of their experiences, shaped by their
interactions with others as well as by historical, cultural, and social norms. Social constructivists
thus address the process of interaction between individuals within the context in which they live
and work, seeking the complexity of views rather than narrowing meanings to categories or ideas

(Yin 2016). Interpretivism similarly seeks to understand meanings, contexts, and processes from
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diverse perspectives, aiming to comprehend both individual and shared social meanings (Crowe
et al. 2011). In this study, respondents likely bring varied and multifaceted experiences of the
rPHC system and oral health. Their interactions within their work environment shape the
meanings they attach to these experiences, further supporting the rationale for employing a social

constructivist lens in this research.

Pragmatism, when viewed through the lens of social constructivism, was identified by the
researcher as the most suitable worldview to guide the research design, inquiry strategies, and

methods employed in this study.

2.2.2 Research design
A mixed method design was employed in this study. A core assumption of this design is that the
collective strength of qualitative and quantitative data sources provides a better understanding of

the research problem than either type of data alone (Creswell & Creswell 2018).

Qualitative research emphasises words in the collection and analysis of data, employing a
predominantly inductive approach in the relationship between theory and research. This approach
places emphasis on how individuals interpret their social world, embodying a view of social
reality as a constantly shifting, emergent property of individual creation (Adler 2022; Creswell &
Creswell 2018; Yin 2016; Bryman 2012). By focusing on subjective experiences and meanings,
qualitative research provides rich, detailed insights into the complexities of human behaviour and
social phenomena. It explicitly embraces the social, cultural, and environmental contexts within
which people live, allowing researchers to explore nuanced aspects of social interactions and
personal perspectives, thus contributing to a deeper understanding of the dynamic nature of social

reality (Yin 2016).

Qualitative research is characterized by several foundational elements, as outlined by Creswell
(2013). Data collection occurs face-to-face over an extended period in the natural settings of the
participants being studied. The researcher typically gathers data by examining documents,
conducting interviews, or observing behaviour. Multiple data sources, such as interviews,
observations, and documents, are often utilised to ensure a comprehensive understanding. The

data are open-ended, enabling participants to freely express their perspectives without the
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limitations of predetermined instruments. Analysis involves both inductive and deductive

approaches, integrating insights across all data sources.

The research process is emergent; questions may change, forms of data collection may shift, and
individuals or sites visited may be modified once the researcher enters the field. Researchers must
be reflexive in recognising how their personal backgrounds and experiences may potentially shape
their interpretations of the meaning ascribed to the data. Qualitative researchers thus attempt to
develop a complex picture of the issue being studied by reporting multiple perspectives,
identifying the many factors involved in the situation, and generally producing a larger picture

that emerges from the data (Creswell 2013).

The more complex picture emerging from qualitative data illustrates how multiple factors interact
in different ways, mirroring real life and demonstrating how events operate in the real world
(Creswell & Creswell 2018). Such complexity in qualitative research within health sciences is
evident in examples exploring the views of PHC workers and key informants on health and health
promotion (Pons-Vigues et al. 2017), as well as lessons learned from case studies integrating

mental health into PHC in South Africa and Uganda (Petersen ef al. 2011).

Quantitative studies, on the other hand, use research questions, hypotheses, and objectives to
shape and focus the study. This approach emphasises the quantification of data collection and
analysis, requiring a deductive approach to the relationship between theory and research. It
incorporates the practices and norms of the natural scientific model and positivism, viewing social
reality as an external, objective reality (Bryman 2012). One common method in quantitative
studies is survey design. Surveys can describe trends, attitudes, and opinions of a population by
studying a sample of that population, with the researcher knowing in advance the kind of
information needed (Creswell & Creswell 2018). Surveys can gather comprehensive information
in a relatively short period, making them efficient for collecting data from large groups. However,
they are not appropriate for addressing complex issues that require depth of information
(Denscombe 2011). Surveys can help researchers answer various types of questions that are
descriptive, as well as questions that describe relationships between variables and questions about
predictive variables over time (Creswell & Creswell 2018). In the field of oral health, surveys

have been used to measure the effect of an oral health literacy intervention for mothers and
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healthcare workers (Dudovitz et al. 2020; Lumsden et al. 2019), assess the oral health status,
knowledge, attitudes, and practices of healthcare workers (Gambbhir et al. 2014), and evaluate oral
health practices among adults (Luciano et al. 2008). Given these applications, a descriptive survey
design is appropriate to investigate the perceptions, knowledge, attitudes, and practices of CHWs

in both their personal and work roles.

A mixed method design, using a predominantly qualitative approach, is argued to be appropriate
for exploring the status of POHC and develop guidelines for the alignment of POHC to the rPHC
approach in a substructure of the Cape Metro Health district. Advocates of mixed methods
research argue that employing methods from different philosophical traditions produces findings
that hold practical value in addressing the research problem, may validate and enhance the
accuracy of results, and compensate for the strengths and weaknesses of individual methods
(Denscombe 2011). This perspective challenges the notion that social research should
demonstrate consistency between component research questions, research design, data collection,
and analysis. Furthermore, it counters the idea that quantitative and qualitative research should be

viewed as incompatible opposites (Denscombe 2011; Creswell & Creswell 2018).

The design of a mixed method study is influenced by factors such as timing, weighting, mixing,
and theorising or transforming perspectives (Creswell & Creswell 2018). In terms of weighting,
either quantitative or qualitative data may predominate. A convergent mixed methods design
collects both forms of data at roughly the same time and integrates the information to provide a
comprehensive analysis of the research problem. In this design, contradictions and incongruent
findings are then explained or further probed. In this study, a convergent mixed-method design
was employed, as qualitative data from key informants were collected roughly at the same time,
within the same year, as the quantitative survey. A combination of inductive and deductive
approaches was utilised (Mason 2012), with the inductive approach developing theoretical
explanations from the data, while the deductive approach generated a position on the approach to

POHC in the substructure based on the evidence generated.

In summary, a concurrent mixed method research design acknowledges the value of both

quantitative and qualitative approaches, providing results that are informative, complete,
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balanced, and useful (Denscombe 2011; Creswell & Creswell 2018), thereby motivating the

researcher for this study design.

2.2.3 Strategy of enquiry

A case study strategy of inquiry was employed in this research. Case studies are well-suited to the
in-depth exploration of programmes, events, processes, or individuals (Creswell & Creswell 2018;
Yin 2014; Rule & John 2011). This approach enables the generation of a nuanced understanding
of complex issues within real-life contexts and is particularly effective for addressing "how" or
"why" questions related to current events (Yin 2014). Defined by specific boundaries of time and
activity, case studies involve the collection of detailed information through various data collection

methods over an extended period (Yin 2014).

While case studies are extensively used in literature, they have faced criticism regarding rigour,
generalisability, management of large data sets, and a lack of clear comparative advantage over
other research methods (Yin 2014). However, Yin counters these concerns, emphasising that
systematic procedures, the generalisability of case studies to theoretical propositions or
explanations rather than to populations, and the research process guiding data collection are
factors that ensure case studies yield valuable insights into complex phenomena. This view is
supported by the fact that case studies have been successfully used in health-related studies,
including evaluating integrated primary oral health services among Quebec Cree communities
(Shrivastava et al. 2020), developing an oral health policy in Nigeria (Etiaba et al. 2015), and
exploring the achievement of universal healthcare coverage in South Africa through a DHS

(Fusheini & Eyles, 2016).

Case studies may validate theories and reveal findings that can generate new hypotheses for
testing (Rule & John 2011). Although the PHC approach subscribes to the social model of health,
the dental literature suggests that a medical model approach is still dominant in oral health care
provision (Watt et al. 2019; Watt et al. 2020; Peres et al. 2019). While results may not be
generalisable or transferable to other substructures in the Cape Metro District, they can provide a
rich description of POHC in a focused setting, shed light on the broader theoretical concepts in

describing the approach to POHC adopted, and clarify the approach to POHC in the KMPSS.
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In this research, a single case study method was chosen to explore how POHC was perceived and
implemented within the rPHC approach. This approach necessitated an in-depth exploration of
the topic over time, employing multiple data collection procedures that align well with the

strengths of the case study methodology.

2.3 THE CASE AS A STRATEGY OF ENQUIRY IN THE KMPSS

2.3.1 The context and setting of the case study

This study is situated within the broader Cape Metro District which is situated in the Southern
Peninsula of the WCG. In 2022, the Cape Metro District had an estimated population of 4,772,846
and an estimated unemployment rate of 28.6%, with 9.5% of the population living below the
minimum income of R3,200. The age distribution was as follows: 23.4% (0-14 years), 32.7%
(15-34 years), 36.7% (35—64 years), and 7.2% (65 years and older) (WCG 2023).

The district consists of four substructures, namely the Southern Western, Klipfontein and
Mitchells Plain, Northern Tygerberg and Khayelitsha Eastern substructures, each containing two
subdistricts (Figure 2.1). The bounded case in this study is the Klipfontein and Mitchells Plain
substructure which includes the sub-districts of Mitchells Plain and Klipfontein (DOH 2020). The
KMPSS was purposely selected because of the number of dental clinics, and it was also accessible

to the researcher.

e ey | rrapmnEEs .
-i | el T
! - R
p o Frautp |h“' o t‘:-\_
: =l
AT 1 ST
J-Lrs i rciirs: RS W,-‘H“h
i '._ W IFH“ . |.'1-I.mrl'l s I' gL ..l'a.-\. .-""\-'-'
¥ - " o WD . Y
..... ety LR :
L A T e
/ y
wd T
S _‘".:_
i 4

Figure 2.1: Cape Town Metro District and subdistricts (WCGQG)
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The COPC approach is seen to re-orientate the Cape Metro health services (MHS) towards the
core elements of prevention, promotion, quality, and efficiency, thereby strengthening the health
system to achieve the desired health outcomes (WCG DoH 2014). In this context, CHC facilities
offer POHC services within their premises and extend these services to communities. NPOs are
contracted to provide home and community-based health services through nurse practitioners and
CHWs. Through facility and HCBC services, it is expected that oral health will be integrated

within the rPHC approach, thus making it accessible to communities.

2.3.2 Conceptualising the case
In constructing the case, the researcher makes methodological decisions regarding how the case
will be investigated, defines its parameters, determines the time frame, and identifies the issue to

be investigated (Rule & John 2011).

The context of this case is the alignment of POHC within the rPHC approach. The bounded nature
of the case provides the researcher with a clearly defined unit to study, through the identification
of key sources of information to complete the research within a set time frame (Rule & John
2011). The embedded units of analysis in the KMPSS are shown in Figure 2.2. These units of
analysis or data sources include: 1) Key informants, members of the DMT (Primary Health Care
Director and Programme Manager), facility managers (CHCs), dental practitioners (oral
hygienists and dentists), and nurse practitioners employed by NPOs; 2) CHWs; 3) a ScR; and 4)
health policy documents. Nurse practitioners and CHWs employed by NPOs provide services in
designated geographical areas. The case excluded PHC staff from other clinics in the health
facilities, as well as the specialist and hospital-based arm of the rPHC structures. The rationale
for this exclusion was that relevant information from these sources would be obtained from key
informants, which included managers at the substructure and facility level as well as oral health

practitioners or these sources were deemed not relevant to the research questions.

38



ﬁ- Ty E——

POHC in the

context of rPHC

Embedded Units
of Analysis
e P
Figure 2.2: The KMPSS — Units of analysis

2.3.3 The process of researching the case

The process of conducting the case study, as outlined by Rule and John (2011), is illustrated in
Figure 2.3. The research topic, rationale, and research questions are detailed in Chapter 1. This
study focused on exploring POHC within the rPHC approach. The research questions addressed
were: (1) How is POHC, within the context of PHC, perceived and implemented in the KMPSS
of the Cape Metro Health District? and (2) How can POHC be better aligned with the rPHC

approach?



INTERPRETING THE CASE: Methods of data analysis and interpretation

THEORISING THE CASE: Generation of and presentation of findings

Figure 2.3: Conceptualising the research study
Filling, interpreting and theorising of the case is presented below.

2.3.3.1 Filling the case

In designing a single case study, data collection from multiple sources and using various methods
is advised for the purpose of triangulation. The range of methods can add richness and provide a
deeper understanding of a case study (Rule & John 2011; Yin 2014). The mixed methods approach
used in this study enabled the triangulation of data, facilitating a more profound understanding of
the research questions. One method of enquiry can develop and inform another. For example, a
ScR using a mixed method approach provided insights into the potential role that CHWs could
play in providing access to POHC within the context of the rPHC approach.

Given the amount of data collected and generated in a single case study, effective mapping is

essential to guide the researcher. An overview of the mapping process is presented in Table 2.1.
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Table 2.1: A description of the research process

Objective

Research

Approach

Data Sources

Data collection

methods

Data collection

instruments

better align POHC into rPHC approach.

Literature

the rPHC approach

To explore how POHC within the context | Qualitative | Nurse practitioners FGDs Interview schedules
of rPHC is perceived and implemented by Oral hygienists Audio- recorder
key informants Dentists
PHC deputy director (DMT) | Individual  face-to | Interview schedules
Programme manager (DMT) | face interviews Audio- recorder
Managers at CHCs
Findings of FGDs and | Findings of FGDs | Checklist of PHC
interviews and interviews principles/implementation
To explore strategies where the utilisation | Mixed Literature Scoping review Data sheet
of CHWSs contributed to improved | method
outcomes in healthcare settings.
To determine the oral health knowledge, | Quantitative | CHWs Cross sectional | Self-administered
attitudes, and practices of CHWs within the survey questionnaire
context of their personal and work roles.
To explore how oral health and POHC is | Qualitative | Health policy documents Document analysis Data sheet
articulated in policy documents. Conceptual framework
To develop a set of guiding principles to | Qualitative | Data of Objectives 1-5 Synthesis of data to | Data sheet
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2.3.3.2 Interpretating the case
The case is interpreted through data analysis, a process of working through the data to find patterns
of meaning (Creswell & Creswell 2018; Yin 2014; Rule & John 2011). The research questions

and objectives guided the analysis process.

2.3.3.3 Theorising the case

In theorising the case, data from the first five objectives were mapped against the rPHC approach.
This includes the PHC elements and principles as embedded in the structure of the rPHC model
to answer the question, “How is POHC perceived and implemented in the rPHC approach?”
Explanations and rival explanations of findings are then provided, leading to the question, “How
can POHC be better aligned into the rPHC approach?” This culminates in a set of guiding

principles to address the research question (Figure 2.4).

How is POHC perceived and implemented in
the KMPSS?

Research Question 1

Objectives and Data 1 & 2. Key stakeholders.3. ScR (CHWs ).
Sources 4. CHWs. 5. Documents.

Synthesis of Data Map findings against the rPHC approach.

Explanations and rival explanations.

How can POHC be better aligned to the rPHC

Research Question 2 approach?

Guiding Principles Alignment of POHC to the rPHC approach.
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Figure 2.4: Theorising the case

The process of researching the case, as presented by Rule and John (2011), was mapped against
the case design described by Yin (2014). Table 2.2 shows that the approaches of these authors are
not incompatible, and the process results in a similar outcome. The researcher in this study chose

to use the process of researching the case as presented by Rule and John (2011).

Table 2.2: Approaches to the process of case design

Process of researching the case | Case design (Yin 2014)

(Rule & John 2011)

Research topic Study questions — narrow down the topic and articulate
potential questions

Research purpose and focus Study propositions or purpose to assist in clarifying
boundaries in relation to time, social groups,
organisations, and types of evidence collected.

Key research questions Study questions

Filling the case Units of analysis — each having a question, purpose (or
proposition) and design

Interpreting the case Linking data to propositions (purpose) and criteria for
interpreting findings, addressing rival explanations.

Theorising the case Types of theories — theory development.

2.3.34 Validity and trustworthiness

Validity assesses the accuracy of research findings from both the researcher’s and respondents’

perspectives, encompassing trustworthiness, authenticity, and credibility (Yin 2016).

A key aspect of trustworthiness in qualitative research is the transparency of the research process
(Cypress 2017). Trustworthiness is enhanced by systematically and explicitly detailing the
selection of the research topic, study site, participants, data collection methods, challenges

encountered, and the strategies used to address these challenges (Yin 2016).

43



Considering the multiple accounts of social reality, the credibility of findings requires research to
be carried out according to principles of good practice. Presenting findings to members of the
social world for confirmation that the researcher understood the world they represented (Bryman
2012), along with a process of peer debriefing to enhance accuracy and thus confirmability of

results (Creswell & Creswell 2018), contributes to the credibility of findings.

In considering transferability, qualitative findings tend to be oriented to the context and
significance of the social world being studied, rather than the breadth thereof, as in quantitative
research (Yin 2016; Bryman 2012). Transferability thus considers the study's implications at a
conceptual level, beyond specific findings or conditions of the initial research. The in-depth study
of small groups, as done in this study, may provide useful data to make judgements about possible
transferability to other contexts. Research findings can be strengthened by engaging in rival
thinking and searching for rival explanations throughout the research process (Yin 2016). Every
aspect of this research thus considered alternative explanations to be ruled out or not by the

evidence provided, thus strengthening the research.

In case study research, validity — with reference to construct, internal and external validity, as well
as reliability — is of particular importance (Yin 2016). Construct validity was enhanced by using
multiple sources of evidence and establishing a chain of events in the data process. Internal
validity was addressed through pattern matching, explanation building, and rival explanation in
the data analysis. In enhancing external validity using theory in a single case study, the results
were generalised to be a broader approach to POHC rather than being generalisable beyond the
immediate case study. Potential errors and biases in replicating the case study were minimised by

providing a clear design of the research process of the case study.

2.3.3.5 Ethical statement

Codes of ethics should be followed where ethical principles are explicit and adhered to (Yin
2016). These principles encompass the protection of human rights in research, namely the right
to informed consent, privacy, self-determination, anonymity, confidentiality, fair treatment, and
the right to be protected from discomfort and harm. By adhering to these principles, the researcher
demonstrates research integrity, showing that both the researcher and the data can be trusted to

represent truthful positions and statements (Yin 2016). This was evident in the disclosure of the
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lens through which the research was conducted and the insider position of the researcher within
the health system. In carrying out this study, the researcher was guided by the fundamental ethical
principles of respect for persons, justice, and beneficence. Ethical clearance to conduct this
research was granted by the BMREC of the University of the Western Cape (BM19/10/24).
Permission to access public health facilities was provided by the WCG, Strategies, and Health
Support.

24 METHODOLOGY OF EACH OBJECTIVE OF THE CASE STUDY

The methodology outlines the research process for each objective, which is further elaborated

upon in Chapters 3—7.

2.4.1 Key informants: Perceptions and implementation of POHC in the rPHC approach
The first objective explored how POHC is perceived and implemented from the perspective of

key informants within the KMPSS substructure and compared their responses.

2.4.1.1 Methods

2.4.1.1.1 Study design
A cross-sectional study design utilising a qualitative approach was employed. Exploring key
stakeholders’ perceptions of POHC and its implementation within the rPHC approach would
generate rich descriptions of data. Individual semi-structured interviews and FGDs were the data

collection methods used in this approach.

2.4.1.1.2 Study population and sampling
The study population comprised key informants in the KMPSS who were purposively selected.
Purposive sampling deliberately selects individuals who can provide information and insight into
a case (Rule & John 2011), resulting in rich descriptions of data (Yin 2016). Key informants at
the DMT and CHC facility levels influenced and oversaw the policy and implementation of POHC
within the context of rPHC from a management perspective. Dental practitioners (dentists and
oral hygienists) and nurse practitioners could provide insights into the implementation of PHC

and POHC, as they are operationally involved in the process.
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The study population is presented below.
Managers on the DMT of the KMPSS (n=2): the PHC Deputy Director and the Programme
Manager of the KPMSS.

Facility managers (n=4): Facility managers at CHC centres with dental clinics (of the five CHCs

one was found to have closed). The were five dental clinics in total.

Dental practitioners: Dentists (n=8) and oral hygienists (n=7) working at dental clinics attached

to CHC facilities.

Nurse practitioners (n=19): Nurse practitioners were defined as nurses in the employ of NPOs.

2.4.1.1.3 Data collection methods

One-to-one semi-structured interviews and FGDs were employed, as described below.

One-to-one semi-structured interviews

Interviews are typically conducted one-on-one between the researcher and the informant. In a
semi-structured interview, the researcher sets a list of topics, guided by an interview guide, which
are open-ended, clearly articulated, and sequential. At the same time, there is flexibility in the
order in which these topics can be discussed. The interviewer is expected to keep respondents
focused on the topic under discussion while also allowing leeway in how they respond (Bryman
2012). Interviews are advantageous because they are easy to arrange and control; opinions stem
from a single source, and the interviewer can explore responses in greater detail (Denscombe
2011). However, a disadvantage is that they limit the number of views and opinions available to
the researcher (Denscombe 2011). One-to-one interviews are extensively used in health sciences
research, with examples including the exploration of contextual factors, actors, and policy

processes in oral health policy adoption in Nigeria (Etiaba ef al. 2015).

Focus group discussions
FGDs are a technique used to facilitate small group discussions aimed at exploring concepts such
as attitudes, perceptions, and knowledge on a specific topic. They are useful for assessing the

extent to which views on a topic are shared. Groups should be homogeneous in terms of their
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knowledge and experiences related to the topic under discussion, with the researcher acting as a
moderator in the process (Yin 2016). The limitations of FGDs that researchers should be aware
of having less control over proceedings compared to individual interviews, the challenge of
analysing large data sets, and the group effects of multiple participants speaking simultaneously

(Bryson 2012).

The number of FGDs may be determined prior to data collection. Potential flaws arising from data
not being saturated by the sample of FGDs can be avoided if saturation is assessed based on
theoretical saturation. Focus groups are conducted until a clear pattern emerges, where subsequent
groups do not yield new information (Denscombe 2011). Purposive sampling is thus most
effective when data review and analysis are carried out alongside data collection. FGDs are
extensively used in health sciences research, as demonstrated by Pons-Vigués et al. (2017) in

exploring key stakeholders' views on various aspects of health.

2.4.1.1.4 Data collection
Online and face-to-face communication are both options for data collection, with online
communication having increased because of the COVID-19 pandemic (Jones et al. 2022). In
comparing online and face-to-face FGDs, there was no clear consensus on whether one method
offered specific advantages regarding the data produced and resources needed. Given these
findings, the use of online FGDs was suggested, particularly when time and resources are

constrained or when FGDs are deemed more practical (Jones ef al. 2022).

One-on-one interviews and FGDs are generally audio recorded for ease of data collection and are
subsequently transcribed. The entry and exit processes for both forms of data collection begin
with an introduction, an explanation of the research goals, and a sketch of the format of the
interview or FGD, concluding with a thank you to respondents for their participation (Yin 2016;
Bryman 2012).

Focus groups should be large enough to elicit a range of views and opinions, but not so large that
discussion becomes unmanageable (Denscombe 2011). The number of participants included in

FGDs may be influenced by factors such as age and gender (Bryson 2012), which the researcher
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should consider when deciding on the number of FGDs. Questions should be open-ended, clearly
formatted, neutral, and sequential, with the researcher’s role being to facilitate interaction within
the group (Denscombe 2011). This role includes ensuring that group members are free to discuss
and explore topics raised, being alert to new insights from discussions, while keeping the FGD
focused on the research topic. The conventions of focus group participation should be explained,
including the importance of one person speaking at a time and the confidentiality of data. At the
end of the FGD, the researcher should thank the group members and explain what will happen to
the data provided (Bryman 2012).

In the data collection process of this study, key informants were informed about the research both
verbally and in writing (Appendix I: Information sheet for DMT and Facility Managers and
Appendix 11: Information sheet for FGD). Consent to participate in the interview and/or FGD, as
well as the audio recording of these sessions, was sought (Appendix III: Consent form for key
stakeholders). Confidentiality binding forms to ensure the confidentiality of FGDs were included

(Appendix IV: FGDs-Confidentiality binding form).

The interview schedules, guided by the rPHC approach, were generic but modified according to
the professional designation and work roles of the key informants (Appendix V: Interview
schedules for DMT and Facility Managers, Appendix VI: Interview schedule for Oral Health
Practitioners and Appendix VII: Interview Schedule for FGDs-Nurse Practitioners). Data were

captured using audio recordings, which were labelled and dated.

The data collection process is further described in Chapters 3—7.

DMT and CHC facility managers

Individual semi-structured interviews were conducted. The DMT comprised one manager for each
portfolio (PHC and Programme Managers). The triangulation of data from a range of key
stakeholders provided a comprehensive picture to address the research objectives. The inclusion
of the four facility managers mitigated concerns regarding the limited voices and opinions often

associated with one-to-one interviews.

Oral health practitioners (OHPs) (Dentists and Oral Hygienists)
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The total number of each professional group made it impractical to hold more than one FGD per
profession. However, it was the researcher’s responsibility to facilitate the discussion to ensure

that the topic was sufficiently explored.

Nurse practitioners

Face-to-face FGDs were conducted with nurse practitioners in the employ of NPOs. The number
of FGDs was planned to ensure that the variations in the substructure were well represented;
however, it was deemed possible to increase this number if saturation was not reached by the final

FGD.

2.4.1.1.5 Data analysis
The recorded data are transcribed and prepared for analysis. The data are read, and suitable labels
are attached to the text. Labels are coded and recorded in a codebook, accompanied by a brief
explanation that is used to code other data. After coding, content analysis is performed by
identifying similarities, differences, or absences of data in certain transcripts and grouping codes
into labelled categories. Descriptive themes are generated from these categories by searching for
patterns of meaning relevant to the research (Rule & John 2011). This process makes content

analysis a very transparent research method (Bryman 2012).

The involvement of an independent researcher or coder with expertise in qualitative research
would enhance the validity and truthfulness of the results, as would discussions with peers.
Analysis is an iterative process whereby consensus between the independent researcher and the
researcher is reached. This process recognises and mitigates the reflexivity of the researcher as an

insider in the analysis process, which also includes discussions of findings with supervisors.

Triangulation of data allows for the convergence of data and methods within and between the
different groups, contributing to strengthening the truthfulness of findings by eliminating potential

bias that could arise from using a single source (Yin 2014; Rule & John 2011).

2.4.1.1.6 Validity and trustworthiness

See section 2.3.4.4 for a description of validity and trustworthiness in qualitative research.
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2.4.1.1.7 Conclusion
The findings of this research offered valuable insights into the perception and implementation of
POHC within the rPHC approach. Data collected from key stakeholders were triangulated and

integrated, providing a comprehensive understanding of the study's first two objectives.

2.4.2 CHWs: Interventions that led to improved health outcomes in health settings

Objective two determined strategies where the utilisation of CHWSs contributed to improved
outcomes in health care settings. This objective was realised by exploring the types of
interventions delivered by CHWs in healthcare system settings, as well as the enablers and
challenges affecting their effectiveness. This research contributes evidence on the potential role

of CHWs in facilitating the integration of POHC within the rPHC approach.

2.4.2.1 Method

2.4.2.1.2 Research Design
The research was carried out using a scoping review (ScR). Scoping and systematic reviews are
among the various methodologies utilised to answer a research question, with the choice guided
by the research purpose (Munn et al. 2018). A ScR can identify types of evidence, clarify key
concepts, examine existing research, and identify key characteristics or factors related to the topic
concerned. It can also serve as a precursor to a systematic review by identifying and analysing
knowledge gaps (Munn ef al. 2018). In contrast, a systematic review is employed to answer a
specific question, make a statement to guide decision-making, confirm current practices, or
introduce new practices while considering the risk of bias in the evidence. The value of ScRs in
evidence-based healthcare and practices lies in their ability to incorporate various types of
literature without being limited to specific research studies (Peters et al. 2020). ScRs have
examined oral health knowledge, attitudes, practices, and literacies of pregnant women
(Tenenbaum & Azogui-Levy 2023) and explored the barriers and facilitators to integrating oral

health into PHC (Harnagea et al. 2017).

This research aimed to map the literature on how CHW:s in healthcare settings have contributed
to improved health outcomes while identifying the barriers and enablers to these outcomes,

making a ScR the appropriate research design. The ScR would enrich this study by providing
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evidence on the inclusion of oral health in CHW services and the enablers and barriers associated

with it.

The ScR further informed aspects of the quantitative component of this study, specifically
regarding the work and personal oral health-related knowledge and practices of CHWs.

2.4.2.1.3 Aim and objectives
The aim of this ScR was to explore the types of interventions delivered by CHWs in settings

serviced by the healthcare system, as well as the enablers and challenges impacting their success.

The objectives were to explore a) The types of interventions led by CHWs in healthcare setting
that resulted in improved health outcomes, health-related lifestyle changes, and self-care

practices; b) The enablers and challenges impacting the success of these interventions.

2.4.2.1.4 Approach used in conducting the ScR
This ScR followed the updated methodological guide to conduct a Joanna Briggs Institute (JBI)
ScR (Peters et al. 2020). This updated guide aims to support improved consistency and rigor in
undertaking and reporting ScRs, expanding on the work of Arksey and O’Malley (2005) and
Levac, Colquhoun, and O’Brien (2010). The steps followed are described below:

Title and review questions

The title and review questions should clearly describe the topic and identify the manuscript as a
scoping review protocol or ScR. The PCC mnemonic, which stands for population, concept, and
context, is recommended to construct a clear and meaningful title and inclusion criteria. A ScR
question, incorporating the PCC, guides the inclusion criteria, facilitates the literature search, and

provides a robust structure for the ScR.

The primary and sub-questions for this research are presented below.

Primary research question: What are the types of interventions delivered by CHWs that have

contributed to improving health outcomes in settings serviced by the healthcare system?
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Sub-questions:
1. What types of programmes are provided by CHWs to improve health outcomes, health-
related lifestyle changes, and self-care practices in healthcare settings?

2. What are the barriers and enablers to the success of these programmes?

Inclusion criteria

The types of sources of evidence to be included aid the reader in understanding the scope of the
review and guide reviewers on which sources to include or exclude. Inclusion criteria must
encompass the population or participants, the concept, the context, and the types of evidence

sources.

Participants/Population (P)

Important characteristics of the population and other relevant factors to meet the objectives and
review questions are included. The population in this ScR consists of CHWs or the equivalent
term for CHWs as indicated in the sources of evidence. The equivalent to a CHW was viewed a
health worker who was employed by or linked to the healthcare system, who was described as
providing health services under the guidance of the healthcare system and who did not have a
formal qualification. This information was informed by literature on CHW presented earlier in

the thesis.

The Concept (C)

Depending on the objectives and questions, the concept may encompass interventions,
phenomena of interest, or outcomes. The concept of interest in this ScCR was health interventions.
Intervention types included, but were not limited to, oral health, maternal and neonatal health,
women’s health, immunisation, PHC, chronic and infectious diseases, and wellness. These focus

areas were identified in the initial literature review and are also central to the PHC approach.

The primary outcomes of success were improvements in clinically measured health status;
reported increases or improvements in the use of and access to health services; positive lifestyle
changes or self-care practices; an increase in health-related knowledge; enhancements in health
skills; and reported empowerment of the communities/individuals involved. Success was

interpreted as any change in measured health status, such as blood pressure, or reported changes
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in health-related practices. Secondary outcomes were the enablers and challenges of the

programmes.

The Context (C)

The context is guided by objectives and questions that may include geographic location, social or
cultural factors, or specific setting details, such as PHC and community aspects. Specifying the
context assists in refining the scope of the review, for example, by focusing on specific countries
or healthcare settings. The context in this research included healthcare settings, which

encompassed clinical and community-based environments served by the healthcare system.

Types of evidence sources

Types and sources of literature, such as primary research studies, systematic reviews, meta-
analyses, letters, guidelines, and blogs, are included. Reviewers may impose limits based on
which resources are known to be useful for the review. Sources included in this ScR were primary
studies with quantitative, qualitative, and mixed methods designs, secondary research such as
reviews published in peer-reviewed journals, grey literature sites, and reference lists of retrieved
studies. The search covered four databases (PubMed, Medline, Scopus, and CINAHL) using
specific keywords, index terms, and MeSH terms. Additionally, search engines, namely Google
and Google Scholar, as well as organisational websites, such as WHO and the UWC Library, were
utilised to search for grey literature. Literature was restricted to the period 2010-2020, as the rPHC
approach and task shifting for CHWs were increasingly discussed in the literature during this

time.

Therefore, rather than specifying inclusion and exclusion criteria as previously indicated in ScR

guidelines, the inclusion criteria are rigorous and specific, embedding the exclusion criteria.

Search strategy

The research strategy should be as comprehensive as possible within the constraints of time and
resources. Limitations in the breadth and comprehensiveness of the search strategy should be
detailed and justified. Clear and thorough documentation of the search strategy, including dates
and key terms used, should enable others to replicate the searches. Research for a ScR may be

iterative; as reviewers become familiar with the evidence base, they may discover additional
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keywords, sources, and useful search terms to incorporate into the search strategy. In such
instances, the entire search strategy and results must remain transparent and auditable. The period
starting in 2010 was selected as this was an approximate period of introduction or re-engineering

of PHC globally and in view of the role of CHWs in this approach. The ScR was done in 2020.

Search strategy used in the ScR

“Community based workers” OR “community health workers” OR “healthcare workers” OR
“primary healthcare workers” AND “access” OR “knowledge” OR “skills” OR “agency” OR
“empowerment” OR “services” OR “outcomes” OR “health outcomes” OR “attitude” OR
“lifestyle” OR “disease” AND “health system” OR “healthcare system” AND “clinical trials” OR
“qualitative research” OR “reviews” OR “case study” OR “systematic reviews” OR “cross-

sectional study” AND “2010-2020".

Evidence screening and selection

Data selection is pre-specified in the protocol, based on the inclusion and exclusion criteria.
Search results begin with a review of titles and abstracts using the inclusion criteria, followed by
full-text retrieval of potentially relevant evidence for further review against the inclusion criteria.
At least two reviewers conduct the screening, with disagreements resolved by consensus or by a
third reviewer. The study selection process is presented in both narrative and flow diagram format,
in accordance with the PRISMA-ScR statement (Tricco et al. 2018). When sources of full texts
are excluded, details of the reasons for exclusion are provided. Pilot testing of the selection
process is recommended to ensure consistency. A critical appraisal or risk of bias assessment is
generally not recommended, as the aim of ScRs is to map available evidence rather than provide

a synthesised and clinically meaningful answer to a question.

Data extraction

A draft charting table or form is developed to record key information from the source, including
results and findings of the selected article, relevant to the research questions. The data extraction
process involves at least two reviewers to reduce the chance of errors and bias. The standardised
data extraction form is piloted with at least two team members on two to three studies to ensure

that the necessary data is captured appropriately. Data extraction in ScRs is iterative, as multiple
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refinements of data to be extracted may be necessary to best meet the objectives and research

questions.

Data analysis

Basic descriptive analysis, such as frequency counts of concepts, populations, or study locations,
is conducted. Results can be mapped in visual presentations, such as tables or graphs. Descriptive
qualitative techniques may be useful when the purpose of the ScR is to identify or clarify concepts.
Data extraction and analysis should be transparent, with authors being explicit about the approach

taken, the rationale for it, and the reporting on extracted data and analysis.

Presentation of results

The results should be presented in two broad sections. The first section covers the search strategy
and selection process, including the PRISMA flow diagram, while the second section presents
key information aligned with the review objectives and the scope of the ScR. Elements of the
PCC inclusion criteria may guide the data presentation. A detailed presentation, mapping

available evidence, may assist reviewers in identifying gaps in the literature.

2.4.2.1.5 Conclusion
The updated JBI ScR methodology provided a robust framework and added rigor to this ScR. The
ScR concludes by summarising the key findings, discussing implications for practice and policy,

and identifying future areas for research.

2.4.3 CHWs: Perceptions, knowledge, attitudes and practices of oral health in their
personal and work roles

The third objective assessed CHWSs' perceptions, knowledge, attitudes, and practices regarding
oral health in both their personal and professional roles. This information indicated whether

CHWs offered POHC and their competence in delivering it.
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2.4.3.1 Methods

2.4.3.1.1 Study design

A descriptive cross-sectional survey employing a quantitative approach was conducted.

The purpose of the survey was to generalise from this sample of CHWs to the wider population
of CHWs in the KMPSS, allowing for inferences to be made about their perceptions, knowledge,
and practices regarding oral health in the context of rPHC. Thus, a cross-sectional survey was an
appropriate method, as comprehensive and factual data could be collected within a relatively short

period, at a single point in time, and in a cost-effective manner.

2.4.3.1.2 Study population and sample
The study population included CHWs (n=690) employed by NPOs (n=11) in the KMPSS. A study
sample of n=131 was recommended, with a 5% level of confidence and an 80% power (StataCorp

2017).

Three levels of sampling

Three levels of sampling were conducted to achieve the study sample (n=131). The first level was
purposive sampling of five of the eleven NPOs, carried out by the researcher. Purposive sampling
is a form of non-probability sampling in which the researcher relies on their judgment when
selecting members of a population to participate in a study (Denscombe 2011). The five NPOs
were chosen based on their representation of the area covered within the KMPSS (geographical
spread and size of the NPO), the number of CHWs in their employ, and their representation of
formal and informal areas and housing within the KMPSS. The number of CHWs employed by
these NPOs ranged from 52 to 73.

The second level was a convenience sample of selected CHW meeting sites, chosen by the
concerned NPOs. Each NPO has several meeting sites where they convene daily before visiting
their designated wards. This selection was based on the number of CHWs at each site and the
accessibility for the researcher. Eleven meeting sites from the five NPOs were selected for data

collection.

56



The third level was systematic sampling conducted by the researcher of CHWs on the day of data
collection. Systematic sampling closely follows the principle of random selection, where every
individual has the same chance of being selected (Bryman 2012). However, in systematic
sampling, the researcher selects participants in a systematic manner, calculating a sampling
interval by dividing the required sample size by the population present at the time. When selecting
the study sample at each site, a sampling interval was calculated by dividing the required sample
by the number of attendees present on the day of data collection. Consenting participants were
then numbered, beginning with a randomly selected participant position, and, using the sampling
interval, the required number of participants was selected. A potential limitation of this method is
that the sampling may be affected by the number of participants present on the day of data

collection. In such cases, all respondents present who consented to the study were included.

2.4.3.1.3 Data collection instrument
A self-administered structured questionnaire was used. Self-administered questionnaires may
reduce the interviewer effect, where respondents answer questions based on what they consider
socially desirable. As a data collection tool, it is useful because it is relatively easy to administer,
cost-effective, can be distributed to large numbers over a relatively short period, and does not lend
itself to interviewer variability (Bryman 2012). Disadvantages include the inability to assist or
prompt respondents if they have difficulty understanding questions, the lack of opportunity to
probe for elaboration on answers, and the possibility that respondents may not answer questions

they do not regard as relevant to them (Bryman 2012).

The questionnaire primarily included closed-ended questions, with a few open-ended questions
for clarification or for short descriptions of a phenomenon. Types of closed-ended questions
include lists, ranking, categories, and scales, requiring the selection of one or more responses from
a defined set of statements, which facilitates easier analysis of large data sets. These questions
have the advantage of making it easier to process large data sets and enhancing comparability,
while a disadvantage is the reduced potential for answers not covered by the fixed options
provided. A solution to this problem may be to add an open-ended option such as “other” to

generate categories (Bryman 2012).
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Scales are useful in survey research to measure respondents' feelings or thoughts about an issue.
A Likert scale is widely used to ask attitude questions, where respondents indicate their degree of
agreement with a series of statements that together form a multiple indicator measure (Bryman

2012).

A Likert scale may provide an indication of respondents' attitudes towards having healthy teeth
and gums. Responses on a five-point scale ranging from very important, important, not sure, not
important, to statements allow respondents to take a neutral or undecided position regarding their
attitude towards healthy teeth or gums. A Likert scale may also be used to measure the frequency
of an experience, such as difficulty in biting food, on a four-point scale consisting of very often,
often, sometimes, or never. In constructing a Likert scale, the items must be statements and not
questions, must relate to the same object, and items should be interrelated. The quality-of-life
impact of oral health problems, which includes statements on the dimensions of quality of life, is
an example of the interrelatedness of items concerning the same object. Variables measured may
be expressed as numerical scores, allowing for the strength of an attitude to be calculated by
obtaining a total score for the construct being measured (Bryman 2012; Creswell & Creswell

2018).

Open-ended questions allow for more complex inquiries, such as knowledge of an oral health
problem, to be explored and are useful in elaborating on responses to closed questions. A
disadvantage is that the amount of detail provided may differ among respondents (Bryman 2012;
Creswell & Creswell 2018). A closed-ended question regarding respondents’ experiences of oral
problems in the past month, followed by an open-ended question on what the respondent thought
caused the problem, may provide useful information on the experiences and practices of
respondents. Open-ended questions are analysed through coding, where the response to the
question is read, categorised, and a number is assigned to the category (Bryman 2012). An
example is knowledge of oral diseases. Responses could be categorised as knows, does not know,
or unsure, against pre-determined answers. Numbers assigned to the categories can then be

summarised quantitatively.
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Description of the data collection instrument- the questionnaire

The questionnaire (Appendix VIII: Questionnaire for CHWs) comprised two parts, consisting of

both open and closed-ended questions, as described below.

Part 1 (Questions 1-17) explored respondents' demographics, perceptions, knowledge,
experiences, attitudes, and practices regarding their personal oral health. The WHO Oral Health
Questionnaire for Adults, a validated tool (WHO 2013:111-118), was used.

Questions that were modified and questions that were introduced to the validated tool
Questions were modified, where relevant, to make them more user-friendly for respondents. For
example, the question “how long is it since you last saw a dentist? (Q 10) was replaced with

“When last did you go to any dental facility (dental clinic or practice)?

Two open-ended questions were added to elaborate on Q4a, which addresses pain and discomfort
experienced in the past 12 months. These additional questions were about respondents’
perceptions of the causes of pain experienced in the past 12 months (Q4b) and what actions they
took regarding that pain (Q4c). Two sets of closed-ended questions were also added. The first set
enquired about attitudes towards maintaining a healthy mouth and included dimensions of healthy
teeth, gums, aesthetics, and hygiene, measured on a five-point scale (Q15). The second set
explored respondents’ knowledge of the interrelationship between oral and general health,
including dimensions of how oral health affects the body and health conditions that impact the

oral cavity, measured on a nominal scale (Q16).

A question on the educational background of respondents was added with options of the

educational level attained was added (Q17).

Description of questions

Demographics: age in years (Q1), gender (Q2), and educational level (Q17).
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Dental status: number of teeth in the mouth, experience of oral pain or discomfort in the past 12

months and the presence of a denture and (Q3, Q4, Q5).

Perceptions of dental and gingival status: measured on a six-point ordinal scale ranging from

excellent to very bad (Q6, Q7). A 7% point “don’t know” was excluded as it was not ordinal data.

Experiences of oral health: Oral Health-Related Quality of Life (OH-QoL) was measured on a
four-point scale ranging from often to never and classified as biological function, aesthetics,

psychosocial functioning, and economic impact (Q12). The 5 point “don’t know was excluded.

Practices: personal oral health practices in relation to hygiene (Q8, Q9), dental aids used (Q9),
dental visits (Q10, Q11), diet with respect to sugar intake (Q13), and tobacco use (Q14).

Attitude towards a healthy mouth: included dimensions of healthy teeth, gums, aesthetics, and

hygiene, measured on a five-point scale (Q15).

Knowledge about problems experienced and actions taken to address these: measured through
open-ended questions (Q4b, Q4c). Knowledge of the relationship between oral health and health

problems was measured through closed-ended questions (Q16).

Part 2 comprised nine questions that enquired CHW training, their role of the CHW in the health
system, their knowledge of oral health problems in the KMPSS and their causes, their attitudes
towards including oral health within their work role, their practices regarding the oral health
services they provide, the challenges faced in fulfilling their role, suggestions for improvement,

and whether they live in the community where they work.

Questions in Part 2 were guided by the literature on CHWs, focusing on variations in CHW
training and describing their roles. These questions aimed to confirm CHWSs' perceptions of their
roles as indicated in the literature (WCG DoH 2014). Prevention, including health education,
screening, and referral, is central to the CHW role in the services provided. Therefore, the
dimensions of education, screening, and referral were used to explore CHW attitudes towards

incorporating oral health into their work roles and the activities they perform.
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Basic prevention in oral health, as indicated in Part 1 of the questionnaire on personal practices,
included hygiene practices, sugar reduction, fluoride toothpaste, and dental visits, emphasising
the importance of these topics in the activities and practices of CHWs. The list of oral health
problems was informed by common oral health issues mentioned in the National Oral Health

Strategy of South Africa (DoH 2010).

Description of dimensions of the questionnaire

CHW training and their roles in the health system were described in open-ended questions (Q1,

Q2, Q3).

Knowledge of common dental problems that respondents knew of KMPSS (Q4a) was measured
in a closed-ended question that allowed multiple options. This was followed by an open-ended

question about the causes of problems identified (Q4b).

Attitudes to including oral health in CHW services included the dimensions of education,
screening, and dental referrals and were measured on a five-point scale (Q5a-Q5c). This was

followed by an open-ended question (Q5c¢) asking respondents to elaborate on their responses.

Oral health activities or practices performed in their work roles were identified from a defined
list including statements on education on basic prevention such as oral problems, hygiene, sugar,
fluoride, and dental visits, dental screening, and referral to dental facilities. Responses were

indicated on a nominal scale of yes, no, or sometimes (Q6).

Challenges in carrying out their role allowed for multiple responses from a defined list (Q7) with
an opportunity to voice their opinions on what could be done to address these challenges in an

open-ended question (Q8).

Living in the community where they worked was ascertained by a closed-ended question (Q9).

The questionnaire was drafted in English and subsequently translated into Afrikaans by an
individual with an educational background. The questionnaire was then translated back into

English by the researcher, who is fluent in both English and Afrikaans. This back translation
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aimed to ensure that the meaning was not lost in the translation process. The spoken languages in
the Cape Metro Health District are English, Xhosa, and Afrikaans. Questionnaires were not
available in Xhosa due to logistical reasons. Since the questionnaires were not available in Xhosa,
the researcher confirmed with each NPO that respondents would be able to complete the
questionnaire in English or Afrikaans. It was noted that the service training and materials for
CHWs provided by NPOs were primarily in English, thereby confirming the respondents’ ability
to use the English or Afrikaans versions of the questionnaire. The researcher and a Xhosa-
speaking nurse practitioner were available during the administration of the questionnaires at each

NPO site for clarification of any questions. See Chapter 5 for further detail.

2.4.3.1.4 Data collection process
On the day of data collection, the research project, including the concepts of confidentiality and
informed consent, was explained to all attendees. All COVID-19 protocols were followed in the

dissemination, collection, and processing of the questionnaires.

2.4.3.1.5 Validity and Reliability
Validity of an instrument refers to the extent to which it measures what it is intended to measure
and ultimately whether meaningful and useful inferences can be made from scores on the
instruments (Bryman 2012). Face validity of the questionnaire was established by ensuring that

the questions were based on the literature and included known information on basic oral health.

Content validity was addressed as follows. A substantial aspect of the questionnaire was taken
from a validated tool, the WHO Oral Health Questionnaire for Adults, which is a structured
questionnaire for the collection of self-assessed data on oral health and risk factors for adults
(WHO, 2013: 111-118). Sections relevant to this study were added to the questionnaire, with
questions based on a review of relevant literature and health policy documents. For example,
common oral problems were taken from the Oral Health Strategy of South Africa (DoH 2010).
Oral activities performed within the work role of CHWs, such as basic preventive information on
hygiene, diet, fluoride use, and dental visit patterns, were also noted as variables in the adult
questionnaire regarding risk factors (WHO 2013). The protocol of the study was presented at a

Dental Faculty protocol presentation meeting, which is mandatory for all research conducted for
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degree purposes and was submitted to the Biomedical Research Committee of the University for

ethical approval.

Threats to internal validity were minimised in that data was gathered within a set period for all
groups, there was no communication between individuals and groups during the data gathering
process, selection was systematically conducted, the questionnaire was piloted, and the modified

questionnaire was used for all participants selected for the study.

Reliability refers to the consistency, repeatability, and reproducibility of a measuring instrument.
A scale's internal consistency is quantified by a Cronbach’s alpha () value, which ranges between
0 and 1. An optimal a value typically lies between 0.70 and 0.90, with scores of 0.80 regarded as
acceptable and those lower than 0.60 considered unacceptable (Bryman 2012). The Cronbach’s
alpha test was used to assess internal reliability for several questions on the validated tool, as

presented in Chapter 5.

The data collection process was administered under similar conditions at the different sites, and
the structured questionnaire, alongside the substantial component based on a validated tool and
the remaining content derived from literature reviewed, contributed to the reliability of the

research.

It is worth noting that the questionnaire was not validated after changes were made to Part 1 or

the newly developed Part 2, which may be a limitation of the research.

2.4.3.1.6 Analysis of data
Data were entered using IBM SPSS (Version 25) and analysed. Descriptive statistics were
generated to summarise and describe variables such as participant demographics, dental practices,
dental problems experienced, work practices, and barriers to their work roles. Participants'
perceptions regarding variables such as the inclusion of oral health care in their roles and their
perception of the status of their teeth were described using means and percentages. The Chi-square

test was used to calculate the association between independent and dependent variables.
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Associations were tested at a 95% significance level (P<0.05). Results were presented in tables,

figures, graphs, and short text explanations.

2.4.3.1.7 Ethical considerations
All electronic data was protected by passwords and stored on the researcher's laptop as well as on
a hard drive. The applicable legislation for legal compliance, specifically the Protection of
Personal Information Act (POPIA) (RSA 2013), guided all steps of the research process, including
the collection, processing, and storage of personal information from individuals. Hard copies of
the questionnaires were stored in a locked cabinet in the researcher’s office and will be kept for a

period of five years.

In conducting research, it is essential to address the principles of informed consent,
confidentiality, the potential for risks and harm, and the communication of the study's results
(Brink et al. 2006). Voluntary participation, a principle protected by codes of conduct and
international law, was upheld by informing participants both verbally and in writing about their
choice to participate in the study and to withdraw at any time without negative consequences.
Informed consent ensures that participants are fully aware of the study's purpose and any potential
benefits or risks to themselves. Hard copies of consent forms were provided to respondents who
agreed to participate in the study. Communicating results requires the researcher to ensure that
the study is free from research misconduct, plagiarism, falsification, misrepresentation, or

manipulation of data.

2.4.3.1.8 Conclusion
The results of this cross-sectional survey provided information on a group that fulfils a core
function in the rPHC approach. As stakeholders in any integration process, CHWs may possess
the most authentic experience of what is happening at the community level. Their input, in terms
of their views on PHC and POHC, their own practices, as well as their work-related knowledge

and practices, contributed meaningfully to the findings of this case study.
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2.4.4 POHC in the context of the rPHC approach — A document analysis
The fourth objective was to review documents that may have provided insight into how POHC

was perceived and implemented within the context of the rPHC approach.

2.4.4.1 Method

2.4.4.1.1 Research design
The research was conducted through document analysis. This methodology is widely used and
effective in health policy research, offering a systematic approach to reviewing or evaluating
printed or electronic documents (Bowen 2009; Dalglish, Khalid & McMahon 2020; Allen &
Palermo 2022). Documents can guide the researcher in uncovering meaning, developing
understanding, and discovering insights that are relevant to the research problem (Yin 2014). As
a research tool, documents serve as a valuable data source, providing background and context to
the research question. They can supplement research data, track changes and development over
time, and verify findings from other sources (Bowen 2009; Dalglish et al. 2020). In this research,
health policy document analysis was employed to describe the content in relation to perceptions

of, and approaches to, the implementation of POHC.

The advantages of document analysis include its efficiency, as it is less time-consuming than other
methods. Documents are available in the public domain, making this approach cost-effective since
the quality of data to be evaluated is already accessible. Additionally, document analysis is
unobtrusive and non-reactive, meaning that the data is not affected by the research process
(Bowen 2009). Furthermore, Yin (2014) highlights that documents provide precise information
and offer broad coverage that may span a long period. However, there are several limitations to
this methodology. These include insufficient detail, as documents may not have been produced
for research purposes (Bowen 2009), low retrievability, and potential bias, as they may reflect
what a particular organisation emphasises (Yin 2014). These limitations should be considered

when selecting the number and types of documents.

The qualitative researcher is expected to draw on a minimum of two sources of evidence to seek
convergence and corroboration by using different data sources and methods (Yin 2014).

Document analysis in this chapter will complement the qualitative data covered in the first three
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objectives (Chapters 3 and 4) as well as the quantitative data (Chapter 5). By corroborating
information gathered from different methods, as in this case study, the potential for bias in a single
research method and data source is reduced. An analysis of relevant health policy documents
would thus provide valuable insight in answering the research question of this study, which seeks
to explore the status and implementation of POHC and how POHC could be better aligned with
the rPHC approach.

2.4.4.1.2 Approach used
The four-step READ approach provides a systematic yet flexible method for examining
documents and extracting relevant data. In qualitative research, data collection and analysis are
iterative processes, with the development of findings informing ongoing data extraction and

interpretation (Creswell & Creswell 2018). The four-step approach is described below.

Step 1: Ready materials
The parameters and inclusion criteria are defined, and documents are prioritised. These criteria
are informed by the study's research question and the specific objective explored. Documents are

then collected, selected, and evaluated for inclusion in the research.

Step 2: Extract data

Relevant information is gathered from the selected documents, with the data extraction method
depending on the research question and the nature of the documents. An Excel spreadsheet or
table may be used, with documents placed in columns and the categories of data to be extracted
in the corresponding rows. Data can range from basic information, such as document titles,
authors, and dates, to conceptual or theoretical categories, such as elements of PHC, depending
on the research question. Documents may also be used to compile a timeline of events to trace

processes over time.

This process includes skimming, reading, and interpreting documents (Bowen 2009). As the
researcher reads, they may develop working theories based on their observations of the data.
Extended notes that may be useful can lead to modifications of the data capture tool to ensure all

relevant information is captured (Dalglish et al. 2020).
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Step 3: Analyse the data

Extracted data is systematically examined and interpreted. Data collection and analysis are
iterative; developing findings continually inform decisions about whether and how to obtain and
interpret data (Creswell 2013). This suggests that during the data extraction phase, the researcher
begins analysing the data and forming initial theories, which may lead to modifications in
document selection criteria. The full picture can only be seen when data extraction is complete.
This may result in observations of missing data when viewing the list of documents as a whole

and considering information from notes made during the data extraction step.

Methods of analysis include case study methodology, thematic content analysis, discourse
analysis, framework analysis, and process tracing. Process tracing is useful in combining multiple
sources of information, establishing a chronicle of events that may indicate social and political
processes to create a narrative of the health policy cycle (Yin 2014). In this research, thematic
content analysis was employed to explore how oral health and POHC was articulated in health
policy documents that may have informed its perception and implementation. As an iterative
process, elements of content and thematic analysis are combined. Content analysis involves
organising information into categories concerning the research questions. In this process, texts or
other data from the documents that are meaningful and relevant are identified. Thematic analysis
is a form of pattern recognition within the data, with emerging themes serving as categories for
analysis. Here, the researcher reviews the selected data, performs coding, and constructs
categories to uncover themes pertinent to the phenomenon being explored (Bowen 2009). The
researcher is expected to demonstrate objectivity by presenting the research material fairly and
sensitively, responding to subtle cues to meaning in the selection and analysis of data from these

documents (Bowen 2009).

Overall, the researcher wishes to discover what the documents “said” about thematic categories
and variations within and between documents (Dalglish et al. 2020). In line with qualitative
research, the researcher should consider their own position towards the documents, including their
sources and authors. Keeping a reflexivity memo documenting personal characteristics or pre-
existing views that may influence the analysis may be useful (Dalglish e al. 2020). The
researcher, aware of potential bias, engaged in continuous personal reflection of the research

process, discussed finding with supervisors and frequent reiterations in reading the literature.
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Step 4: Distil findings

The document analysis is complete when saturation is reached, and the researcher has a sufficient
understanding of the phenomenon being studied. The findings are refined by reviewing the
information presented, revisiting memos and notes, and illustrating the meaning of these through
graphs and quotations to fill in any incomplete areas. Results may first be grouped by theoretical
or analytical category or presented as a policy narrative. The researcher may need to find
information from other sources if it is noted that there is missing data. The final product of the
distillation process will allow the researcher to state findings relevant to the research question and

draw pertinent conclusions (Dalglish ez al. 2020).

2.4.4.1.3 Trustworthiness
Trustworthiness encompasses the dimensions of credibility, transferability, dependability, and
confirmability of findings (Yin 2016). In qualitative research involving document analysis,
credibility is enhanced when the method underlying the analysis is explicit. This method
demonstrates the congruence between the researcher’s worldview, the aim of the research, and
the nature and scope of the documents (Wood et al. 2020). The READ approach to document
analysis was employed (Dalglish ef al. 2020). Multiple sources of documents were utilised and
triangulated to corroborate information from different perspectives. The documents in this
research were primary sources of data and were in the public domain. Furthermore, a reflexive
researcher is aware of their potential biases and takes a more objective stance in the data collection
and analysis process. Transferability of findings requires a clear description of the sampling
process and the provision of thick descriptions of the documents and study context, allowing
readers to evaluate the similarity between their context and the research (Yin 2016). Documents
specific to oral health within the context of PHC were included in the South African context was
included. Dependability is achieved by documenting each step of the research process to ensure
transparency, which facilitates replication. Confirmability involves seeking feedback from
experts to minimise the personal biases of the researcher. Discussions with supervisors during this
research process provided such feedback. The documentary findings, along with data collected
from other methods aligned with the previous objectives, contributed emergent insights into the

research study.
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2.4.4.1.4 Conclusion
The document analysis provided valuable insights into how POHC is perceived and implemented

in the Western Cape province and, by extension, in the KMPSS.

2.4.5 Guiding principles to better integrate POHC into the rPHC approach

The fifth objective addressed the second research question: “How can POHC be better aligned
with the rPHC approach?” This was accomplished by developing a set of guiding principles to
more effectively integrate POHC into the rPHC approach.

2.4.5.1 Process and analysis

A strategy proposed by Yin (2016) for developing a case description was used in the analysis of
this case study. This analytic strategy involved organising the case study according to a descriptive
framework (Figure 2.4). In analysing the data of a case study, Yin (2016) suggests several
approaches to enhance understanding. This includes starting with the research questions, initially
addressing the smaller questions, and identifying evidence in the data to answer those questions,
followed by making tentative conclusions based on the weight of the evidence. In this research,
the first research question posed was: “How is POHC perceived and implemented in the
KMPSS?” A cross-case synthesis was conducted of the main findings from the first four
objectives of this case study, triangulating the data to observe patterns of results across these to

answer the first research question.

A stronger synthesis from multiple sources was provided through the objectives. Explanations
and rival explanations were formulated where the researcher sought patterns, insights, or concepts
that could become pillars for creating innovative interpretations (Yin 2016). The goal of this
technique was to analyse the case study data by constructing an explanation about the case. These
explanations would centre around the research question to better understand the results in relation
to the approach to POHC. Theories or models can be employed to elucidate the approach. For
example, the rPHC approach, with a focus on health and wellness through facility, community,
and family systems, embraces the social model of health. Yet, the dental literature suggests that
dentistry still largely adopts a medical approach to oral health. Explanations and rival explanations
may thus explore the approach to oral health evident from the data. This would lead to the second

research question regarding how POHC can be better integrated into the rPHC approach. Guiding
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principles, based on the findings of the first five objectives, can be developed using both

explanations and rival explanations to guide the process.

2.4.5.2 Conclusion
In closing the case, valuable insights were provided into how POHC was perceived and
implemented, which allowed for the development of a set of guiding principles to better align

POHC with the rPHC approach.

2.5 CONCLUSION OF CHAPTER

This chapter provided an overview of the research approach and methodology employed to
achieve the aim of the study. The research setting was described to guide the reader through the
study context. A detailed methodology for each objective was presented, along with the ethical
considerations guiding the qualitative and quantitative dimensions of the research. To conclude
the study, the steps in developing guiding principles to better align POHC with the rPHC approach

were described.
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CHAPTER 3
KEY STAKEHOLDERS’ UNDERSTANDING AND
IMPLEMENTATION OF POHC WITHIN THE PHC CONTEXT

3.1 INTRODUCTION

This chapter addresses the study's first objective by exploring how key stakeholders within the
KMPSS understand and implement POHC within the context of rPHC, and by comparing their
responses. The chapter is structured as follows: it begins by providing the background of the study,
setting the context for the research. It then details the methodology, describing the qualitative
approach and cross-sectional design employed. Finally, the chapter presents the study's results,

followed by a conclusion that summarises the key findings and their implications.

3.2 BACKGROUND

The COPC approach, which seeks to reorient health services from reactive to proactive care, is
particularly relevant for oral health, especially in LICs and LMICs, where there is a high burden
of oral diseases and the tendency for patients to delay seeking dental care until they experience
pain and discomfort (Peres et al. 2019). Given the current burden of oral diseases, the fact that
most are preventable, and that dental extractions are the most common service provided in public
health clinics in South Africa (Bhayat, Madiba & Nkambule 2020; Smit, Barrie & Louw 2017;
Dookie, Singh & Myburgh 2017; Thema & Singh 2017), a paradigm shift as called for in the
dental literature (Watt et al. 2019; Benzian et al. 2021; Smit et al. 2017) is urgently needed. The
consequences of oral health problems are significant, including pain, sepsis, loss of dental
function, and impacts on daily activities such as work and school (Peres et al. 2019). Therefore,
integrating oral health into PHC is a crucial aspect towards ensuring affordable and accessible
health care, particularly as oral health remains a neglected component in many countries (Prasad
et al. 2019). The integration of POHC into the COPC approach has the potential to significantly
improve oral health outcomes and address the oral health consequences of prevalent conditions at

the PHC level.

Integrating oral health into PHC services and programmes at the facility, community, and home

levels, as outlined in the rPHC approach, can facilitate comprehensive care throughout the life
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course, thereby enhancing access to affordable services. This integrated approach is essential due
to the well-documented relationship between oral and systemic health (Seitz et al. 2019; Song et
al. 2018; Dorfer et al. 2017), where existing health conditions can worsen poor oral health and
vice versa. The CRFA, which connects oral disease prevention with the broader NCD agenda,
provides a framework for integrating oral health into general health within a PHC setting (WHO
2022). This approach aligns with the goals of COPC, supporting a holistic view of health care

delivery that emphasises the interconnectedness of oral health with overall well-being.

The progressive nature of oral diseases, which tend to worsen over time if left untreated and
present differently across various life stages (WHO 2022; Peres et al. 2019; eds. Watt 2005),
underscores the importance of an integrated, population-wide approach to oral health. The
potential for oral diseases, such as dental caries, to develop from the first tooth’s eruption
highlights the critical need for early intervention (Leong ef al. 2013). Therefore, integrating oral
health into PHC capitalises on the preventable nature of most oral diseases and creates
opportunities for intervention throughout the life course, potentially leading to improved oral

health outcomes for the entire community.

To provide universal access to POHC within PHC, the National Department of Health (NDoH)
established norms and standards to be met by 2004, defining the minimum services and the
necessary clinical and material resources (DoH 2001). These norms identified basic clinical
POHC services as promotive, preventive, and basic treatment services, alongside emergency relief
for pain and sepsis. Community POHC services were focused on school oral health, including
oral health education, toothbrushing programmes, fluoride mouth rinsing, and atraumatic
restorative techniques. The inclusion of these services in the Healthcare 2030 report (WCG DoH
2014) reflects consistency between national and provincial government approaches to POHC
implementation. A criticism of these clinical preventive measures and dental health education is
the narrow, compartmentalised approach that separates the mouth from the rest of the body. This
isolation results in oral health initiatives being developed independently from other health
initiatives (Watt 2012). Therefore, while this alignment presents a unified vision for POHC across
different levels of government, it falls short of encompassing the comprehensive approach to oral

health services as envisioned within the PHC approach.
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Comprehensive care, integral to the COPC approach, includes essential components like health
promotion and health education. Health promotion engages the population in their everyday lives,
employing diverse but complementary approaches and methods of health delivery (Honkala 2014)
in accordance with the life course approach. This approach contrasts with the focus on high-risk
groups observed in the POHC approach to oral health (WCG DoH 2014). The paradigm shift
toward more comprehensive health promotion, as noted in the PHC approach, has been guided by
the Ottawa Charter (WHO 1986). This charter emphasises actions directed at empowering
communities, reorienting health services, developing personal skills, strengthening communities,
and building health policies using tools such as advocacy, enablement, and mediation. It marked
a departure from traditional health education approaches, which focused on personal health risks
and lifestyle choices (Nutbeam 2019), often assuming that individuals have the autonomy to make

these choices.

Innovative and relevant health promotion strategies are evident in advancements in health
education content and delivery methods, which promote health literacy and enable individuals to
access and effectively use information (Nutbeam 2000). Improving health literacy, particularly
among socioeconomically disadvantaged adults, is more likely to succeed when approaches are
theory-based, multifaceted, culturally appropriate, tailored to build skills, and involve active
discussions (Stormacq et al. 2020). Innovative oral health promotion strategies include dental
health advocacy, literacy campaigns, national integrated health navigation systems, the inclusion
of oral health in school curricula, and dental health emergency helplines and response systems
(Todkar et al. 2018) .

Additionally, advocacy to integrate oral health into broader health agendas such as maternal and
child health, nutrition, and NCDs has been emphasised (Ramphoma et al. 2022);(Singh, Gilbert
& Heft 2010). Other strategies focus on integrating oral health with PHC, developing a
collaborative oral health workforce, and emphasising evidence-based fluoride use (WHO 2022;
Honkala 2014). Despite these strategies being well-documented for decades, their ongoing
discussion in current literature suggests that those managing oral health may not be fully informed

or empowered to implement such strategies.

The challenges of PHC implementation are well documented. For the system to function

effectively, all role players must have a clear understanding of the overall structure, their specific
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roles within it, and the value of contributions from other team members (Sibiya & Gwele 2013;
Nowjack-Raymer 1995). Strong leadership at all levels of the substructure and district is crucial
for fostering the relationships necessary for PHC teams to operate in an integrated manner (Mash
et al. 2020; Sibiya & Gwele 2013). The collaborative approach offered by the COPC aims to
ensure comprehensive and coordinated health care delivery at the community level, leveraging
the strengths of both governmental and non-governmental organisations. By combining resources
and expertise through the COPC approach, the Western Cape model seeks to enhance the reach

and effectiveness of PHC services, including oral health care, within the community.

Several challenges have been reported in the implementation of PHC in provinces in South Africa,
with managers expressing concerns about their ability to effectively fulfil their roles (Kredo et al.
2020; Moosa, Derese & Peersman 2017). Significant challenges such as poor leadership and
planning, an under-resourced centralised approach, and inadequate communication both within
services and with the community was noted (Moosa et al. 2017). While district managers
generally viewed the rPHC approach and the broader role of CHWs, who are a core to extending
PHC services into communities and homes, positively, they also identified challenges. The
transition from vertical programmes to an integrated, generalised team-based approach for CHWs,
though theoretically beneficial, encountered practical obstacles. In addition, it was noted that the
rPHC approach did not fully account for existing systems, leading to issues such as staff resistance
to change, poor integration of current district programmes with other rPHC streams, and
disruption of established services (Moosa et al. 2017). Provincial and district managers across
four provinces, including the Western Cape, highlighted how health systems challenges, such as
financial constraints, affected access to guidelines and medical equipment and supplies necessary
to adhere to these guidelines (Kredo et al. 2020). These challenges underscore the complexity of
implementing system-related changes in healthcare delivery at the district level, especially in the
absence of clear implementation plans. This issue was also highlighted by Singh et al. (2010),

who noted similar difficulties in translating policy into actionable plans.

A study conducted in the Western Cape revealed significant challenges in integrating oral health
into PHC. The findings showed that less than a third of clinics offered the basic package of clinical
POHC. Dentists expressed frustration with reporting lines, noting that facility managers lacked

awareness of oral health needs and that oral health services were undervalued within these health
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facilities (Smit & Osman 2017). Compounding these issues, oral health status, particularly among
children, deteriorated significantly between 2003 and 2015, leading researchers to conclude that
current preventive strategies were ineffective in addressing oral health needs (Smit ez al. 2017).
These observations highlight a critical gap in the implementation of comprehensive PHC,
suggesting that despite policy intentions, oral health is not adequately integrated into the broader

PHC system in the Western Cape.

It is against this background that the objectives explored are how POHC, within the context of
rPHC, is perceived and implemented by key informants in the KMPSS substructure in the Cape
Metro District.

3.3 METHODOLOGY
3.3.1 Design and approach

A cross-sectional study using a qualitative approach was employed. This approach allowed the
researcher to explore key informants’ knowledge, perceptions, and implementation of POHC

within the context of the rPHC approach.

3.3.2 Study population and study sample

The study population consisted of key informants employed in the KMPSS. Key informants, who
were purposively selected, included managers from the DMT (n=2), facility managers at the four
CHC facilities (n=4) where dental services were provided, dentists (n=8), and oral hygienists
(n=7) attached to four dental clinics at PHC or CHCs, as well as nurse practitioners of the 11
NPOs. Five of the 11 NPOs were purposively selected, based on their size and geographical area

within the substructure.

Key informants who agreed to participate in the study included the DMT (PHC Deputy Director
and Programme Manager) (n=2), a PHC and a CHC facility manager (n=2), NPOs (n=5), dentists
(n=4), and oral hygienists (n=4). The five purposefully selected NPOs granted access to their
nurse practitioners. Four dentists and one facility manager did not respond to telephonic and

written requests. One facility manager declined to participate, citing a lack of background
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knowledge to contribute to the study. One oral hygienist declined to participate, and three oral

hygienists who agreed were unavailable on the day of the scheduled FGD.

The key informants were categorised as managers (the DMT and CHC managers), dental

practitioners (oral hygienists and dentists), and nurse practitioners employed by NPOs who

worked in the ward-based component of the rPHC model. The participants' contributions in terms

of their roles are further elaborated on as follows:

Members of the DMT provided information on the structure of the KMPSS and how
POHC in the context of PHC was implemented from a substructure management
perspective. Facility managers provided insight into the application of POHC in the
context of PHC within their facilities as they were directly involved in the operational
aspect thereof.

Dental practitioners (oral hygienists and dentists) provided insight into oral health services
and POHC in the context of the rPHC approach as they were involved in the
implementation thereof at a clinical and community level. As the dental clinics were
headed by a dentist who also served on the management committee of CHC facility,
insight could be provided from this perspective.

Nurse practitioners employed by NPOs were involved in the implementation of the ward-
based outreach component (HCBC). They engaged directly with the CHC facilities
through referrals, supervised CHWs and supervisors of CHWs, and provided information

on the operational aspect thereof.

These three categories were able to provide rich data for the objective explored in this chapter.

3.3.3 Data collection methods

A summary of the key informants and data collection methods is presented in Table 3.1.
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Table 3.1 Summary of the study sample

Category of key stakeholders

Designation of key stakeholders

Data collection method

DMT (n=2) PHC Deputy Director (M1) Face-to-face interviews
Programme manager (M2)

PHC or CHC management PHC manager (M3) Face-to-face interviews

(n=2) CHC manager (M4)

Dental clinics

(dental practitioners) (n=8)

Dentists (n=4)

Oral Hygienists (n=4)

Online FGD
Face-to-face FGD

Nurse practitioners (as part of
the ward-based outreach team)

(n=19)

NPOI (n=3)
NPO2 (n=4)
NPO3 (n=6)
NPO4 (n=5)
NPOS5 (n=1)

Face-to-face FGD
Face-to-face FGD
Face-to-face FGD
Face-to-face FGD

Face-to-face Interview

Managers (DMT and CHCs)

Semi-structured interviews were conducted individually with managers, following a semi-

structured interview schedule that focused on the implementation of POHC within the context of

rPHC, from their perspective and in relation to their roles (Appendix V).
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Dental practitioners (Dentists and Oral Hygienists)

FGDs were organised separately for dentists and oral hygienists. The FGD with the oral hygienists
took place face-to-face, while the FGD with the dentists was conducted online at their request due
to the prevailing COVID-19 related restrictions. The FGDs for both groups were guided by an
interview guide, as outlined in the methodology chapter, with a specific focus on the

implementation of POHC within the rPHC approach (Appendix VI).

Nurse practitioners

FGDs were held with participants from four NPOs. For the fifth NPO, only one nurse practitioner
was available on the day of the visit, so an individual interview was conducted instead. The
interview and FGD schedule aimed to explore their roles within the NPOs in the context of rPHC

delivery, including POHC services (Appendix VII).

3.3.4 Topics explored in data collection

Semi-structured interview or FGD guides as applicable (Appendices V, VI, VII) were used for
each stakeholder group, tailored to their role in the healthcare system. Topics explored included
the role and function of the stakeholder group in the healthcare system, their understanding of
PHC and POHC, their views on the implementation of POHC, and barriers to it, the extent to
which oral health is integrated into PHC, and the improvements needed for oral health in the rPHC
approach.

3.3.5 Data collection procedures
The researcher collected data in English and took field notes during each interview or FGD. Data

collection was done from mid-July to the end of September 2021.

Interviews with managers (DMT and PHC/CHC)

Contact details of facilities were provided with the letter of approval for the study from the DoH.
District and facility managers were contacted telephonically via their offices, and their email
addresses were requested to forward information about the study. Participants were then emailed
to request their participation in the study. The email included information sheets outlining the
study’s aim and participant expectations, as well as consent forms. Both the DMT managers and

two facility managers consented to participate in the study.
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On the agreed-upon dates, interviews were held for each of the DMT managers in their offices at
the KMPSS, and for the two facility managers in their offices at their respective facilities. At the
beginning of each interview, the researcher introduced herself to the participants to make them
feel at ease, explained the purpose and process of the interview verbally, and provided an
information sheet. The confidentiality of the interview was assured, and the researcher requested
permission to audio record the interview. Respondents were informed that a transcript of the
interview would be made available to ensure that their comments were accurately captured. After
confirming their agreement, they were asked to provide written consent for both the interview and
its recording. Interviews were also audio recorded, with the researcher taking detailed field notes

during each session. The four interviews lasted approximately 45 minutes each.

Dental Practitioner FGDs — Oral Hygienists and Dentists

The researcher obtained the contact details of the dental clinics from CHC facilities, as provided
in the consent letter from the DoH. Respondents were initially contacted by telephone at their
dental facilities to inform them about the study and to gather the necessary contact details for

further communication.

Dentists

Respondents were then invited via email to participate in the study, with the email including
information sheets outlining the study's background and consent forms. Those who consented to
participate responded via email and requested that the FGD be held online due to the COVID-19
pandemic. An online FGD was scheduled at a mutually convenient date and time. On the day of
the FGD, the researcher introduced herself to put the respondents at ease, explained the purpose
of the FGD, clarified any questions, and assured them of confidentiality. She emphasised the
importance of maintaining colleagues' confidentiality by not sharing information discussed during
the FGD and this was confirmed verbally. Consent to audio record the interview was also

requested and confirmed verbally.
Respondents were informed that a transcript of the interview would be provided to ensure their

comments were accurately captured. They chose to use their first names as identifiers, which the

researcher re-coded when preparing the transcripts. The FGD began with respondents describing
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their roles in the PHC system, followed by more specific questions. The discussions were audio

recorded, and each FGD lasted approximately one hour.

Oral Hygienists

Respondents were contacted by telephone using contact details obtained from dental facilities,
and the study was explained to them with a request for their participation. Those who consented
were asked about their preference for either an online or face-to-face FGD. The respondents who
agreed to participate by telephone chose a face-to-face FGD and were invited to the Mitchells

Plain Oral Health Centre at a mutually agreed date and time.

The respondents chose to use their first names as identifiers, which the researcher later re-coded
when preparing the transcripts. Before starting the FGD, the researcher introduced herself,
reiterated the purpose of the study, provided written information sheets, confidentiality binding
forms and assured participants of the confidentiality of the discussion. She emphasised the
importance of maintaining colleagues' confidentiality by not sharing information discussed during
the FGD. Consent to audio record the interview was also requested and verbally confirmed.
Additionally, the respondents were informed that a transcript of the FGD would be made available

to them to ensure their comments were accurately captured.

Once consent was confirmed, the respondents signed consent forms for both the FGD and audio
recording as well as confidentiality binding forms. The FGD began with respondents describing
their position in the PHC system and what this role entailed, followed by more specific questions.

The FGDs were audio recorded and lasted approximately one hour and 15 minutes.

FGDs with nurse practitioners

Managers of the five NPOs were contacted by telephone using contact details provided by a
facility manager. During these calls, the purpose of the study was explained, and participation in
the research was requested. At this initial stage of consent, it was made clear that the research
would be fully explained to the nurse practitioners on the day of the visit, and their consent would
be requested, with an emphasis on their right to opt out of participation. All five NPOs agreed to

participate, and a suitable date and time were arranged for conducting the FGD.
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On the day of the visit, the NPO provided a meeting space where the researcher met with the
respondents. Before starting the FGD, the researcher introduced herself, reiterated the purpose of
the research, provided written information sheets, and guaranteed the confidentiality of the FGD.
Confidentiality binding forms were made available to two of the four FGD group — this was due
to printed forms not being included at two FGD meetings. For all groups the researcher
emphasised the importance of maintaining colleagues' confidentiality by not sharing information
discussed during the FGD. Consent to record the session was requested, and respondents were
informed that a transcript would be made available to ensure their comments were accurately
captured. Once consent was verbally confirmed, the respondents signed consent forms for both

the FGD and the audio recording.

Furthermore, the respondents chose to use numbers as identifiers during the FGD. The interview
began with them describing their positions in the NPO and their roles in the PHC system, followed
by more specific questions. The FGDs were recorded and lasted between 45 and 60 minutes. The
number of respondents per FGD also influenced the time FGDs took. With increased numbers,

the researcher ensured that all respondents were given an opportunity to voice their thoughts.

An interview was conducted with one participant from the fifth NPO. The same process was
followed as for the FGD. The interview lasted approximately 45 minutes. Although this interview
allowed for greater engagement of the topic, the researcher ensured that the focus was on the
questions as per the interview schedule, and that saturation was reached before concluding the

interview.

The data were transcribed by an independent person who offers transcriptions of data as a
professional service. Personal identifiers were removed from the transcribed data before

proceeding to the data analysis phase of the research.

3.3.6 Data analysis

This research employed thematic analysis, a qualitative method used to identify, analyse, and
interpret patterns, themes, or meanings within a dataset (Cresswell & Cresswell 2018). An
external coder with expertise in qualitative research conducted the initial analysis. Meanwhile,

the researcher independently reviewed the transcripts and field notes to become familiar with the
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data. The researcher then reviewed the initial codes and themes generated by the external coder,
identifying areas that required further discussion. Subsequently, the researcher and the external
coder met three times to refine and finalise the themes. This iterative process ensured the accuracy
and trustworthiness of the data. A “unique theme” emerged independently of the research
question, appearing in FGDs of dentists and oral hygienists. Although an inductive approach to

data analysis was used in the content analysis, this theme emerged as an inductive approach.

Data analysis was initially performed independently for each of the three groups: managers,
OHPs, and nurse practitioners. Through triangulation, areas where themes converged, and
differences were evident were noted. This comparison also addressed the second objective of the

study.

3.3.7 Trustworthiness

Trustworthiness in qualitative research is crucial for maintaining the validity and credibility of
the findings (Adler, 2022); (Cresswell & Cresswell 2018). Credibility was ensured through
several measures: member checking by making transcripts available to stakeholders for
verification of interview and FGD accuracy, sharing results with research supervisors for feedback
to ensure objectivity, and triangulating data from various stakeholder groups to confirm findings.
Confidentiality was maintained by verbally assuring participants during the explanation of the
research purpose and the distribution of information sheets that information discussed in FGDs
would not be shared. Additionally, interviews and FGDs were conducted over a sufficient period

to gain a comprehensive understanding of the research context.

Transferability of the findings to other contexts and populations was enhanced by providing
detailed descriptions of the research context. However, it should be noted that detailed
descriptions of the respondents' educational and demographic backgrounds were not included,
which may impact the transferability of the findings. All relevant respondents from the DMT,
PHC, and CHC managers, as well as oral practitioners, were included in the case study. The
purposive selection of NGOs allowed for diverse perspectives in terms of community profile and

residential area.
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To ensure dependability of the findings, an audit trail documenting the data collection process and
analysis procedures was maintained. The initial data analysis was conducted by the independent
researcher with expertise in qualitative research. Findings were then reviewed by the researcher
for confirmation, and themes were merged as appropriate, after discussion with the external
researcher. Additional themes noted by the researcher that emerged from the data was discussed
with the external researcher who advised the inclusion of an unique theme. A "unique theme"

was included in the FGD by the OHPs.

The researcher's reflexivity regarding potential biases and assumptions, as well as engagement
with research supervisors throughout the research process, contributed to the confirmability as
well as triangulation of the results. Overall, by respecting the rights and dignity of the
respondents, as outlined in the data collection process, ethical standards were followed, thus

enhancing the trustworthiness of the research.

34 RESULTS

The interviews were conducted with district (n=2) and PHC and CHC managers (n=2). FGDs
were conducted with oral hygienists (n=4), dentists (n=4), and nurse practitioners (n=19) from the
five NPOs. The results are presented for each category of key stakeholders, starting with managers
(DMT and CHC), followed by dental practitioners, and finally nurse practitioners (Table 3.2).
The themes identified for all groups tended to align with the questions explored in the interview

schedules.

3.4.1 DMT and facility managers

3.4.1.1 Theme 1: Structure for service delivery

The managers (n=4) described their understanding and implementation of PHC in relation to
POHC. The sub-themes regarding the professional roles of members (Deputy Director;
Programme manager; CHC and PHC managers), and the integration of services, are presented

below.

Table 3.2: Emerged themes from the interviews with the managers
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THEMES SUB-THEMES

THEME 1 1.1 Professional role: Deputy Director for PHC
Structure for service delivery facilities (M1)

1.2 Professional role: Programme manager for
NPOs (M2)

1.3 Professional role: CHC managers (M3, M4)

1.4 Integrated services

THEME 2 2.1 Oral care excluded
Challenges in service delivery 2.2 Lack of staff training
2.3 COVID-19
THEME 3 3.1 Improvement in service delivery
Suggestions for improvement 3.2 Staff training and development

3.4.1.1.1 Sub-theme 1.1: Professional role: Deputy Director for PHC facilities
The informant highlighted that the rPHC approach reinforced the implementation of PHC while

upholding its core principles as follows:

“...the principles [of PHC] have always been the same but ... it’s a very revitalising
format because they are not bringing something new but strengthening what is

already there”.

Health facilities were responsible for providing PHC services at both facility and community
levels within a designated geographical area “so whether a school, early child developmental
plan, a college they all fall under the facility — the facility will have services that will cater for

everyone that comes or lives in this area — from a small child to an elderly person”.

The dentist, serving as the HOD of the dental clinic, reported to the CHC/PHC facility manager
and was part of the HOD facility team, thereby ensuring the integration of oral health into the

PHC system. Although not a formal role, a dentist was mentioned as coordinating dental services:
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“he coordinates everything in dental. Like he’s the champion”. The community orientated primary
team, which consisted of a medical doctor, a clinical nurse practitioner, a dietician, and other
members of the health team, along with a wellness hub (a space to hear community concerns),
serviced by a multidisciplinary team and other health workers, are potential areas for oral

hygienists and dentists to be included. One example highlighted:

“Where there is a clinic there should be an oral health hygienist that gives oral
health care for the pregnant women. Where the CHWs come back with feedback and
say in my area in these houses I have these ladies who are expecting. It should be
the responsibility of an oral hygienist to have an impact to those ladies that are

expecting”.

The potential for integration was described as “The wellness model that we are focusing on now
is to get people working together”. As the PHC deputy director for the substructure explained, “I

am the coordinator for the [PHC] services. I'm responsible for it”.

3.4.1.1.2 Sub-theme 1.2: Professional role: Programme manager
The manager in the office of the Deputy Director for Programmes indicated that she oversaw the
NPO programme. NPOs were appointed annually through a tender process based on a service

level agreement, with successful NPOs being assigned to specific managers.

The evolving role of NPOs was highlighted, noting that historically, NPOs operated across
geographical areas through vertical programmes, independently determining the services they
provided. Under the rPHC system, however, NPOs were integrated into the healthcare system and
reported to programme managers within the DMT substructure. They were linked to facilities
within specific geographical areas and were expected to deliver integrated healthcare services,

which might include oral health if their previous training covered it.

When discussing the inclusion of oral health in home-based care and its impact on improving

access to oral care, the response reflected uncertainty as evidenced by the following comments.
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“I think oral health is part of the training but sometimes the CBCs become so

overwhelmed with what they come across”.

“I think they are trying to improve. If the CBCs knows [about oral health], then it
becomes better .... So, the training is very important, ideally, the role of the CBCs
is screening. So, when they're going to the homes, they need to have a screening

tool”.

3.4.1.1.3 Sub-theme 1.3: Professional role — CHC and PHC managers (n=2)
The managers described their role as overseeing clinical governance at the facility level and
managing facility-based services. This responsibility included working with an HOD committee,
comprising the heads of all disciplines, including the dentist, who served as the head of oral

services at the facility.

However, there were no formal guidelines in place to direct oral health services, as evidenced by
the following comments. While managers were clear about the services guiding PHC, POHC was

reported as being primarily focused on extractions, as noted by M3:

“I mean PHC is supposed to be promotive and preventive, so if I'm looking at the

package of care currently being offered, its extractions only”.

There was also uncertainty regarding guidelines for the oral health team, as expressed by M3:

“Even if there is a guideline in terms of what the team should be doing, that is not

formalised”.

Furthermore, there was a recognition that oral health was not receiving the necessary attention, as

highlighted by M3:

“I want to mention that oral health... It's almost like it's placed on the back burner
when one looks the health system, and if one looks at outputs we would like to

achieve, and then obviously all these things need to be integrated and get equal
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attention”.

Additionally, there was a view that early dental treatment was not sought and an acceptance of

tooth loss as a norm among patients attending the PHC facility, as noted by M1:

“I think if a person has a tooth decaying for years, then it comes to a point where it
needs to be extracted — I am hoping that things will not always be like that going

forward”.

3.4.1.1.4 Sub-theme 1.4: Integrated service
At the facility level, while an integrated POHC service is feasible, it does not appear to be
formalised. Working relationships are not strategic but largely opportunistic based on the broader
demands of the facility. This was highlighted by a CHC manager, who stated, “Dentists and oral

hygienists work with the organisation whoever it is — schools and community” (M4).

This sentiment was echoed by M3, who linked oral hygiene services to their service level
agreement: “Oral hygienists have been traditionally in those roles, so normally there would be a
plan, if you look at their performance agreement, their plan would include — we would want to do

X number of schools™.

There was also a lack of clarity among facility managers regarding the role of NPOs in providing
oral services through home-based care. This uncertainty is reflected in the comment: ... the NPOs
focus on home-based care. I'm not sure if they do more than that. They normally take care of
people in the homes and get them medications. That’s basically what they do, and I don’t think

that they are able to identify whether a person has a dental problem or not” (M4).

Moreover, managers in the DMT were not fully informed of the extent of oral health services are
applied in each other’s portfolios, although the potential for oral health service inclusion in

community-based activities was implied as noted by M1 as follows

“Because it’s hard to get these people [community] on board, we have the wellness
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hub. They meet in the multidisciplinary team [MDT], they listen to concerns the
community raises. The oral hygienist should also be there in the MDT, listening to

what is happening in the community as far as oral health is concerned”.

In terms of home and community-based care, nurse practitioners are responsible for overseeing
CHWs, following up on areas of concern raised by CHWs, and providing services within their
scope of practice. Regarding oral health, the role of nurse practitioners and CHWs in this area was
described by M1 as follows: “... nurses or CHWs will go from the facility to the school and offer
the services. If they go to the home and pick up an oral health problem, they need to be able to
tell parents that you can go to the facility because oral health is being offered”.

The response by M1 when asked whether CHWs are trained in oral health, showed a disconnect
between facility and community-based services as noted in the response of, “I won’t be able to

answer the question, because I don’t deal with them”.

M2 offered a perspective that, while preventive and promotive oral services are considered part
of PHC, the inclusion of oral health services in the home and community-based system, is
challenging due to the burden on human resources, noting that, “I think oral health is part of the
training [of CHWs] but sometimes the CHWs become so overwhelmed with what they come

across”.

3.4.1.2 Theme 2: Challenges in service delivery
The sub-themes of ‘lack of resources including services’, ‘oral care excluded’, ‘lack of staff

training’, and ‘COVID-19’, are presented below.

3.4.1.2.1 Sub-theme 2.1: Oral care excluded
The facility managers emphasised a broader focus on health issues, that were silent on oral health.
These broader health issues included child health, maternal health, and women’s health, HIV and
AIDS, trauma and accidents, mental health, family planning, basic health, and other health

problems in line with the Wellness 2030 report.
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A general view expressed was that oral health was not given much attention within PHC, M4,
stated, “With us our dental care is not prioritised. I think our dental care has the most tooth

extractions”.

M3 further elaborated when asked whether the health promoter at the CHC also offers oral health

promotion:

“...to be quite honest, no. Look the first thousand days [under five years children’s
programmel], it's one of their duties, but oral health, now that you mention it, no,

they don't do the oral health activities”.

The approach to oral health lacks resources and monitoring, data collection is limited, and

information flows exclude broader oral health activities as evidenced in the comment by M3:

“Dental caries is quite common, I mean and if I look at the data they submitted on
a monthly basis, they basically, they do extractions daily Monday to Friday ...
there's no real linkage to you know, information systems that are available, so I
would say somehow that information gets lost, there's not routine feedback to the

health facilities within the districts in terms of what to do with that information”.

3.4.1.2.2 Sub-theme 2.2: Lack of staff training
Training for CHWSs was limited to the services expected during home visits, where the screening
forms outlining their scope of work does not include oral health. This was noted in the comment:
“Ideally, the role of the CHWs is screening so when they go into the home, but they need a
screening tool — in the current form, dental hygiene isn’t provided for in training for this purpose

[screening]” (M2).

However, oral health care was recognised as a need, and this was specific to maternal and child
health. M3 highlighted the importance of educating mothers on when to start cleaning their babies’
teeth, how to care for their gums, and promoting general health. M3 noted, “Getting them health

education, health promotion activities, for me there is a gap”.
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3.4.1.2.3 Sub-theme 2.3: COVID-19
During the pandemic, dental treatment modalities were restricted to extractions, due to aerosols
generated during dental procedures. This restriction was explained by M1: “There are a lot of

barriers as far as oral health is concerned- remember oral health they generate aerosols”.

3.4.1.3 Theme 3: Suggestions for improvement
The two sub-themes of ‘improvement in service delivery’ and ‘staff training and development’

are presented below.

3.4.1.3.1 Sub-theme 3.1: Improvement in service delivery
Plans to include oral health training for CHWs were highlighted by M2, who stated, “The
professional [NPO] nurse drew up a care plan so it is important that it [oral health] should be
part of the training”. It was not mentioned how with the necessary training oral health would be

included in the basket of services required of NPOs.

The need for improved communication and information flows between CHCs and NPOs, as well
as designating responsibility for specific areas to identified NPOs to enhance the system's
effectiveness was emphasised. M3 noted, “/ would say somehow information gets lost, there's not
routine feedback to the health facilities [CHC] within the districts ... We have started with each
NPO linked to this facility responsible for a specific geographic area, ... because there needs to

be a linkage to care”.

Advocating for increasing oral health promotion activities and better integrating the system to
benefit the community were highlighted by M4: “...the main issue to solve is that we need more
people to be educated [community], and the service [oral health] promoted”. M4 further stated,
“I'd like to see more people accessing the services, more education for the community and

promotion. In the long-term we might just succeed”.

3.4.1.3.2 Sub-theme 3.2: Staff training and development
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Health promotion was identified as a core function of CHWs, with the potential to integrate oral
health into their training and screening for oral health into their services M3 suggested that CHWs
could be up skilled to include oral health in their assessment services, which would facilitate
earlier dental referrals: “...if there can be a module perhaps in oral health, and if they do, maybe
assessments while they are doing, you know, the whole assessment, maybe referring people earlier

or even having preventative or promotive roles”.

Development opportunities for CHC staff were discussed in consultation with line managers.
Training was reportedly available at the provincial training centre within the substructure and

through in-service training allowing for greater integration at the training level.

3.5 DENTAL PRACTITIONERS: DENTISTS AND ORAL HYGIENISTS

The themes that emerged from the FGDs were consistent across both professional groups,
although each profession highlighted different perspectives on these themes, as presented in Table

3.3.
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Table 3.3: Emerged themes from the FDGs with the oral hygienist and dentists

THEMES

SUB-THEMES

THEME 1:
Structure for oral health service delivery in

community health (PHC)

1.1 Professional role — the dentist

1.2 Professional role — the hygienist

THEME 2:

Challenges in oral health service delivery

2.1. Accessibility to oral health services and care
2.2 Social problems within communities

2.3 Lack of appropriate knowledge and skills

THEME 3:
Perceptions of improvement of oral health

service delivery

3.1 Integration of services

THEME 4:

Suggestions for oral health improvement

4.1 Education of staff
4.2 Prevention programmes and integration of
services

4.3 Strategic planning

UNIQUE THEME 5:

Outsiders in the system

5.1 Lack of recognition of professional
identity/role

5.2 Sense of optimism of positive change

3.5.1 Theme 1: Structure for oral health service delivery in community health (PHC)

Theme 1 explored how these professions perceive PHC and their roles in providing POHC. The
sub-themes of the ‘professional role of the dentist’ and ‘oral hygienist’ included ‘diagnosis and
treatment’, as well as’ prevention and promotion’, as described below. The results from the FGDs
with the dentists and oral hygienists are combined under the following sub-themes, with D

denoting “dentists” and OH denoting “oral hygienists”.
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3.5.1.1 Sub-theme 1.1: Professional role: The dentist

The dentist, as HOD of the dental clinic, reported to the facility manager. PHC was considered as
a basic level of care and the first point of access to a healthcare professional and facility. POHC
involved patients accessing the facility either directly or through referrals. As D1 mentioned,
“Primary oral healthcare or primary care, it is basically where the patient has access to a facility

where you are able to be managed with your oral disease”.

The dentists primarily viewed their role as diagnosing oral diseases and treating pain and sepsis,

while also recognising the importance of preventive care. As D1 noted,

“... the patient can get a diagnosis and have some sort of intervention, sort of
primary care, to prevent you from having pain, sepsis, or some sort of quality of life
that is being affected because of the oral disease that you have... it is kind of a walk-
in trauma, mini trauma type of service, that’s whatever pitches up at the door, you

manage and ... the dentist that will take that role”.

D1 also mentioned, “The preventative programmes, the oral hygienists would carry that out, but

also dentists, we deal with it within the clinic”.

The dentists were knowledgeable about prevention and promotion but perceived these as
primarily the responsibility of oral hygienists. Notable efforts included school-based programmes,
and integrated oral health initiatives, where services were extended to health clinics. These
initiatives often collaborated with other programmes, such as the HPV programme in primary
schools, to share resources and promote oral health. In some facilities, health promoters also
provided oral health information. D2 commented, “I¢’s a whole life approach where oral health
is concerned. It starts with the mother at the antenatal clinic. We have our hygienist going out
there doing talks and educating the parent, then it is to complete the Road to Health booklet for
first visit to the hygienist at the clinic”. D2 added, “It is mostly hygienists that go out to schools
and educate and screen and refer to us”. D3 reinforced this by stating, “School programmes form

a big part of preventive”.
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3.5.1.2 Sub-theme 1.2: Professional role: The oral hygienist

PHC, in relation to POHC, was seen as a comprehensive approach encompassing health
promotion, prevention, and the integration of oral health services with other healthcare services.
These efforts were guided by the annual performance plans provided by the respondents, who had
the autonomy to develop work plans within their job descriptions. These plans often involved

implementing community and school-based programmes in consultation with their HOD.

The role of oral hygienists in PHC was articulated by OH2, who stated, “PHC is the entry level
where healthcare is concerned. We try to prevent disease and promote at this level”. OH1
reinforced this perspective, adding, “We fit into this PHC because according to the 2030 plan for

our health national plan, it is promotion, prevention and integration”.

In terms of diagnosis and treatment, oral hygienists primarily focused on preventive clinical
services and health education. The basic package of oral care was cited as guiding the scope of
their clinical services, with OH1 noting, “From a clinical point of view primary oral health care

also has to do with the basic package of care”.

Health promotion and prevention programmes were primarily targeted at preventing common oral
diseases, such as dental caries and gum disease, with children, mothers, and health workers as the

primary focus. This was emphasised in the ensuing discussions.

School-based programmes included education and toothbrushing initiatives, often selected based
on observations of children presenting with dental problems at the dental facility and referrals
from nurses. As OH1 explained, “I try to fit with school health policies. School nurses if they do
the Grade 1’s yearly screening will inform me if they find a problem and then I will do an
intervention at the school. We focus mostly on oral health education to our target groups,

foundation phases”.

Integrating oral health with other services, such as child health, and training health workers at
both clinic and community levels to extend access to oral health was highlighted in the following
comment: “With promotion ...we can prevent basic oral diseases ... at our facility we integrate

the services, I slot in with child health because it reaches a lot of mothers with children ... so |
96



sit in on a Friday, while they come in for the immunising, I am also talking about prevention and

the Road to Health booklet” (OH3).

The importance of training other health workers, thereby suggesting including oral health care
into general health services offered, and so extending oral health services was emphasised in the
following comment: “I have tried to train nurses that works with us in the clinics where oral
health is concerned” (OH4). OH2 also highlighted the motivation for teaching nurses to conduct
dental screenings, stating, “So if they do go out into the clubs or the senior clubs, old age homes

they can at least pick up something wrong in the oral cavity”.

3.5.2 Theme 2: Challenges in oral health service delivery
Under Theme 2, several sub-themes were identified, including ‘accessibility to oral health
services and care’, ‘problems within communities’, and ‘a lack of appropriate knowledge and

skills’. These are presented below.

3.5.2.1 Sub-theme 2.1: Accessibility to oral health services and care

The consensus was that POHC was either not fully accessible or, in some cases, completely
inaccessible. There was a recognised need for greater awareness and understanding of this
exclusion at various levels within the healthcare system. Additionally, the dentists and oral
hygienists highlighted the lack of physical resources available to provide oral care, noting the

significant impact of this shortage.

The exclusion of oral health by managers was noted in the comment by OH2:
“I think they [management] just decided that the mouth is not as important as the
body and focus on the body ... also our resources, we have old instruments and stuff
we work with”.

The impact of lack of clinical resources on access to oral care was elaborated on by D3:

“The resources you have, not only the skill set but also resources...you have to be

able to offer at least some sort of restorative or rehabilitative service. Obviously,
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with the pain and sepsis, it doesn’t make a difference, but it does make a difference

in terms of the other treatments [restorative and conservative services]”.

D3 highlighted the personal toll of clinical and human resource shortages and the resulting

limitations on the care they were able to provide:

“I think if somebody else must come work at my clinic I think they will find it

extremely frustrating. I think you adapt, and you carry on with what you must do”’.

The impact on community-based services by oral hygienists with the integration of oral health
into PHC was described by OH4. Resources that were available to oral health prior to integration

into the PHC approach, were now a resource of the PHC facility, to be shared by all facility staff.

“Before we integrated with the hospital, oral health was a programme on its own...
when we integrated at the day hospital your car became a pool car and there are
not enough cars and sometimes you have to drop somebody, you are hot and
bothered by the time you reach your school and time spent at the school was thereby

reduced”.

The issue of access to community-based oral health promotion and preventive services by oral
hygienists was raised, with OH3 questioning, “There is access but there is enough manpower?”
This comment highlighted the shortage of oral hygienists available to provide these services

within their designated areas.

Oral hygienists also pointed out disparities in chairside assistance, noting that even when
resources like dental assistants were available in the dental clinic, inconsistent support by dental
assistants frequently disrupted their workflow. This issue was exemplified by OH2, who shared:
“I asked the dental assistant- would you mind mixing [material] for me, and she disappeared from

the clinic”. This sentiment resonated with others, who nodded in agreement.

A broader concern was the perceived lack of oral health knowledge among other healthcare

workers. This was emphasised in a comment by D2: “The problem that I have seen, I always joke
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within my facility that medical doctors are specialists in their field, but a lot of people don’t know
about oral health. Inappropriate referral of patients back to the clinic [dental] was always an

issue”.

Oral health was noted to be a neglected focus area in the system, and certain areas in the
substructure were better resourced in terms of oral health resources. OH1 described the belief that
resources should be distributed from a central point, highlighting the laborious process currently
required to access these resources. ““...sometimes we reach out and no new material will come, it
is a hard struggle, but it is always us pushing...whether world TB or HIV day or whatever... there
is always a programme with resources ... people are getting sweaters or pens or whatever ... and
we [oral health] must make our own little presentation ... there are no resources for the patient to

remind them of oral health”.

3.5.2.2 Sub-theme 2.2: Social problems within communities
The COVID-19 pandemic further compromised public oral health and by extension oral health.

Socio-economic concerns of households, results in prioritising food at the expense of dental aids.

Social problems in communities, exacerbated by increasing unemployment, contributed to the

lack of priority of oral health. As OH1 noted,

“It’s socio-economic issues, it has been worse and now with COVID so many people
out of jobs and I mean if you can’t put bread on your table, how are you going to
afford to brush? With COVID we were obviously not out much in the community ...
even going into the schools, little ones will tell you how their gums are bleeding. So,
1 think it is both gingivitis and caries has just gone out of hand, and it is almost like

we had to start from the baby right up”.

The deterioration of oral health in schoolchildren was also attributed to attention being diverted
from oral hygiene with the use of face masks during at this time. OH4 observed, “Grade five and
three’s, I can see they haven’t brushed their teeth in days, so we 're getting back to where younger

children have gingivitis”.
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School children and the elderly reportedly had access to the dental clinic through school
programmes and chronic care clinics, respectively, enabling earlier detection and referral of dental
problems. A “missing group” aged 2050 years, tending to seek dental care when symptomatic

was reported, with recommendations that greater awareness within this group should be raised.

3.5.2.3 Sub-theme 2.3: Lack of appropriate knowledge and skills
A lack of preparedness by dentists of the realities of public services, a lack of ongoing education,

and underutilisation of their skills were highlighted as key concerns.

Dentists argued a need for training starting at the undergraduate level, extending to induction into
PHC structures that specifically prepares them for the role that they play, and skills needed in the
PHC system, and the appropriate use of their clinical skill set. This sentiment was echoed by all

dentists, with D1 articulating it comprehensively:

“If you look at development, I think we are equipped in terms of skill set but I think
in the public health sector especially when it becomes compulsory for you to do your
community service, if you were to go into private practice you needed to have some
sort of business and some sort of mindset that teaches you how to run a business.
When you go to government [health services] you get a basic induction program,
you understand the basics of a generic working in a government post. Batho Pele
principles and all of that, but where oral health falls short is, never mind even once
you are in, when they come through as a student coming through to public service
[referring to lack of preparation for the role]. You aren’t aware of any of those
integrated [services]. You don’t know how to work in a facility where there is a
family physician, a nurse, a doctor, a dietician. You know the basics, but you don’t
know how to integrate it. The way the current programme is implemented, and the
basic package of care speaks to the skills of the dental therapist and underutilise the

skills set of the dentist who is doing community service”.

3.5.3 Theme 3: Perceptions of improvements of oral health service delivery

Improvement in service integration was noted, although there was some ambivalence expressed.
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3.5.3.1 Sub-theme 3.1: Integration of services

Improved integration into the system, though not formally structured, included oral hygienists and
dentists developing working relations with peers from other PHC services to included oral health
into service delivery in school and facility settings. This was highlighted by D1, who stated:
“Access to care has always been considered for oral health as very important. ... there has been
attendance of oral health staff into the hospital with doctors, family physicians, with the dietician,
whenever there is meeting with them and educating your peers and your colleagues and referring
your patients back. This view was supported by OH1, who added: “With access to school health

we work closely them [nursing] when they screen a school” (OHI).

Supporting community-based structures to increase access to oral care was highlighted by D2,
who mentioned, “...we tried training the NGOs before COVID. This is another form of access
because remember the whole community-based programme where they [NGOs] assigned an area

and do screening and the visit and then there is another one for referral and access”.

However, integration of oral health into the PHC approach is an ongoing challenge, as noted by
OH3: “Our facilities have changed a lot because we were separate [referring to vertical
programmes of the past]. We would have the dieticians doing the dieticians work, the promoter
doing the promoter work, dentist will do.... It took a lot of power to work, but 2021, and working
towards 2030, there isn’t much difference, but there is the promise of integration, where we are

no longer an island on our own”.

Some uncertainties about changes in oral health services were expressed by D1, who stated, “/
am not too sure with community health screening...but I know that there are movements towards

getting oral health as one of the parameters to screen for”.

3.5.4 Theme 4: Suggestions for improvement
Suggestions for improvement are categorised into the following sub-themes: ‘Education of staff’,

‘prevention programmes and integration of services’, and ‘strategic planning’.

3.5.4.1 Sub-theme 4.1: Education of staff
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Varying work experiences and educational backgrounds of dentists and oral hygienists provided
insight to how dental services were experienced and possible challenges. The current reporting

lines were not viewed as supporting oral health services.

D2, who previously worked in a province with district and provincial oral health managers in

I3

addition to facility managers, shared experiences: “...it is a lot easier [having an oral health
representative] in terms of service delivery and being heard and getting things done. ...compared
to here, we rely on nursing managers [Western Cape] who don’t always see that oral health is
important until they themselves need the dentist or have a dental emergency. I have locumed in
every substructure, so I have a bit of inside information- services are not standardised, yes, we
don’t all need the same things in different geographical areas, but one clinic is doing ninety

percent dental extractions, and another clinic is only doing a restorative programme ... so we

need some guidance”.

Informants highlighted that their roles were largely unknown to health care staff, including
clinicians, that they had to repeatedly inform staff of their, exacerbated by the high turnover of
these staff as expressed by OH3: “... it leaves me with the challenge that new people come and if
they were not exposed to an oral hygienist ... you must re-educate them again and I am talking

about from ground level right up to facility manager”.

Postgraduate training in dental public health significantly influenced the lens through which the
respondent viewed oral health, in looking beyond the oral cavity to considering oral health
determinants as expressed by D2: “It changed how I treat patients, how I approach patients in
general- and look — we are conditioned, we see a tooth we want to treat the tooth, but now you
think of the person, what’s going on at home, what type of environment they come from. You think
about their health literacy, we often ramble on, do this and that and brush and whatever, but you

don’t know, does the person know what I'm trying to tell them and why I am saying”.

3.5.4.2 Sub-theme 4.2: Prevention programmes and integration of services
Suggestions for improvement included adopting a whole-life preventive approach by intentionally

integrating oral health into the healthcare system and reviewing the evidence of currently
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implemented programmes. The importance of a preventive strategy that spans from antenatal to

geriatric care was highlighted in the following comments:

“Under-fives and the integration to the school programme should almost go hand
in hand because the school going age, the child’s manual dexterities is developed”

(D2).

“It is basically a long walk with the oral health team from before birth or the first

one thousand days as we refer to it until the patient needs geriatric dental care”

(D2).
Some respondents particularly focused on prevention for children, as expressed by D3: “I will add
school programmes for a big part of the preventative”, and reinforced by OH2: ... start from
baby and if we can have more people focused on the Road to Health booklet, somebody can look

at the child’s teeth and educate parents because that is the basics”.

The importance of prevention and enabling patient self-reliance was evident in OH3’s comment:

“Just giving the patient the tools to start somewhere where oral care is concerned”.

A change in preventive practices after completing a postgraduate diploma in dental public health

was noted by D2: “It definitely changed how I approach patients in general”.

Respondents also reflected on preventive strategies, such as health education and school- and
clinic-based programmes, noting that these have been in place for a long time and were not
monitored. There was a call to review the effectiveness of these programmes, as captured by D1:
“...we can’t be doing programmes that has been done and repeated and we don’t even know, are

we re really improving the burden of disease”.

3.5.4.3 Sub-theme 4.3: Strategic planning

The respondents reflected on current preventive programmes and strategies, considering their
appropriateness, staff adequacy, and contribution to reducing the burden of oral disease. A need
for evidence-based modalities, guided by public health fraternities such as the WHO and

universities, was highlighted, particularly by dentists, as noted in the comments below.
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The burden of oral disease and the 2030 Western Cape Healthcare Plan was seen as contradictory.
Preventive and promotive oral services are not the service focus despite this being the focus area
of the 2030 Western Cape Healthcare Plan. In oral health, there was a need to balance these

priority areas with the substantial burden of oral disease.

The role of high level policy makers who can implement best evidence interventions at a national
level, appraise evidence of interventions for impactful reductions of common dental diseases was
highlighted by D1: “We need to relook at our strategies, get the best evidence-apply it, we need
to get the basic department [education], we need all role-players, and it needs to be strategically
planned and broken down then try to achieve those things one by one and try to achieve the bigger
picture- we need to get policy makers at a higher level when it comes to water fluoridation. Sugar
tax is something new, ...something that has helped us perhaps on a bigger level as well. We need
to decrease caries, prevent gum disease...how we implement it and the strategy we haven'’t
updated that... it needs to be updated maybe five yearly and somehow incorporated into the PHC
platform”.

Oral hygienists and dentists expressed that strategies would require a shared vision, a strategic
and operational plan for oral health services, as articulated by D3: “I would like to see all clinics
at the same level, be it from a technical view or from a vision point of view where we all know in

which direction we are pulling”.

Intersectoral collaboration where the integration of services should extend beyond the health
department, as highlighted by OH1: “Department of Education need to get on board, there are
programmes that we can include in schools, but the teacher and the principal will just tell us we

don’t have time, we don’t have space for you”.
The role of the Department of Education was further elaborated by OH4: “So, from the

Department of Education they need to help us especially where brushing programs are

concerned”.
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A dental manager was suggested to ensure that oral health is foregrounded in service design and
resource acquisition. D3, who was employed when oral health was a vertical programme, reflected
that lessons learned from that time could be incorporated into the PHC system: “Coming from the
old to the new system, something we can take from the old system is that of a dental co-ordinator ...
presenting a plan to that person may make it easier for us to get what we require to pull everything
together ... so they [managers at a substructure or Metro level] are aware of the role oral health
plays in the PHC model”. A view supported by the statement “We need structure” (D2). D2
expressed concerns about the underutilisation of tertiary level dental skills, stating: “We need to
change things we do on the ground and open up services that we consider more tertiary... we
should be able to do specialised services but at a basic level”. D2 further highlighted strategies
to extend dental services into communities to increase access to care: “/ worked on the mobile bus

...from a PHC perspective, we relied mostly on the mobile bus to go to outlying areas”.

A lack in the oral health information system to monitor oral health in the substructure was noted.
Indicators for monitoring oral health services were seen as inadequate as these were linked to
treatment modalities and headcounts rather than to procedures aimed at reducing the burden of

disease, thus perpetuating practices of extractions.

The use of headcount and treatment modalities not necessarily related reducing the burden of
disease was further exacerbated by dental clinics operating in isolation of one another, which
hindered a shift in the mindset of professionals. As D1 noted, “... I'm just going to do what'’s
going to give me the easier option to get out pain [for the patient] but that may not be the right
thing”.

3.5.5 Theme 5: Outsiders in the system
The respondents frequently referred to “us” (OHPs) and “them” (other health care workers). This
highlighted feelings of being devalued and isolated within the system, despite a sense of optimism

about potential positive changes.

3.5.5.1 Sub-theme 5.1: Lack of recognition of professional identity/role
The respondents expressed feeling isolated and devalued within the system due to a lack of

necessary resources, poor integration, and being left to their own devices.
105



Perceptions of oral health not being valued, and therefore not being provided with the necessary
resources, were described by D1: “We haven'’t really been developed in public healthcare. We
think of oral health, we think of an island on our own and we don’t think oral health could

integrate. If we have a tiny part of a big puzzle only, it gets very thinly spread”.

Management viewed oral health as the responsibility of the dentist in terms of planning and
implementation of oral health as depicted by D2: “In terms of reporting to management, they
don’t really know a lot about oral health, so they leave it to the HOD [dentist] to come up with
programmes and plans and stuff. They just want to know where you are and that you are doing

something”.

Feelings of being outsiders in the system, having their professional roles unrecognised and unless
they constantly assert the importance of the oral health team and reach out they are forgotten as
expressed by OH2: “The wheel just needs to turn a bit better, not only us giving all the time. |
sometimes feel that there is a fight for survival...that you must put yourself out there all the time...
if you don’t make that bit of noise... you get lost in the system or get forgotten as if you 're not
visible. It’s always oral must meet with medical- medical never comes to oral health and say -
listen how can we help you? It has always been that we are just the stepsister in the process”.

D1 further elaborated on this sentiment: “We are not getting a seat at the table when we ask things,
were the stepchild in the facility or the bigger health department — dental and oral health is not

prioritised within the healthcare framework”.

Oral health was not perceived as being integrated into the broader health strategy, a disconnect
manifested in various ways such as oral health not been given the status of other health

programmes, not being provided with the necessary budget or resources.

“We are just treating pain and sepsis, the clinic will never run out of patients
because of that — but are we really doing much impact? I think our oral health
strategy programme is not strategised within the health framework — so we are not

getting budget. Caries and periodontal disease are the most common non-
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communicable disease, but they only talk about HIV and diabetes — yes, it’s got an

impact, but I mean oral diseases burden is high” (D1).

Oral health may be ignored by the service, but oral health staff may also have some responsibility
by working in isolation, a view reinforced by D2, who expressed, “Oral health has been mostly

doing their own thing”.

3.5.5.2 Sub-theme 5.2: Sense of optimism of positive change
Opportunities for engagement with peers, acceptance and acknowledgement of their role and the

value of oral health as well as concrete changes in practice such as regular meetings were evident.

There was a sense of optimism and pride in the changes that had been made, with some
respondents playing key roles in these transformations. As OH2 expressed, “If was a hard journey
for me, a gravel road. I had to take a stand and say this is who I am, and this is what I do and

how I would fit in...but this recognition I had to work for”.

OH3 further elaborated: “They acknowledged they know zero, and we are the experts ... they take
our guidance, and they also learn, but now they are on par. We now have regular meetings, and

they themselves get involved to understand us, they recognise us — we recognise them”.

Despite being on the management platform, some respondents still felt disesmpowered within the
system, particularly on priorities for procurement of resources

“They listen to us because we have the platforms to speak but unfortunately when it comes to
deciding on a new ECG machine or a new suction machine, I think we lose out every time, there

has to be movement in terms of finance” (D3).

However, positive changes were also noted, such as the creation of a dental platform where dental
staff meet monthly.
“Monthly meetings within our substructure, so all the dentists, oral hygienists, and dental

assistants come together and share what’s going on in our clinics and stuff like that” (D2)
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3.6 NURSE PRACTITIONERS

The FGD focused on the participants’ understanding of PHC and its implementation, particularly
in relation to POHC. Saturation was reached by the final interview, as data from previous FGDs
was confirmed and no new information emerged.

Details of the FGDs and participants are presented in Table 3.4.

Table 3.4: A breakdown of NPOs (n=5) and participants (n=19)

NPO organisation FGD numbers Participant number identifier
related to their NPO

NPO 1 FGDI (n=3) 1-3

NPO 2 FGD2 (n=4) 4-7

NPO 3 FGD3 (n=6) 8-13

NPO 4 FG4 (n=5) 14-18

NPO 5 Interview (n=1) 19
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Table 3.5: Themes that emerged from the FGDs with the nurse practitioners
THEMES SUB-THEMES

THEME 1: 1.1 Professional role — Nurse practitioners
Structure for service delivery | 1.2 Health facilities

in community health

THEME 2: 2.1 Oral health excluded from community health
Challenges in service delivery | 2.2 Insufficient resources and services

2.3 Community challenges

THEME 3: 3.1 Improved service
Perceptions of improvement

of service delivery

THEME 4: 4.1 Clinics must have dental resources
Suggestions for improvement | 4.2 Education of Staff
4.3 Community education within a multidisciplinary

team

3.6.1 Theme 1: Structure for service delivery in community health
This theme explores informants views on PHC and POHC and their implementation, with sub-

themes focusing on the professional role of nurse practitioners and health facilities.

3.6.1.1 Sub-theme 1.1: Professional role — Nurse practitioners

The informants identified themselves as integral role-players within the PHC system, emphasising
their role in providing comprehensive care to family units and building trust with clients through
confidentially of care. Care delivery involved a collaborative process between nurse practitioners,
CHW supervisors, and CHWs. This process included assessments, care within the scope of the

nurse or CHW, and referral to relevant facilities.

A “catch and match system” that guided the problems noted in the home to treat in the home or

make the necessary referral to the CHC facilities. “If people are ill, they [health facility] will refer
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to you to go into the community, you can treat that person in their home and you can follow them

up” (N15).

Nurses played a key role in supervising, training, and providing nursing care as per their scope of
practices, including referrals to other organisations and the health facility. Nursing sisters oversaw
the supervisors (of CHWs) and CHW s, as described by N1: “I have about 14 carers [CHWs] and
1 supervisor [CHW supervisor] who take care of the day-to-day running of our section. The

supervisor delegates what each person should do”.

3.6.1.2 Sub-theme 1.2: Health facilities

The implementation of COPC, the approach used to implement PHC in the Western Cape
Province facilitated access to ward-based services. However, challenges in communication in
aspects such as referral between ward-based services and the PHC facilities hampered community
access to PHC. Nurses were responsible for overseeing the issuance of medication to families and
coordinating outreach events, while CHWs provided services such as health education, delivery

of medication, assisting patients with bathing, mobilisation, and wound care.

“We are the coordinators in the area that they [CHWs] live in, so whatever they pick up they will

bring to us and discuss with us”, said N6.

This coordination between CHWs, their supervisors and nurses extended to addressing various
issues, including dental complaints, as mentioned by N5: “They [CHWSs] check if some is

complaining about toothache”.

A common concern across all FGDs was the inadequacy of the referral system where referral

letters did facilitate efficient entry to the health facility.

“It's of no use to have the organisations [NPOs] and the facilities in silos. We need to talk to each
other because we are in the community. We are first-hand where the people are” (N10) “Anything
that we pick with our screening tools ... they come to the clinic and give the referral letter to the
security guard [at the facility] and the security takes over and sends them to the correct

department” (N1).
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3.6.2 Theme 2: Challenges in service delivery
This theme addresses the challenges noted in service delivery, including that an oral health focus
excluded from community health, insufficient resources and services, communities being unaware

of oral health, oral health not seen as part of PHC, and problems experienced within communities.

3.6.2.1 Sub-theme 2.1: Oral health excluded from community health

Participants expressed that oral health is not included in CHW training or prioritised during home
visits. When asked if oral health was part of their or CHWSs’ training, all participants in one FGD
emphatically responded, “No!!!” This sentiment was further echoed by N1, who remarked: “/

would say yes we offer PHC, but the oral health part is missing at the moment”.

The lack of priority given to oral health, both at the clinical and community level, was highlighted
by N18, who noted: “It's [oral health] not emphasised. Only at the primary school, where the
school nurse or the hygienists go, prevention is done because they teach the children. Otherwise,

not for the rest of the community”.

Views on the role of the dental clinic were expressed by N12, who remarked, “Do they do
outreaches there at the dental clinic? Never”. N15 elaborated, saying, “You know, this dental
health or whatever is...even when you go to the clinic...our clients they are not asked about the
mouth”. Generally, only those presenting with oral or dental problems or complications were

referred to dental clinics.

N1 described a lack of patient engagement during dental visits, stating, “Dentists should make us
comfortable. I mean take the time to find out about the community you re serving. My personal

experience was the dentist did not even speak to me”.

Limited facilities further restricted access to dental care in communities, with those presenting
with urgent problems being prioritised. As N8 mentioned, “They keep a certain amount [of
patients] that they assess outside the clinic. Those emergency cases - they only do patients that

have abscess”.
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Health system challenges are evident in accessing health facilities where even with referrals,
people are treated in the same way as others in the queue which may make the referral obsolete.

“As much as we work for the government, we are entering the CHC, you do not have a direct link
with the CHC. We must create our own connections with them, you must take your client to the
doctor else they will wait the whole day. It means I am going to see the same person every time

[in the community] for the same problems because they do not get the help they need” (N14).

Additionally, there was a lack of feedback, as noted by N1: “Meanwhile, you don't even get
feedback what happen to those referrals”.

3.6.2.2 Sub-theme 2.2: Community challenges

Informants mentioned that the community was largely uninformed about oral health and the
available oral health services, a situation worsened by the lack of visibility of oral health
professionals. in community settings. As N13 noted: “The problem is lack of knowledge and no
information about oral health care, that is the main cause. Visibility, because I do not see any

oral hygienists in the community. They [community]| don't know of these services.

Some were critical of the services provided which were largely extractions They felt that current

experiences were similar to those from the past.

“That is what happened in the olden days. Us as blacks, you were not given the opportunity of
filling up your cavities ... they will just extract your teeth and that's it” (N14)

Impoverished communities with a high disease burden and high unemployment present
significant challenges to oral health care and may be unable to prioritise preventive oral health

practices such as daily toothbrushing.

“[ find that a lot of clients from our community are affected by unemployment and it’s not easy
to take care of their health because they don’t even have toothpaste”, our community is poor, and
most clients are not working” (N5) “So, they're not going to think of buying something to clean
the mouth, then buying food. That is the least of their problems, until they have a toothache or
whatever” (N15)
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Other social problems specifically related to crime such as drug abuse, volatile areas, and unsafe
homes, also contribute to the low prioritisation of oral health. N9 articulated this issue: “Oral
problems are caused mostly by oral hygiene, by drug abuse, lack of resources, access and lack of
money to buy the necessary products for oral hygiene. The burden of disease has been fast now
because this is poverty-stricken areas, the abuse of drugs is quite high. We have incidents where

it wasn’t safe for CHW:  to enter [the area], we are working on that”.

The difficulties of working in such challenging environments of overcrowding in homes were
highlighted by N18: “You are not just dealing with the formal housing, we're in informal

settlements where everybody is right here, and you need to do a procedure”.

Home visits often created family expectations that their basic needs such as food security would
be met, and CHWs were not always welcomed if those expectations were unmet. N9 described
this challenge: “Some expectation that we will be giving food when we are doing the household”

“...s0 what are we going to get? Food parcel or money [comments from clients]?”

CHWs experiencing oral health problems faced frustration in accessing services, such as being
turned away as unbooked patients. N14 shared, “Two carers [CHWSs] wanted to go for tooth

extractions, had to leave work, waste time to go and were given appointments to go back again”.

According to informants’ preventive oral health seeking behaviour was poor. “Communities keep
quiet and walk around with the cavity until it escalates and gets worse because if it’s not

physically showing on the outside, they will not attend to it” (N9).

There was a belief that exposure to dental treatments like polishing could help treat gum disease
and alter perceptions about the available treatment options. As NI noted, “If they can polish it is
very important, we find that there's a lot of gum disease in the community and that is one of the

reasons why they extract their teeth”.
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3.6.3 Theme 3: Perceptions of improvement of service delivery
There was a perception that services had improved with the introduction of COPC and the rPHC
approach implemented by the Western Cape health department.

3.6.3.1 Sub-theme 3.1: Improved service

Participants expressed that the COPC system brought healthcare closer to where people lived, as
CHWSs now visit homes instead of clients having to visit clinics. N2 expressed this sentiment:
“Accessibility, it also helps to gives hope to them, the community. They know whatever problem
they have we will pick it up and send them to the clinic. It also helps because we go there

personally”.

Home visits also increased access to health services by providing a more integrated approach, as
highlighted by N16: “In the past we concentrated on washing wounds, now we have integrated

services .

Oral health education used to be a part of basic health education in schools but is no longer
included in current health services. N14 reflected on this change: “In the olden days, it was done
at school... how to look after yourself we didn't even have roll-ons or toothpaste or toothbrushes
or whatever-but we were taught that after your meal you need to rinse your mouth with saltwater.

That was the basics there”.

3.6.4 Suggestions for improved services

The respondents highlighted services need to be accessible, appropriate and acceptable with an
expansion of service points. In addition, the range of services should be expanded to include
promotion and preventive as well as treatment services. A need for dental resources, training, and

a multidisciplinary community-based education was noted.

3.6.4.1 Clinics must have dental resources
Mobile clinics or buses were suggested to improve access to oral care, particularly in areas like

informal settlements with limited or no access to dental services.

114



The shortage of dental services in the catchment area was highlighted by N1, who noted, “From
what I know there’s one dentist or dental clinic and all those clients living in this area are going
there”.

This view was supported by N19, who elaborated on the need for community-based clinical

services: “There is a need for dental screening, even it has to be a mobile dental screening”.

The positive response to mobile services was mentioned by N17: “The mobile clinics, we have an
oral hygienist come to the ward, you should see how it makes the children feel, there is the need
to raise dental awareness in the community”. Frequent health education activities and providing

dental aids in areas with limited access to such resources were emphasised.

The lack of community engagement when dental facilities are withdrawn was noted by N19:

“When a clinic has been in the area people question us — why it's been taken away”.

N14 reinforced the importance of proper community entry processes for oral health workers:
“How often do they [mobile dental buses]| come into the community? Because they need to be
visible. They need to communicate with us when they are coming through so that we can tell

people”.

3.6.4.2 Education of staff
There was consensus on the need for CHWs to receive training in oral health, but mixed views on
whether they could realistically include oral health in their responsibilities given their already

heavy workload.

Oral health services were provided by CHWs, before being employed by NPOs.

“To a certain degree, yes oral health was included. When I did the training with them it was part
of the health promotion. ... from the health promotion book they need to look up on dental health.
So even if they don't understand fully, you see pictures can look up what they see” (N19)
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Mixed views on whether oral health should be included in CHW services, given their existing
commitments, were captured by NS5: “It is possible of course but will it happen that is another
thing. Their days are structured, we can add onto that, but the community needs to be educated

[on oral health] as well”.

A suggestion to add oral health to the screening tool used by CHWs during home visits was
mentioned by N1: “It would be great if that one [oral health] could be added to our screening tool

with oral health all we ever do is we refer, we advise where we can’.

3.6.4.3 Community education within a multidisciplinary team
Informants were unanimous that at both facility and community level greater community

awareness of oral health could be achieved through a multidisciplinary team approach.

Patient experiences at health facilities could be improved if dental education were integrated at
the facility level, as noted by N12: “Because of multidisciplinary teams it [oral health awareness]

will work”.

At the community level, POHC should prioritise children.

“I would say we can start with children screening” (N19).

3.7 DISCUSSION

The objective of this chapter was to explore how POHC is understood and implemented within
the context of rPHC by key informants in the KMPSS substructure in the Cape Metro District.
Perspectives regarding structure and challenges of service delivery and suggestions for
improvement are discussed considering the literature. The findings from each stakeholder group

are initially presented, followed by a comparison of their responses.

3.7.1 DMT and facility managers

The themes that emerged from the results are discussed below.
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3.7.1.1 Structure for service delivery

The results indicated that neither the DMT nor facility managers were fully informed of the scope
of oral health services provided as well as its potential to address health issues. They further did
not offer specific guidelines for these services, leaving the responsibility and autonomy for service
and programme development and delivery largely on the dental clinics themselves. This aligns
with findings from a South African study by Dookie et al. (2017), which indicated that PHC
facility managers were often uninformed about oral health services, suggesting that the
introduction of rPHC has not significantly improved this situation at the substructure level. Kredo
et al. (2020) also reported that provincial and district managers were often demotivated by the
overwhelming number of policies requiring implementation within very challenging health
systems. Although clinical practice guidelines were available, respondents generally did not
appear to have access to these, either being uninformed about the existence or not being able to
access documents to these was problematic, suggesting that the concerns raised in this research

may extend beyond POHC.

3.7.1.2 Challenges in service delivery

Findings that health workers are overwhelmed by the health concerns they encounter, making the
inclusion of oral health a challenge, further suggest a non-integrated, programme-level approach
to oral health. Facility managers mentioned niche areas focusing on programmes such as maternal
and child health, women’s health, mental health, and other health concerns to align services with
the Healthcare 2030 report (WCG DoH 2014). Maternal and child health sites were reportedly
more accessible for integrating oral health with general health, thus supporting efforts to reduce
early childhood caries (Kholisa 2016). However, just over a third of nurses provided oral health
education, citing time constraints, lack of training, and shortage of dental materials as major
barriers to including oral health services (Kolisa 2016). These constraints may also influence the

integration of oral health across programmes at the facilities in this study.

Given the specific oral health risks associated with the mentioned programmes and the potential
oral problems related to these health concerns, the exclusion of oral health from these programmes
may limit access to oral care. Kolisa (2016) supports this view, arguing that when disciplines
function in isolation, it limits access to care. This exclusion also represents a missed opportunity

to promote a life course approach to health and oral health.
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The Healthcare 2030 report signals a shift from a focus on illness to one on wellness, recognising
that the conventional emphasis on curative care is neither desirable nor sustainable, especially
given the increasing burden of disease (WCG DoH 2014). Despite this, extractions — the most
frequently performed curative procedure — have become normalised, as noted in other provinces
as well (Bhayat et al. 2020; Smit et al. 2017; Dookie et al. 2017). This trend suggests a focus on
curative rather than primary or secondary prevention in oral health. Given the progressive nature
of oral disease and the significant impact of poor oral health on quality of life (Batista et al. 2014;
Gluch & Hexem 2017), the normalisation of extractions is particularly concerning. Nurse-driven
PHC services were intended to offer more holistic care, yet this focus on extractions undermines
the goal of reorienting health services to proactively address significant health challenges rather

than merely reacting when people are already ill and seeking care (WCG DoH 2014).

On a broader scale, PHC managers across four provinces, including the Western Cape, have raised
concerns about the inequitable spending on NCDs compared to infectious diseases such as HIV
and tuberculosis (Kredo ef al. 2020), suggesting that oral health may not be the only programme

within PHC that is of concern.

3.7.1.3 Suggestions for Improvement

The suggested improvements failed to assume responsibility for including the range of oral health
activities into COPC but rather focused on training of CHWs and increasing awareness of
communities and little else. It was evident that clinical norms and standards for oral health
services and equipment (DoH 2001) were not met, yet this was not identified as a priority for
action. Despite the importance of appropriately trained staff in the PHC approach (WHO 1978)
and evidence of gaps in integration, health promotion, and intersectoral collaboration noted in the
findings, there was no mention of upskilling health workers in general to fulfil their roles within
the rPHC. Training deficits across the PHC platform were reported by Kredo et al. (2020), who
recommended increasing access to training on guidelines, interdisciplinary training, and

strengthening post-training mentorships as short-term solutions for primary care implementation.

3.7.2 Dentists and oral hygienists

3.7.2.1 Professional views of POHC within the context of PHC
118



Dentists viewed POHC as the first level of care in the health system. Although they were aware
of the clinical component of POHC, they were often required to manage patients with a variety of
conditions that presented at the facility, primarily pain and sepsis. They argued that this reactive
response did not align with the PHC approach or fully utilise their skills. In contrast, oral
hygienists saw POHC as the initial entry point into the healthcare system, emphasising the
prevention of oral disease and the promotion of oral health at both clinical and community levels.
For both professions, their perceptions and practices were influenced by their professional roles
and work environments, a phenomenon also noted by Sibiya and Gwele (2013) in a study of PHC
nurses. The results indicate that even within the dental discipline, professionals tend to work in
silos — recognising and valuing each other’s scopes of practice but not collaborating as a team to

address oral health comprehensively.

3.7.2.2 Challenges to oral health service delivery

Respondents reported a lack of resources and services, the exclusion of oral health, and
insufficient staff training — issues also noted by others (Dookie et al. 2017; Harnagea et al. 2017).
Disparities between dental and general health services in terms of promotion and clinical
resources, as well as differences in access to promotional materials among dental clinics, were
perceived by respondents as indicative of the low value placed on oral health and the privileging

of some dental clinics over others.

While oral hygienists were able to offer primary and secondary preventive treatment, dentists
provided primarily curative treatment and lacked the resources to provide conservative care.
However, POHC is supposed to include basic preventive, conservative, and curative care, with
the necessary equipment and materials mandated (DoH 2001). These findings align with those of
Smit and Osman (2017), who reported on pre-COVID-19 conditions in the Western Cape
province, highlighting the lack of availability of the basic package of clinical POHC and
extractions as the primary treatment offered. Although dentists expressed a desire to perform more
preventive and restorative treatments, they were constrained by the need to address pain and
sepsis, which often required immediate attention through extractions. Additionally, the
observation that dental assistants do not routinely assist oral hygienists, despite this function being

included in their gazetted scope of practice (Government Gazette, No. 35364), and the impact
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thereof on workflow, suggests that scopes of practice may be open to interpretation. This, in turn,

indicates that OHPs often work in silos.

Competing demands for basic needs within the socioeconomic context of communities were cited
as reasons for oral health not being a high priority, a finding supported by other studies (eds. Watt
et al. 2015; Peres et al. 2019; Knorst ef al. 2021). These authors reported that individuals of low
socioeconomic status tend to have poorer oral health-related quality of life, regardless of the
economic classification of their country. Poorer communities experience a higher burden of oral
diseases, leading to multiple disadvantages in terms of overall health. The results suggest that the
availability of oral health services, when competing with basic needs, may negatively impact
vulnerable communities' ability to achieve self-reliance in oral health, a core principle of PHC
(WCG DoH 2014; WHO 1978). Furthermore, this raises concerns about the extent to which access
to information and dental referrals, in the absence of adequate staffing and a proper skills mix to
offer comprehensive primary oral health services, can truly contribute to oral health improvement

in resource-poor environments.

Findings of inadequate oral health knowledge among professionals, leading to inappropriate
referrals, did not prompt these practitioners to explore opportunities to elevate oral health on the

facility's health agenda, despite the HOD being part of the facility management team.

3.7.2.3 Suggestions for oral health improvement

Respondents unanimously agreed that there is a gap in the rPHC system, as offered through
COPC, in terms of expertise to provide POHC. They recognised the need for strategic planning
in oral health and emphasised that this issue requires attention beyond the district level. Their
suggestions, including intersectoral collaboration, evidence-based approaches, engagement with
policymakers, systematic planning, and service evaluation, align with the principles of PHC
(WHO 1978) and are central to the implementation of COPC (WCG DoH 2014). Further examples
of integrated oral health care programmes, incorporating some of the respondents' suggestions,
include strategies to empower oral health through building interdisciplinary networks, training
non-dental care providers, modelling oral health champions, enabling care linkages and care

coordination processes, and utilising e-technology (Harnagea et al. 2018).
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The WHO Global Report, ‘Oral Health Status Toward Universal Coverage in 2030°, emphasises
the need for an oral health workforce that functions as an integrated team, aligned with the
principles of PHC, and collaborates effectively with health and community care teams (WHO
2022). This perspective supports respondents' concerns about their lack of preparedness for
providing POHC within the PHC framework. Addressing these gaps has significant implications

for both undergraduate and postgraduate dental education.

Similarly, a lack of integration was reported in the context of pharmacy within the rPHC approach
(Bheekie & Bradley 2016). The authors suggested that pharmacy training institutions could
strengthen the DHS through partnerships with community and health services, arguing that
pharmacy students' learning could be contextualised through academic service learning. This
approach could help dismantle existing silos, indicating that the experience of working in silos
may not be unique to oral health. Adopting a similar approach in oral health, in line with the WHO
(2022) recommendations for a collaborative workforce model, would require engagement at
multiple levels of the system. This could also address reports of nursing managers being

unprepared for their role in managing oral health as part of PHC services (Smit & Osman 2017).

The guidelines in the Wellness 2030 report offer narrow interventions targeted at high-risk
populations for oral health while concurrently highlighting comprehensive care for six
programmes as focus areas for PHC facilities (WCG DoH 2014). This may explain why oral
health initiatives tend to focus narrowly on school and community-based services, while broader
health concerns take precedence at the facility level. Beyond the traditional clinical and
community services of health education, which seem to be derived from oral health documents
such as the National Oral Health Strategy, -draft (DoH, 2010), the implementation of oral health
programmes was left open to interpretation, possibly contributing to the lack of consistency

observed between facilities.

Clinical preventive methods such as chairside education, fissure sealant application, and fluoride
varnish programmes in schools and community settings have been critiqued as interventionist,
reflecting a medical model approach that still dominates professional dental training (eds. Watt et
al. 2015). The authors argue that this approach focuses on aetiological factors rather than the

multifactorial nature of oral diseases and often lacks a solid theoretical foundation. The fact that
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OHPs questioned the evidence supporting current school and clinic-based preventive programmes
suggests that their experiences align with Watt ez al.’s (eds. 2015) critique. These programmes,
rooted in the period when oral health was treated as a vertical programme, indicate that the PHC

approach has not yet fully informed oral health services.

Informants’ views on the need to review the evidence supporting these programmes are consistent
with literature showing how traditional health education approaches have evolved, with
arguments favouring a health promotion approach that also influences the broader environment
(Nakre & Harikiran 2013). Such changes are evident in initiatives like health-promoting schools
(Jurgensen & Petersen 2013), the use of common risk factors in water, sanitation, and hygiene
programmes (Duijster et al. 2017; Nakre & Harikiran 2013), and new approaches to health
education (McGrath 2019; Nutbeam 2019; Nakre & Harikiran 2013). A health-promoting schools
approach lends itself to intersectoral work that integrates oral health within a broader health
programme, thereby sharing resources through the involvement of the school community.
Educator and parental involvement have been successful in contributing to such programmes,
particularly through the supervision of toothbrushing initiatives (Nakre & Harikiran 2013;
Petersen et al. 2015), addressing concerns about the lack of human resources for school-based

programmes.

Watt et al. (eds. 2015) advocate for population-based public health measures through partnerships
across sectors and disciplines to improve oral health and reduce inequalities. Jepsen et al. (2017)
similarly argues for a lifelong commitment, using both population-based and individual-based
interventions for the prevention and control of oral diseases. Given the multifactorial nature of
oral disease, a combination of population and individual-based interventions across the life course

may be necessary for meaningful oral health improvement.

3.7.2.4 Unique theme: Outsiders in the system

Informants reported experiences of isolation, frustration, and being treated as “stepchildren”, with
their professions not being recognised or their voices unheard. These findings suggest that while
oral health as a discipline may be incorporated into the PHC system, oral health — and possibly
other programmes — still function in silos. This indicates that integration has not yet extended to

the seamless coordination of policy, programmes, staff, or services. Concurrently, OHPs may
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need to reflect on their own roles in perpetuating this experience, particularly if they perceive
themselves as separate from other health professionals, fostering an "us versus them" mindset. To
address these issues, it is crucial for OHPs to be empowered to elevate oral health on the health

agenda by finding and utilising opportunities and platforms where their voices can be heard.

Overall, ensuring that the oral health workforce has the knowledge and skills to enable more
proactive leadership is essential for achieving universal access to oral health within a PHC system.
Supportive policies, adequate resource allocation, and collaborative practices between dental and
other healthcare professionals would facilitate the integration of oral health into PHC (Harnagea

et al. 2017), reinforcing the views expressed by the respondents.

3.7.3 Nurse practitioners
Differences noted between the FGDs were around different experiences related to their interaction
with the CHC facility. These respondents were in the employ of NPOs. They worked in

community contexts, and also supervised CHWs.

3.7.3.1 Structure for service delivery

Informants viewed PHC as comprehensive, community- and family-based care, a perspective that
was consistent across the five NPOs. They were well-informed about the ward-based outreach
system and the role of NPOs, including their responsibilities, as described by Naledi, Barron &
Schneider (2011). However, their uncertainty about how health and oral health programmes —
whether facility- or community-based — interfaced with their own programmes highlighted a lack
of information and referral systems to ensure coherence across the different components of COPC.
This disconnect between NPOs and facilities was further evidenced by reports of inadequate
referral systems and challenges faced by CHWs and patients in accessing facilities. The
outsourcing of NPOs in the Western Cape province, compared to provinces where CHWs are
directly integrated into PHC facilities (Tsolekile, Schneider & Puoane 2018), adds an additional
level of supervision and consequently increases the burden on an already strained health system.
Additionally, it makes the system more rigid as NPOs are assessed in terms of compliance with
their service level agreement and contract. These challenges may be exacerbated by the reporting

lines between facilities and NPOs.
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HCBC includes prevention, health promotion, and complementary curative, rehabilitative, and
palliative care services (WCG DoH 2014)), as evidenced by the results. The range of health
services provided by nurse practitioners and CHWs suggests the potential for these health workers
to deliver certain oral health services. Given the shortage of oral hygienists in the substructure, as
reported by Singh et al. (2010), training nurses to provide oral health education and screening

could support the integration of oral health into HCBC.

The fact that oral health problems need to be visible or symptomatic before being addressed during
CHW visits may reinforce perceptions in underserved and poor communities that dental visits are
only necessary when problems arise. This underscores the low priority given to oral health within
prevention and promotion services, which contradicts the aim of COPC to promote self-reliance,
early detection, and treatment of health problems. This goal is particularly relevant for oral health,

given the significant consequences of poor oral health.

3.7.3.2 Challenges for service delivery

Informants noted that the exclusion of oral health from resource allocation, both in terms of human
and physical dental resources, has contributed to a lack of awareness about oral health within
communities. They highlighted that the insufficient availability of oral health resources, relative
to the size of the population, has limited access to comprehensive POHC. Many compared their
current dental experiences to a past system marked by racial disparities and characterised
primarily by extractions, suggesting that the PHC approach has not led to significant
improvements in oral health experiences for many. These experiences, they argued, do not

encourage the use of oral services.

This perspective is supported by reports of communities seeking dental care only when oral
problems become visible or symptomatic, indicating that community perceptions play a
significant role in shaping their use of available services. Similarly, Riley, Gilbert and Heft (2006)
found that adults from lower socioeconomic status communities, who had negative attitudes and
beliefs toward dentists and dental services, were more likely to have poorer health and delay

seeking dental care.

124



Functional and mutually supportive referral systems are integral to the PHC approach (Naledi,
Barron & Schneider 2011; WHO 1978). However, the study revealed that inadequate referral
pathways and the difficulty for staff and patients to access facilities undermine the goal of
providing accessible and affordable services. The substantial oral disease burden limited physical
space in health facilities to accommodate increasing numbers of referred patients, and the strain
on human and material resources may explain why staff feel overwhelmed, why dental services
continue to operate in a traditional manner, and why patients report negative experiences with
oral health professionals. These findings suggest that POHC clinical services have not yet
achieved the paradigm shift envisioned in the Wellness 2030 report (WCG DoH 2014), despite

the inclusion of preventive and conservative treatment in POHC services (DoH 2001).

3.7.3.3 Suggestions for improvement of service delivery
Respondents noted that their roles within the current system have led to greater access to
affordable services and more integrated care, though this integration largely did not extend to oral

health.

Their understanding of community needs, concerns, and experiences was evident in their
suggestions for additional resources to address oral health problems and expand access to clinical
and community-based interventions. These suggestions, which extend beyond the traditional
dental facility, demonstrate their insight into creating an enabling environment for oral health and
the need to reorient oral health services — key action areas advocated in the Ottawa Charter (WHO
1986). The idea of offering preventive clinical services as a pathway to positively influence
community perceptions of oral health through positive experiences shows respondents' awareness

of how comprehensive services can be effectively utilised.

There was a consensus on the need to train CHWs in oral health, though respondents expressed
ambivalence about whether these workers could manage the additional responsibility of dental
screening, given their already substantial workload. This concern mirrors those raised by others
regarding task shifting to CHWs (Baker ef al. 2007; Cometto ef al. 2018). These views caution
against adding tasks to the CHW programme without carefully considering the impact on their

existing duties.
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3.7.4 Comparison of the responses of the stakeholder groups

3.7.4.1 Respondents’ perception of POHC in the context of PHC

All three groups of respondents consistently understood the structures of rPHC and their roles
within the system. However, they were often unaware of the functions and responsibilities of other
programmes or structures, apart from the PHC manager at the DMT level. PHC and POHC were
viewed as first-level care, in line with the WHO (1978) definition, which describes PHC as the
initial point of contact between individuals, families, and communities with the national health
system, bringing healthcare as close as possible to where people live and work. While PHC was
recognised as first-level care at both community and facility levels, and the elements of POHC

were articulated, these concepts were only partially evident in the corresponding actions.

3.7.4.2 Locating POHC in the rPHC approach

DMT findings indicated that the rPHC structures allowed for oral health to be integrated into
services at every level, with the dentist, as the HOD of the dental clinic and a member of the
facility management team, playing a key role in facilitating this integration. From this perspective,
oral health could contribute to preventive and promotional services as part of an interdisciplinary
team. Facility managers shared a similar view, recognising the dentist's role as HOD of the dental
clinic. However, they also saw oral health as responsible for organising its own services in line

with the Healthcare 2030 report (WC DoH 2014).

In contrast, the dental practitioners had a different perspective. They did not perceive POHC as
being purposefully integrated into rPHC. Instead, they viewed oral health as a vertical programme
— incorporated but not fully integrated into the rPHC system, as evidenced by the lack of guidance
and resource allocation for oral health services. Nurse practitioners further highlighted this
disconnect, noting that POHC was largely absent from rPHC, often referencing past oral health
programmes rather than current initiatives. This divergence in perspectives across different
stakeholder groups created notable tension regarding the responsibility for advancing oral health

within the broader healthcare system.

The rPHC approach emphasises comprehensive and integrated care through a team-based
approach (WC DoH 2014; WHO 1978). However, across all key stakeholders, it was evident that

oral health services were neither comprehensive nor integrated, as reflected in the views of both
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clinical and community-based services. OHPs continued to focus on high-risk groups and
individual programmes rather than on integrated services that promote oral health across the
lifecycle. While DMT managers recognised the potential for comprehensive services and
integration, they did not act on these. This may be a consequence of a lack of a strategic plan to
conceptualise and operationalise the services. This research did not explore the strategic plan of
for oral health from the Cape Metro, that may have shed light on this observation. However, it

would be expected that DTM would access such plans or advise the Metro if these were absent.

Nurse practitioners explicitly noted the lack of POHC, although they articulated how it could be
made more comprehensive and integrated. The perception that access to oral health services was
not prioritised — shared by OHPs and nurse practitioners — was reinforced by PHC and CHC
managers, who indicated that they were guided by the focus programmes of the Healthcare 2030
report. Interestingly, the DMT managers, as implementers of services, believed that access to oral
health services was achievable through the rPHC structures, but did not act on this. This finding

highlights the disconnect between management perceptions and ground-level realities.

PHC is expected to address common health problems within communities, with the Healthcare
2030 report emphasising the importance of monitoring health status (WC DoH 2014). All
stakeholder groups acknowledged that oral health issues are a significant community concern,
exacerbated by socio-economic factors. However, there was no concerted plan to integrate oral
health care with other health services to extend coverage into these communities. Indicators for
oral health services did not favour transitioning dental services to more comprehensive care.
Dental statistics were not utilised for monitoring POHC or for improving oral health, with some

managers reporting that they received no feedback on the statistics provided to the substructure.

Managers at all levels reported a gap in information systems in what was collected, how this was
collected and the data flows to guide and monitor oral health services. This issue was similarly
reported in the KwaZulu-Natal district, where authors argued for an urgent need to strengthen
district health information systems to improve the reporting of oral health services (Dookie et al.

2017).

127



The secondary priority given to oral health at both the facility and DMT levels was aptly described
as being "on the back burner" by a facility manager. This situation is especially concerning given
that a key guiding document for PHC practice explicitly calls for a shift from curative care to
integrated health prevention and promotion, using a life stage approach. Despite this, the intended
strengthening of the oral health platform through significant investment in PHC services (WC
DOH 2014) did not materialise in practice for this substructure. Notably, dentists were the only
stakeholder group to directly address the contradiction between the report's emphasis on
prevention and promotion and the realities of their work environment. This gap between the stated
priorities in official documents and the on-the-ground realities of oral health services highlights a

systemic challenge in translating policy intentions into actionable, well-resourced programmes.

While this research did not explicitly explore the challenges of implementing rPHC, the findings
align with issues reported by district managers in other South African provinces (Kredo ef al.
2020; Dookie et al. 2017). Although financial concerns, access to guidelines, and availability of
equipment and supplies were not directly mentioned by district and facility managers in this
research, these issues, highlighted by provincial and district managers elsewhere (Kredo et al.
2020), likely impacted the provision of POHC, as noted by dental practitioners in this research.
Similarly, oral health managers in KwaZulu-Natal emphasised the need for adequate resources,
infrastructure, and collaboration with other sectors, health teams, and communities to enhance
universal coverage and access (Dookie ef al. 2017). These observations corroborate the challenges
noted in this research and other findings (Kredo et al. 2020; Dookie et al. 2017). Factors reported
to facilitate the integration of oral health into PHC include supportive policies and resource
allocation, interdisciplinary education, collaborative practices between dental and other
healthcare professionals, the presence of local strategic leaders, and geographical proximity

(Harnagea et al. 2017).

The alignment of findings across different studies and regions underscores the systemic nature of
the challenges in positioning POHC within the context of a PHC system. The disconnect in views,
experiences, and perceptions among key stakeholders responsible for POHC not only affects the
quality and scope of oral health services but also undermines the broader goals of comprehensive
and integrated PHC. In essence, it highlights the absence of oral health expertise at a strategic

level in the province.
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This absence of oral health expertise may in part be explained by the transition of oral health as a
programme into the PHC services. A personal communication (Prof Myburgh on 2™ April 2024)
explained that with the transition of oral health into the PHC system, community oral health
specialists were employed/transferred to the Oral Health Centre and posts within the management
structure of the Western Cape Government (Cape Metro) became redundant. Ultimately this led
to a lack of professional senior management posts and expertise in public oral health within the

management structures of the Cape Metro and WCG.

3.7.4.3 Implementation of POHC within the context of PHC
Rather than primary prevention being central to the approach in POHC implementation, a disease
model focused on treating oral diseases, with some early detection and preventive programmes

for school children, was evident.

Findings from the DMT and CHC facility managers highlighted the potential for OHPs to engage
with existing structures and programs. However, oral health was left to develop its own initiatives,
often based on traditional programmes that predated integration with PHC and the rPHC
approach. While basic guidelines are provided in the POHC package (DoH 2001), and the
Healthcare 2030 report (WC DOH 2014) stakeholders appeared to lack a comprehensive
understanding of these documents. Instead, they tended to reference broad focus areas without
delving into the specifics necessary for effective implementation. Kredo et al. (2017) identified
challenges faced by managers in PHC implementation, such as difficulty in accessing clinical
practice guidelines and insufficient training and support, which may also apply to the stakeholders

in this research.

The implementation of POHC is discussed in the context of school-based oral health
programmes, facility-based oral health services, home and community-based services, and the

implications of these findings for POHC.

School-based oral health programmes
Schools are globally recognised as a key platform for health promotion (Duijster et al. 2017,

Jirgensen & Petersen 2013; Kwan 2010), where school health services aim to optimise children's
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health through supportive environments (WHO 1986). In South Africa, school health services are
expected to find innovative ways to deliver integrated promotion and preventive services across
departments, facilitated by pooling resources, integrated planning, and shared responsibility
(Shung-King 2013). School health is closely linked to the concept of 'health-promoting schools',
where the school community works collaboratively to improve health outcomes. The significant
association between poor oral health and poor academic performance (Ruff ez al. 2019) reinforces

the need for oral health to be fully integrated into school health initiatives.

The global context provides background to school health being included in the Healthcare 2030
report and the basic POHC package (DoH 2001), establishing schools as a platform for oral health
services mentioned by all stakeholder groups. Dental practitioners referred to toothbrushing and
fissure sealant programmes, which are specific oral health interventions, while other stakeholders
viewed schools as a platform for oral health education by oral hygienists. School nurses reportedly
referred schools of concern to oral hygienists, indicating that they may be detecting a higher
prevalence of dental problems in these schools and acting on this children's oral health. However,
the findings show that oral health services in schools were not integrated with other health services
but were instead presented in silos based on identified needs. Nurse practitioners reported not
being informed about oral health services in schools but suggested that general hygiene should be
taught, reflecting their view of more integrated approach in line with South Africa's school health

approach (Shung-King 2013).

A global survey of health-promoting schools suggested a shift in orientation from health education
and narrow, project- or disease-specific thinking to a broader focus on health promotion. Such a
school environment should integrate health into every aspect of daily life and establish best
practices within the school system (Jirgensen & Petersen 2013). Applied to oral health, this
approach could reorient current, narrowly focused oral health services into a more comprehensive
school-based programme that addresses common health risks (Peres et al. 2019; Nakre &
Harikiran 2013; Sheiham & Watt 2000). This broader approach would involve the entire school
community and, through shared resources and responsibility, could embed traditional, evidence-
based oral health interventions. Such integration would contribute to the sustainability of school
health programmes and address concerns raised by oral hygienists regarding the effectiveness of

school-based oral health initiatives.
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Facility-based oral health services

Oral health was recognised as important by all stakeholders, yet they concurred that extractions
were the most frequently performed clinical service, highlighting a disconnect between health and
oral health at all levels. This contradiction is further evidenced by the comprehensive PHC goals
outlined in the Healthcare 2030 report (WC DoH 2014) and the way POHC is referenced in this
document, which still reflects strategies from before the integration of oral health into PHC. Nurse
practitioners reported that community experiences at dental clinics suggest a need for greater
availability of preventive services to positively influence community perceptions and practices
regarding dental treatment.

Supporting these views, a systematic review found that health education, when complemented by
oral prophylaxis, significantly improved knowledge, practices, and attitudes toward oral health
(Nakre & Harikiran 2013). However, the reported scarcity of oral health staff and resources,
leading to reduced access to preventive services, suggests that efforts at integration and
collaboration among stakeholders would be hindered by resource limitations. Adequate resources
and infrastructure, as mentioned by dentists and nurse practitioners, are essential prerequisites for
providing comprehensive primary oral services in this substructure. This situation underscores the
gap between the availability of the basic POHC package (DoH 2001) in policy and its actual
implementation at the PHC level, reinforcing findings from an earlier study in the Western Cape
province, which reported that the POHC package was not available in most health facilities (Smit
& Osman 2017). The POHC package as defined (DoH 2001) does not align with PHC as it has a

narrow health education and disease focused approach.

Oral hygienist visits to child health clinics as part of the "Road to Health" programme exemplify
how the implementation of a policy, supported by a plan and relevant tools, has facilitated some

level of integration of oral health services.

HCBC services through nurse practitioners and CHWs

Reports on the inclusion of oral health in the services provided by nurse practitioners and CHWs
were mixed. At the DMT level, it was suggested that oral health could be integrated into CHW
services, provided they receive the necessary training. However, the facility managers were

uncertain about including oral health, as the CHWs did not fall in their domain. OHPs supported
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the inclusion of oral health in CHW services, emphasising that this could lead to a more informed
community and earlier detection of oral problems, and indicating that they should be involved in
providing such training. According to nurse practitioners, oral health is not formally included in
their services or those provided by CHWs; however, if an oral problem arises, the individual is

referred to a dental facility, pointing to some ambiguity in their service level agreements

Ward-based services delivered through CHWs have the potential to extend oral health care into
family systems, thereby contributing to overall health and improved oral health. At a minimum,
these services should include access to basic information, such as promoting daily toothbrushing
with fluoridated toothpaste to influence hygiene behaviours related to dental caries and
periodontal diseases (Jepsen et al. 2017), as well as screening for early detection of oral problems
and appropriate referrals. CHWs have successfully implemented oral health services, including
education, screening, referral, and the application of fluoride varnish (Mathu-Muju et al. 2018;
Braun et al. 2016). The effectiveness of oral health education across the lifecycle, particularly
when using various educational approaches over a sustained period, has been shown to improve
at least oral health knowledge, and with additional resources, also improve practices and attitudes
towards oral health (Nakre & Harikiran 2013). In this regard, CHWs are well-positioned to
provide consistent access to families, offering the opportunity to regularly disseminate oral health
information to family members throughout the lifecycle. Their involvement in providing dental
aids such as toothbrushes and toothpaste could contribute to healthier practices. However, it
appears that managers were generally unaware of oral health training for CHWs provided by oral
hygienists in some areas, highlighting a disconnect between stakeholders and ultimately leading

to missed opportunities to leverage oral health initiatives.

Community and facility-based health services

Managers at the DMT level recognised the potential for integrating oral health services into all
offered services. However, facility managers cited the challenges associated with the programmes
highlighted in the Wellness 2030 report (WC DoH 2014) as reasons for placing oral health "on
the back burner" or not giving it the attention it deserves. Despite this, these programmes all have
potential oral health impacts, with the Wellness 2030 report explicitly mentioning the oral-
systemic link, including the potential for early detection of mouth cancer and the impact of the

escalating burden of chronic diseases on oral health (WC DoH 2014). Therefore, integrating
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comprehensive oral health promotion, prevention, and curative services into these programmes
could offer oral health care across the lifecycle, increase access to oral health services, reduce the
burden of oral disease through early detection and treatment, and promote an integrated team
approach. Such interventions could also address common risk factors, thereby impacting multiple
health concerns simultaneously (Peres ef al. 2019; Sheiham & Watt 2000). These findings suggest
a need for increased communication between health and oral health professionals, given the oral-
systemic health link, to improve overall management of patient and community health (Migliorati

& Madrid 2007; Rodrigues et al. 2024).

Despite the well-documented relationship between oral health and systemic health, which would
justify the integration of oral health at a programme level, this relationship was not mentioned by
any stakeholders. Although dentists noted that other health professionals were not informed about
oral health, OHPs did not discuss how they could integrate oral health into broader health services
or address the potential oral health impacts of various health conditions. One consistent aspect
was the participation of oral hygienists in PHC clinics focused on maternal and child health, where
they utilised the "Road to Health" booklet — an example of successful integration with one of the

programmes.

Given that PHC services are nurse-driven, it would be expected that professionals, regardless of
their designation, would recognise the reciprocal impact of oral health and general health and see
the value in integrating oral health into the primary focus areas of PHC programmes. However,
the literature indicates variations in nurses' knowledge regarding oral health (Rodrigues et al.
2024; Rabiei et al. 2014). Being informed about oral health does not necessarily translate into

practices that integrate oral health with other services (Rodrigues et al. 2024).

Implication for implementation of POHC

The current implementation of POHC reveals a lack of communication between the structures
within the rPHC system. As it stands, POHC implementation does not meet the criteria of PHC,
nor does it align with the vision of the WCG (WC DoH 2014) or reflect best practices in the
evolving field of oral health strategies. These shortcomings were acknowledged by OHPs, who
questioned their current approach to oral health implementation and expressed a need for action

to support meaningful change.
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There are existing oral health policies and strategies, though somewhat dated, that could have
informed POHC implementation (DoH 2004; DoH, 2010). For example, district-level guidelines
recommend preparing a customised set of intervention strategies and targets based on specific
needs, determinants, and community circumstances, along with identifying resources,
implementing appropriate interventions, and monitoring and evaluating selected strategies (DoH
2010). Health policy documents referenced by stakeholders provide detailed guidance on
implementing COPC as the approach to PHC in the Western Cape province. A thorough
understanding of these documents could have established common ground for stakeholders to
discuss a basic oral health plan. Instead, managers seem complacent about extractions being the
primary treatment in POHC, while dental practitioners appear disempowered within the system.
This disconnect underscores the challenges faced by PHC managers, as highlighted in Kredo's

(2017) study on the implementation of PHC.

The “integration and mutually supportive systems” is one of the tenets of the PHC approach
intended to lead to progressive health for all (WHO 1978; WCG DoH 2014). These findings
underscore the need to align the education of healthcare professionals with the healthcare system
of the country. Reports emphasise the importance of interprofessional education and collaboration
(Harnagea et al. 2017) and advocate for integrated community-based training models that prepare
the future workforce to meet population-wide oral health needs and deliver high-quality,
evidence-based care (WHO 2022; Watt et al. 2019). This perspective supports the concerns of
dental practitioners regarding their own and other health workers under preparedness for their
roles in PHC. Adopting such an approach could contribute to strengthening the rPHC system, as

the issues identified may be symptomatic of larger systemic problems.

A possible limitation of this research is the extent of stakeholders included. An inclusion of
strategic managers at the level of the district may have provided for a more in-depth exploration
of healthcare system factors that may be contributing to the way POHC is perceived and
implemented. In addition, it would have been useful to gain the perspectives of oral health from

medical clinicians at the facilities concerned.
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3.8 CONCLUSION OF CHAPTER

The rPHC approach presented an opportunity to more appropriately integrate POHC into the
healthcare system, thereby contributing to universal access to oral care. Achieving this integration
would have required alignment at the policy level, within the structures of the rPHC system, across
programmes, and within the profession, establishing clear pathways for collaboration among these
elements. The results indicate that although respondents understood PHC and POHC as first-level
care, their view of POHC was strongly tied to their professional roles and the types of services

provided, rather than being linked to the broader principles and elements of PHC.

The implementation of oral health services revealed two main issues: first, the approach remains
largely focused on traditional methods that predate the integration of oral health into the PHC
system; and second, there is minimal integration of oral health at the programmatic or professional
level. While oral health is recognised as a public health concern and integration is suggested, the
mechanisms for achieving this are not explicitly stated. Effective integration could be possible if
policies, protocols, and guidelines were reviewed and developed at the district and substructure
levels to develop a working oral health plan aligned with PHC principles. Monitoring of the
services at the level of facility and community will be enabled with the introduction of an
information system, where key data with flows thereof is captured. Many concerns regarding
POHC are well documented, as shown in this study, highlighting the extent to which oral health

implementation is not informed by prevailing literature.

These challenges suggest that significant changes to POHC at the substructure level will require
adjustments at the provincial and district levels, as well as within the programmes, health
professions, and services. Harnagea et al. (2017) pointed to a lack of political leadership,
healthcare policies, implementation challenges, discipline-oriented education, lack of continuity
in care and services, and unmet patient oral healthcare needs as barriers to integrating oral health
into PHC — issues also reflected in this study's findings. Therefore, the understanding of POHC
and the gaps in its implementation may be symptoms of broader systemic issues within the district

and provincial systems.
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Based on the findings of this research, it can be concluded that the DHS is not operating as
efficiently as it should for the provision of POHC. The integration of oral health within the DHS
remains inadequate and insufficient, hindering the pursuit of universal access to affordable and
comprehensive POHC. Despite the WCG’s vision of shifting from a curative paradigm focused
on treating illness and disease to one centred on prevention, promotion, and wellness, the findings
indicate that the views and implementation of POHC are still predominantly rooted in a disease

model of curative care.
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CHAPTER 4
COMMUNITY HEALTH WORKERS AS A VEHICLE TO
IMPROVE HEALTH OUTCOMES: A SCOPING REVIEW

4.1 INTRODUCTION

The previous chapter explored the perceptions of key stakeholders regarding primary oral health
care and the implementation thereof within the context of the rPHC approach. Attention now
shifts in the current chapter to interventions delivered by CHWs that have contributed to
improving health outcomes in settings serviced by the healthcare system. This information will
provide valuable evidence concerning the role of CHWs in guiding the appropriate integration of
oral health into the current rPHC system. The study seeks to explore and collate information from

the literature by means of a ScR.

4.2 BACKGROUND

The integration of CHW programmes into health systems has been reported as an enabler to
increase access to health care, particularly in underserved and vulnerable communities (Mupara
et al. 2023; Akinyemi, Harris & Kawonga 2019; Shelley ef al. 2016; Naledi, Barron & Schneider
2011; Robertson 1978). The WHO Global strategy on Human Resources for Health encourages
countries to adopt a diverse, sustainable skills mix that harnesses the potential of CHWs in
interprofessional teams (World Health Organisation [WHO] 2016). The role of CHWs in the PHC
approach, along with advocacy for UHC (Naledi ef al. 2011), is vital. Historically, CHWs have
been from the communities they serve, allowing them to understand the social context and health
concerns of these communities (Swartz 2013), further underscoring their contribution within
health systems. There has been a move for CHWs to take on the role of generalists providing
comprehensive care, expanding their scope of work, and thereby improving access to healthcare
and health outcomes. The fact that inequalities in oral health, evident in lower socio-economic
status communities, mirror those in general health (Watt 2007), demonstrates that oral health
cannot be viewed in isolation from overall health or the UHC approach when considering

population health.
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Health ministries in many countries have adopted a selective PHC approach, which is considered
more achievable in view of the challenges of a comprehensive PHC approach (Tulenko et al.
2013). Selective PHC is evident where local initiatives were upscaled nationally such as maternal
and child health (Tulenko et al. 2013; Blanchard, Prost & Houweling 2019; McConnell et al.
2016), oral health (Braun et al. 2016), management of chronic (Silverman et al. 2018; Kim et al.
2016), infectious diseases (Smith Paintain ef al. 2014), and immunisation against major infectious
diseases (Ballard ez al. 2020). In contrast, a life course approach, as advocated in the rPHC (Naledi
et al. 2011), encompasses context-appropriate strategies across all life stages to meet health care
needs and optimise functional ability and well-being (Kuruvilla et al. 2018). This approach
requires CHW:s to possess an expanded knowledge and skill set. Oral diseases affect health, well-
being, and quality of life across all life stages, particularly where resources for prevention,
diagnosis, and treatment are limited (WHO & International Telecommunication Union 2021).

This underscores the value of CHWs in improving access to better oral health.

The expanded role of CHWs in alleviating global healthcare shortages has included the
introduction of task shifting, particularly in delivering health or disease-specific programmes
(Stansert Katzen et al. 2022; Smith et al. 2014; Naledi et al. 2011; Baker et al. 2007). Task shifting
aims to share tasks to best utilise the existing competencies of health workers, optimise care by
transferring simple health promotion and treatment protocols to less intensively trained health
workers, and shift health promotion, treatment, and care to a community level. This ultimately

increases access to healthcare in underserved and rural communities (Baker et al. 2007).

A systematic review clustered CHW services as delivering diagnostic treatment and clinical
services, promoting the utilisation of health services, providing health education, collecting and
recording data, improving relationships between health services and communities, and providing
psychosocial support to communities (Scott ef al. 2018). Oral health can be integrated into general
health concerns since risk factors like diet, hygiene, and tobacco use are common to both oral

health and other NCDs (Sheiham & Watt 2000) and can thus be embedded in such services.

CHW programmes encompass various dimensions, including recruitment, selection, certification,
roles, responsibilities, supervision, information management, equipment and supplies, and

remuneration (Mupara et al. 2023). The global landscape of CHW programmes varies
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significantly. In high-income countries (HICs), CHWs tend to provide services to ethnic
minorities and low-income populations, focusing on NCDs. In low- and middle-income countries
(LMICs), CHWs primarily address communicable diseases, maternal health, and other services,

dealing with a double burden of infectious and chronic diseases (Cometto et al. 2018).

The evolving roles of CHWs, their employment by multiple agencies, and their work in diverse
contexts may explain some concerns raised about these health workers. These concerns include
fragmented roles, inconsistencies in services delivered, variations in basic training, work roles
and responsibilities, and the need for evaluation of CHW programmes (Tulenko et al. 2013;
Akinyemi et al. 2019; Scott et al. 2018; Smith Paintain et al. 2014; Naledi et al. 2011). Therefore,
understanding the types of interventions and related services provided by CHWs, as well as the
factors influencing their success, may be useful when considering how oral health can be better

integrated into the rPHC system of South Africa.

The choice of a ScR rather than a systematic review is due to the exploratory and descriptive
nature of mapping literature on the topic, as opposed to the explanatory and analytical approach
required in a systematic review. The rationale for this ScR was to obtain evidence on CHW
implemented interventions in healthcare settings that have led to improved health outcomes, and
to identify the enablers and challenges to their success. Disseminating this evidence will be useful
for policymakers and health system programme developers, as it will synthesise information that
may be useful when considering the introduction of additional tasks to CHW programmes. This

is particularly relevant for guiding the integration of oral health into a rPHC system.

Rationale for including a ScR in this study

CHWs are seen as the cornerstone of the rPHC system in that they would be able to increase
access to health through being from the communities they serve also being increasingly being the
first interaction of families of the health system. Basic prevention through mouth cleaning from
birth, reducing sugar consumption and use of fluoride toothpaste need to be introduced at an early
age as possible. Oral health interventions routinely occur when oral disease is already present.
Early detection and referral of oral problems can do much to alleviate the quality-of-life impact
of oral health problems. The literature call for oral health to be included in the role of CHW, while

also acknowledging the challenges of CHWs as generalists in health. The ScR was viewed as
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necessary research to find out under what conditions in the health sector, CHW led interventions
were successful. This would contribute to making meaningful suggestions regarding oral health

inclusion in the role of CHWsS.

The aim of this ScR was therefore to explore the types of interventions delivered by CHWs in
settings serviced by the healthcare system that led to health improvements, as well as the enablers

and challenges impacting their success.

The objectives were to explore:
a) The types of interventions delivered by CHWs that resulted in improved health outcomes,
health related lifestyle changes, and self-care practices.

b) The enablers and challenges impacting the success of these interventions.

4.3 METHODS

The ScR followed the updated methodological guide to conduct a Joanna Biggs Institute
(JBI) ScR (Peters et al., 2020). The ScR process followed is described below. Data

collection and analysis was done between January and June 2021.

1. Title and review questions

Title: Community health workers as a vehicle to improve health outcomes — ScR.

The primary and sub-questions for this research are presented below.

Primary research question: What types of interventions delivered by CHWs have contributed to

improving health outcomes in settings serviced by the healthcare system?”

Sub-questions.
1. What types of programmes delivered by CHWs have improved health outcomes,

health-related lifestyle changes, and self-care practices in healthcare settings?
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What are the barriers and enablers to the success of these programmes?

Inclusion criteria
The Population (P): CHWs, or the equivalent name for CHWs, as indicated in the sources

of evidence.

The Concept (C): Healthcare interventions. Intervention types included, but were not
restricted to, those that focussed on oral health, maternal and neonatal health, women’s
health, immunisation, PHC, chronic and infectious diseases, and wellness. These focus
areas identified in the initial literature review and are central to PHC. The primary
outcomes of success were improvements in clinically measured health status; reported
increase or improvement in the use of and access to health services; positive lifestyle
changes or self-care practices; an increase in health-related knowledge, improvement in
health-enhancing skills; and reported empowerment of the communities or individuals
concerned. Success was interpreted as any change in measured health status, such as blood
pressure, or reported changes in health-related practices. Secondary outcomes included

the enablers and challenges of the programmes presented.

The Context (C): Healthcare settings, which included clinical and community-based

settings served by the healthcare system.

Types of evidence sources: A search was conducted across relevant databases, grey
literature, and other sources to identify studies meeting the inclusion criteria. These
sources included primary studies with quantitative, qualitative, and mixed methods
designs, as well as secondary research such as reviews published in peer-reviewed
journals, grey literature sites, and reference lists of retrieved studies. The search included
four databases (PubMed, Medline, Scopus, and CINAHL) using specific keywords, index
terms, and MeSH words. Additionally, search engines, namely Google and Google
Scholar, as well as organisational websites, such as WHO and the UWC Library, were

used to search for grey literature.

Search strategy
147



The search strategy was done as follows:

“Community-based workers” OR “community health workers” OR “healthcare workers”
OR “primary healthcare workers” AND “access” OR “knowledge” OR “skills” OR
“agency” OR “empowerment” OR “services” OR “outcomes” OR “health outcomes” OR
“attitude” OR “lifestyle” OR “disease” AND “health system” OR “healthcare system”
AND “clinical trials” OR “qualitative research” OR “reviews” OR “case study” OR
“systematic reviews” OR “cross-sectional study” AND “2010-2020".

Evidence of screening and selecting studies
The research results were screened based on title, abstract, and full-text review according
to the inclusion and exclusion criteria. Studies meeting the criteria were selected for

further analysis.

An iterative team approach was used for reviewing and selecting studies. Results from the
database search were exported to Mendeley, and duplicates were removed. The three-step
screening process, independently completed by researchers NG and SK, involved
reviewing titles, abstracts, and full texts to finalise the data included in the study. When
there was doubt about the inclusion of titles, abstracts, or final records, these were
provisionally included and discussed by the reviewers to confirm their inclusion for data
extraction. Reasons for the exclusion of records were documented. The final review
included a narrative description of the search decision process using a PRISMA flowchart

(see Figure 4.1).

Data extraction

Relevant data were extracted from the selected studies using a predetermined data charting
form. The extracted data were organised according to key concepts identified in the
review. NG and SK developed a data extraction form based on the inclusion criteria and
piloted it on a few eligible studies. Extracted data included: study identity, authors and
year of publication, study aim, country of origin, study design, study population (e.g.,
children, adults), intervention type (e.g., oral health, maternal health), services (e.g., health
education, screening, treatment), educational background and training of CHWs, primary

outcomes (improved health, positive change in health-related knowledge, skills or
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4.4

disposition, improvement in health-related lifestyle and/or self-care practices such as
hygiene, diet, exercise, tobacco and alcohol use, improved health visits), increased access
to healthcare (health visits, treatment provided), secondary outcomes (enablers and

challenges), and conclusions.

Data analysis
Findings from the included studies were synthesised to map the existing literature
landscape of the research topic. The results were presented in a narrative and descriptive

form, highlighting key themes, patterns, and gaps in the literature.

Presentation of results

The PRISMA-ScR chart was used to document the process (Figure 4.1).

The analyses produced a descriptive numerical summary of the data charted and a thematic
analysis of the results, considering their broader implications for research, policy, and
practice.

Conclusion

The ScR was concluded by summarising the key findings, discussing their implications

for practice and policy, and identifying future areas of research.

RESULTS

The results are organised into three sections: first, outlining the characteristics of the selected

studies; second, detailing the interventions; and third, identifying the enablers and barriers

associated with these interventions.

A detailed account of the ScR including study design, aim, study population, types of

interventions and outcomes thereof is presented in Appendix X1.

4.4.1 Characteristics of selected studies

Studies included in the ScR

The database searches yielded 2,070 records, with 11 additional records sourced from the grey

literature. After the removal of duplicates (n=71), 2,010 records remained. The title reviews
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initially excluded 1,942 records, and after a discussion between NG and SK, a further 30 records
were removed, leaving 38 eligible records for the abstract review. The abstract review excluded
17 records, resulting in 21 records for the full text review. Of these 4 full text articles were
excluded leaving 17 full text records. An additional 4 records were sourced from the reference
lists, and these were confirmed by both reviewers. A total of 21 full-text records were reviewed

and confirmed by both reviewers for inclusion in the study (Figure 4.1).

Reasons for exclusions were as follows: records measured the performance of CHWs (n=5), the
value placed on CHWs (n=4), the development of CHWs as healthcare workers (n=3), programme
development (n=2), an evaluation tool rather than an intervention (n=2), public satisfaction with
the intervention (n=1), the cost of the intervention (n=1), experiences of CHWs (n=1), and not

being an intervention (n=2).
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Figure 4.1: PRISMA Chart documenting the selection process
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Studies by country income level and study design

Studies were categorised by country income level (World Bank 2021). These included two (9.5%)
low-income countries (LICs) (Mali and Mozambique); nine (42.9%) LMICs (Tanzania, Kenya,
India, Pakistan, Honduras and Nepal); three (14.3 %) upper middle-income countries (UMICs)
(Argentina, Brazil and American Samoa); six (28.6%) upper income countries (UICs) (United
States of America and Canada); and one global study (4.7%). This distribution shows an even
spread across income levels. All studies focused on services provided within the healthcare

system.

The range of study designs included eight randomised control trials (Jafar et al. 2010; Pérez-
Escamilla ef al. 2015; Peiris et al. 2019; Rothschild et al. 2013; Braun et al. 2016; Spencer ef al.
2011; Hamid et al. 2014; Alvarez Moran et al. 2018), three mixed method studies (Avery et al.
2017; Collinsworth et al. 2013; Garg et al. 2020), five evaluation studies (Arrossi et al. 2017;
Kim et al. 2016; Mushamiri ef al. 2015; Thapa et al. 2019; Reiger et al. 2015), two cross-sectional
surveys (Coutinho ef al. 2014; Guenther et al. 2017), a quasi-experimental study using a pre- and
post-test comparison (Ilozumba et al. 2018), a quasi-experimental cross-sectional study (August

et al., 2016), and a study using secondary data analysis (Mathu-Muju ef al. 2018).

Educational background and training of CHWs

CHWs, as the population of the ScR, are described in terms of their background and training. The
educational background or requirements of CHWs were reported by only eight (38%) studies,
showing significant variation. Of these, three studies reported that most CHWs (61%-73%)
completed a secondary school qualification (Coutinho et al. 2014; Alvarez Moran et al. 2018),
which was also explained as 8—10 years of schooling (Jafar ez a/. 2010). One study reported basic
literacy plus a primary school education (August et al. 2016), three studies reported basic literacy
(Avery et al. 2017; Guenther et al. 2017; Hamid et al. 2014), and one study reported literacy
adapted to the educational level of the region (Ilozumba et al. 2018).

Information on CHW training was provided by 17 studies. Of these, eight studies reported detailed
information on training and training periods (Alvarez Moran et al. 2018; August et al. 2016;
Coutinho et al. 2014; Guenther et al. 2017; Jafar ef al. 2010; Pérez-Escamilla ef al. 2015; Peiris

et al. 2019; Spencer et al. 2011). Training periods ranged from four days to two weeks. Strategies
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used in training included motivational interviewing (MI) and communication (Pérez-Escamilla et
al. 2015; Spencer et al. 2011), behaviour change theories (Jafar et al. 2010), understanding social
determinants of health (Pérez-Escamilla et al. 2015), empowerment-based approaches (Spencer
et al. 2011), cultural competence (Pérez-Escamilla ef al. 2015), and integrated community case

management (Alvarez Morén ef al. 2018).

The remaining nine studies reported limited information as described (Arrossi ef al. 2017; Avery
et al. 2017; Kim et al. 2016; Rothschild et al. 2013; Mathu-Muju et al. 2018; Braun et al. 2016;
Collinsworth et al. 2013; Reiger et al. 2015; Mushamiri et al. 2015). Training approaches included
workshops and small group discussions (Arrossi et al. 2017) and the use of an empowerment
model (Rothschild ef al. 2013). The remainder did not provide any information on training (Garg

et al. 2020; Hamid et al. 2014; llozumba et al. 2018; Thapa et al. 2019).

Educational status and training are generally not reported, and when mentioned, the details are
insufficient to fully grasp the specific educational requirements, or the depth of the training
provided. In cases where such information was available, significant variation was observed.

Notably, only nine studies incorporated a theoretical framework to guide the training.

4.4.2 Types of interventions and related services
The types of interventions, along with the health focal areas they target, the services included, and

the dimensions of improvement achieved, are presented below.

Intervention types by health focal areas

Intervention types identified from the articles included diabetes (n=5), maternal and women’s
health (n=4), maternal and child health (n=2), hypertension (n=2); oral health (n=2) acute
malnutrition (n=1), family health (n=1), tuberculosis (n=1), childhood febrile fever (n=1),
cardiovascular disease (n=1), and a non-communicable condition (n=1). Table 4.1 shows that

intervention types are mostly NCD, chronic disease, or health concerns by country income level.

The study populations across the interventions were diverse, encompassing adults, children,

women, parent/caregiver-child groups, the public, and vulnerable populations (see Table 4.1).
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Table 4.1: Studies by population, health focal areas, and country income levels

Study population | Authors Intervention health focal areas Country
income level
Adults (n=8) Peiris et al. 2019 Cardiovascular disease LMIC
Jafar et al. 2010 Hypertension LMIC
Reiger et al. 2015 Hypertension LMIC
Hamid et al. 2014 Diabetes UMIC
Collinsworth ef al. 2013 Diabetes UIC
Pérez-Escamilla ef al. 2015 Diabetes UIC
Rothschild ef al. 2013 Diabetes UIC
Spencer et al. 2011 Diabetes ulIC
Women (n=4) Ilozumba et al. 2018 Maternal and child health LMIC
Mushamiri et al. 2015 Maternal and child health LMIC
Thapa et al. 2019 Maternal and child health LMIC
Arrossi et al. 2017 Women’s health UMIC
Children and | Avery et al. 2017 Maternal and child health LMIC
adults (n=3) Braun et al. 2016 Oral health uIC
Mathu-Muju et al. 2018 Oral health ulIC
Children (n=3) Coutinho et al. 2014 Family health UMIC
Alvarez Moréan et al. 2018 Malnutrition LIC
Guenther et al. 2017 Childhood febrile fever LIC
Men (n=1) August et al. 2016 Maternal and child health LMIC
General  public | Garg et al. 2020 Tuberculosis LMIC
(n=1)
Vulnerable Kim et al. 2016 Disease management Global study
populations (n=1)

Table 4.1 shows the differentials in intervention type across the income level of the countries.
LMICs focus on both infectious and chronic disease interventions, along with maternal and child

health, whereas UMICs and MICs tend to focus primarily on health and chronic diseases.

Services provided by CHWs
The services offered by CHWs (the population in this ScR), in the various interventions of CHW
programmes (the concept in this ScR), were clustered around the six CHW services identified by
Kim et al. (2016). The application of these services across the study interventions is described
below and indicated in Table 4.2.
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. Health promotion (n=4). These included school, community-based, and clinical activities
(Braun et al. 2016); community and clinical-based activities (Guenther et al. 2017);
community and home-based activities (Mathu-Muju et al. 2018); and community-based
activities (Spencer et al. 2011). Health promotion actions in all studies included health
education involving family systems, with supports such as referrals, treatment, and follow-up
services to encourage the uptake of healthier choices.

. Education (n=21). Interventions were conducted in the home (n=12) (Arrossi et al. 2017;
August et al. 2016; Avery et al. 2017; Coutinho et al. 2014; Garg et al. 2020; Jafar et al. 2010;
Mathu-Muju et al. 2018; Mushamiri et al. 2015; Pérez-Escamilla et al. 2015; Peiris et al. 2019;
Rothschild et al. 2013; Ilozumba et al. 2018), in health facilities (n=2) (Hamid et al. 2014;
Collinsworth et al. 2013), in a community setting (n=1) (Reiger ef al. 2015), and the remainder
(n=6) in a combination of community, home, and health facility settings. Education was
tailored to the context, considering literacy level and culture, and was scheduled over multiple
visits, often extending over a long period. Many interventions were underpinned by behaviour
change and community development theories. Educational content ranged from
comprehensive approaches addressing broader lifestyle factors related to health concerns to a
focus on compliance with medication and treatment regimes.

Counselling (n=4). Support and encouragement to modify lifestyle factors, health-enhancing
skills such as breastfeeding, and broader concerns addressing gender norms were reported
(August et al. 2016; Coutinho et al. 2014; Mathu-Muju et al. 2018; Pérez-Escamilla et al.
2015). Three of the four studies offered health education along with counselling services.

. Navigation and facilitation (n=9). Activities requiring navigation of the health system and
facilitation of patient care were included when explicitly mentioned. These activities involved
creating awareness of services, providing support to access these services, attending facilities
with individuals to support them through the process, assisting with goal setting, following up
with community members in person and through e-technology, and acting as the liaison
between communities or community members and the health system (Arrossi et al. 2017,
Collinsworth et al. 2013; Coutinho et al. 2014; Garg et al. 2020; Mathu-Muju et al. 2018;
Mushamiri et al. 2015; Peiris et al. 2019; Rothschild et al. 2013; Spencer et al. 2011).
Clinical/case management (n=13). In this role, CHWs provided some aspect of clinical care.
They performed health status screenings, basic preventive and curative treatments outside the

facility, and monitored and referred patients to health facilities (Alvarez Moran et al. 2018;
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Arrossi et al. 2017; August et al. 2016; Avery et al. 2017; Braun et al. 2016; Collinsworth et
al. 2013; Garg et al. 2020; Guenther ef al. 2017; Hamid et al. 2014; Mathu-Muju et al. 2018;
Peiris ef al. 2019; Reiger et al. 2015; Spencer et al. 2011).

6. Supportive services (social services and social support) (n=9). Developing social support
through enabling supportive relationships with and within communities; providing informal
counselling and motivational talks with participants in their programmes; monitoring and
following up on care and appointments; providing social support; and supporting progress and
diagnostic processes were reported (Arrossi ef al. 2017; Avery et al. 2017; Collinsworth et al.
2013; Coutinho et al. 2014; Garg et al. 2020; Guenther et al. 2017; Illozumba et al. 2018;
Spencer et al. 2011).

A summary of the services shows that multiple and complementary services embedded in the ScR
interventions contributed to their success. Health education and clinical case management were
the two most common services offered. Health education was provided in the home and
community in 19 of the studies, indicating that CHWSs primarily function in the broader
community, which includes family systems. There was an overlap between the supportive services
provided, clinical case management, and navigation and facilitation in promoting access to care.
These three service areas appear to cover the formation of relationships between facilities and
communities and providing the necessary assistance to access the health system. Although few
studies use the term "health promotion", the description of actions does, in several instances, fall
within the scope of health promotion. This is also evident in the overlap noted, as there was a plan
to make the environment, such as the home and the clinical facility, more supportive for health-

enhancing decisions.

Dimensions of improvement of interventions

The dimensions of improvement outlined in Table 4.3 are further detailed as follows:

Clinical outcomes: Improvement was observed in 10 of the 13 studies (77%), with six of these
showing significant results. while improvement in treatment was found in 13 of the 14 studies
(92.8%). These studies typically offered health education or health promotion in conjunction with

at least one additional service, such as screening, referral, follow-up, tracking, or facilitation.

156



However, for the two studies with a focus on oral health, despite oral health being identified as

an outcome measure no improvement was recorded in this area.

Lifestyle and knowledge: Four studies focused on lifestyle and knowledge outcomes, with three
showing positive lifestyle changes (75%) and all four demonstrating improvements in knowledge
(100%). Health education, as the associated service, was home- or community-based, involved
family members where appropriate, and presented personalised and culturally relevant

information (see Table 4.2).

Coverage and compliance: All 12 studies that explicitly reported on coverage or inferred it from
outcomes like increased service usage, indicated improvements. Additionally, 11 studies reported
positive outcomes in compliance, either explicitly or inferred through adherence to the promoted

health regimen.

Health-enhancing characteristics: Seven studies that assessed health-enhancing characteristics
as an outcome measure also showed positive results. The primary outcome measures across these
studies included health status, treatment, and compliance. On average, each intervention provided

between two to six different services.

In summary, eleven studies reported on an expanded CHW role in existing programmes and
suggested that current programmes could be upscaled to include these as part of CHW services
offered. Ten studies reported that CHWs could provide care like that currently provided by
professional staff in health systems, contributing to healthcare provision and fostering trust and

empowerment (Table 4.2). Also see Appendix X1.
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Table 4.2: Description of conclusions and CHW effects of interventions

Author and country

Intervention and conclusion

CHW effects

1. Alvarez Moran et
al. 2018

Mali

Malnutrition (SAM — severe acute malnutrition): With minimal
training, CHWs can effectively treat SAM in the community. They can
integrate SAM treatment into the iCCM package of care.

Higher cure ratios, lower defaulter ratios and higher coverage rates,
increase in treatment coverage rate (p<0.0001).

2. Arrossietal 2017

Argentina

Women’s health: HPV self-collection by CHWs during home visits
was successfully scaled up to increase screening among hard-to-reach
women.

Screening of the under-screened and socially vulnerable population
increased; there was an increase in follow-up procedures, diagnosis,
and treatment.

3. Augustetal 2016

Tanzania

Maternal health: The community-based intervention was both feasible
and effective in improving male involvement in maternal healthcare
and can be scaled up for inclusion in home-based ANC visits.

Improvement in male involvement in maternal health (p<0.0001),
increased facility delivery, and knowledge of danger signs during
pregnancy, childbirth, and postpartum.

4. Averyetal 2017
Kenya

Maternal and child health: Simple work tools can enhance planning
by CVAs and facilitate interaction with women, thereby increasing the
potential impact of CVAs.

Women are more likely to have had 4 or more ANC visits, skilled
delivery at birth, PNC within 2 weeks of delivery, and having a
complete package of care compared to baseline.

5. Braunetal 2016
United States

Oral health: Successful preventive approaches require personalised
strategies shaped by cultural perspectives that are attentive to the social
determinants of oral health.

Oral health behaviour scores increased by year 1 but were similar by
year 3. Child participation was higher than caregivers’, but both
groups had permanent caries. Caregivers had greater oral health
knowledge by year 1, but both groups improved by year 3.

6. Collinsworth et al.
2013

United States

Diabetes: CHWs play a variety of roles in assisting patients to
overcome barriers to diabetes control. They can be successfully
integrated into a healthcare system’s care coordination strategy.

At least two CHW visits/attendances resulted in improvements in
glucose control (p<0.001) and systolic blood pressure (p=0.03).

7. Coutinho et al. 2014

Brazil

Family health (breastfeeding): Multifunctional CHAs were able to
provide breastfeeding counselling within a routine health service.

Difference in the proportion of the exclusively breastfed group
(p=0.02). All levels of maternal education improved, and most were
counselled by a CHA.
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8. Garg et al. 2020

India

Tuberculosis: A community-oriented intervention that considers
stigma, misinformation, and patient support is crucial for the success of
a patient-centric and transformed health system.

91% of those screened were presumptive TB cases and referred for
diagnostic evaluation; ASHASs identified 75% of presumptive cases.

9. Guenther et al. 2017
Mozambique

Childhood febrile fever: Trained and supervised APEs provided care
consistent with iCCM protocols and performed significantly better than
first-level facilities on most measures of adherence to case management
protocols.

Care-seeking for fever decreased; more treatment using appropriate
antimalarials; more children initiated antimalarial treatment within 24
hours of symptoms (P=0.000); APEs were the predominant source of
treatment.

10. Hamid et al. 2014

American Samoa

Diabetes: A culturally adapted CHW intervention significantly
increased primary care physician visits and decreased emergency
department (ED) visits among those with high ED usage in the past
year.

ED visits declined; an increase in PCP utilisation was associated with
greater decreases in HbAlc (p=0.01) and an increase in primary care
utilisation.

11.Ilozumba et al. 2018

India

Maternal health: CHW interventions using mHealth hold promise for
influencing maternal health behaviours; however, planners should
consider health system and sociocultural factors.

Maternal health knowledge increased; more women were likely to
attend 4 or more ANC visits before delivery and to deliver at a health
facility (p>0.05).

12. Jafar et al. 2010
Pakistan

Hypertension: A family-based home health education package
delivered by trained lay health workers can lead to effective reductions
in BP at the community level in a poorly resourced developing country
setting.

Changes in blood pressure (p=0.002); the proportion of current
tobacco users decreased in both groups but more so in the
intervention group.

13. Kim et al. 2016

Chronic non-communicable conditions: Interventions by CBHWs
appear to be effective compared to alternatives and cost-effective for
certain health conditions, especially when partnering with low-income,
underserved racial and ethnic minority groups. CBHW models support
a healthcare system that focuses on prevention rather than sick care.

Interventions included health education, counselling, navigation
assistance, case management, social services, and social support. The
two most common areas for interventions were cancer prevention and
cardiovascular disease risk reduction. A trend was seen in
improvements in these areas.

14. Mathu-Muju et al.
2018

Canada

Oral health: CHWs were beneficial in promoting programme
enrolment and facilitating the delivery of preventive dental services.

Uninterrupted service groups had the highest enrolments and ART
restorations; uninterrupted and intermittent groups were more likely
to receive repeated fluoride varnish and sealant applications.

15. Mushamiri et al.
2015

Maternal and child health: The incorporation of mHealth tools in
CHW programmes can strengthen adherence to ANC and PNC.

Women were more likely to attend ANC visits and go for baby
follow-up visits; zero HIV transmission rate to babies.
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Kenya

16. Pérez-Escamilla et
al. 2015

United States

Diabetes: A home-based, CHW-led programme was effective in
improving blood glucose control for individuals with type 2 diabetes,
addressing a gap not covered by the healthcare system.

Reduction in HbAlc over programme period of 12 months (p=0.002);
effect size sustained during a 6-month maintenance period.

17. Peiris et al. 2019

India rural

Cardiovascular disease: A well-implemented strategy led to increased
treatment rates among high-risk individuals as assessed by CHWs.

Increased treatment rates among those at high risk assessed by
CHWs, greater BP-lowering medication use in the intervention
period.

18. Reiger et al. 2015

Honduras-rural

Hypertension: A self-funded, community-based hypertension
treatment group, supported by CHWs in a resource-poor community,
was feasible.

Improvement in hypertension control (p<0.01), medication adherence
(p<0.01), and a decrease in mean systolic blood pressure (p<0.01).

19. Rothschild et al.
2013

United States

Diabetes: A self-managed intervention by CHWs resulted in sustained
improvements in glycaemic control over two years. The programme
supported the use of CHWs to reduce diabetes-related health
disparities.

Lower blood glucose levels in year 1 (p=0.021) and year 2 (p=0.005),
an increase in physical activity, as well as daily fruit and vegetable
intake.

20. Spencer et al. 2011
(United States)

Diabetes: CHW interventions provide a possible solution to meet the
needs of disenfranchised communities.

Lower blood glucose levels (p<0.01) and improvement in self-
reported diabetes understanding (p<0.05).

21. Thapa, et al. 2019
(Nepal)

Maternal health: Group ANC led by CHWs improved participant
satisfaction and had a modest impact on knowledge. The group setting
added value for discussion, knowledge sharing, empowerment, and
social support.

Improvement in institutional birth and ANC completion from
baseline to endline. Excellent care by ANC providers, improved
knowledge of vital danger signs during pregnancy (p<0.001);
improvement in social empowerment, home visits built trust.
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Table 4.3: Dimensions of the interventions that reported positive outcomes

Study | Programme Clinical Treatment Lifestyle | Knowledge Coverage | Compliance | Health
ID outcome enhancing
skills

1 Malnutrition (Alvarez Moran X X* X
etal 2018)

2 Women'’s health (Arrossi et al. X X X
2017)

3 Maternal health (August et al. X X* X X X*
2016)

4 Maternal & child health X X X X
(Braun et al. 2016)

5 Oral health (Braun et al. 2016) X X

6 Diabetes (Collinsworth et al. X* X X X
2013)

7 Family health (breastfeeding) X* X X X
(Coutinho ef al. 2014)

8 Tuberculosis (Garg et al X X X
2020)

9 Childhood  febrile  fever X X* X X X
(Guenther et al. 2017)

10 | Diabetes (Hamid et al. 2014) X X X X X

11 | Maternal health (Ilozumba et X* X* X X*
al. 2018)

12 | Hypertension (Jafar et al X* X X
2010)

13 | Systematic review ** (Kim et
al. 2016)

14 | Oral health (Mathu-Muju et X X X
al. 2018)

15 | Maternal & child health X X X X X
(Mushamiri et al. 2015)

16 | Diabetes (Pérez-Escamilla et X* X X
al. 2015)
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17 | Cardiovascular disease (Peiris X X X
etal 2019)

18 | Hypertension (Reiger et al X* X X
2015)

19 | Diabetes (Rothschild et al X* X X
2013)

20 | Diabetes (Spencer et al. 2011) X* X X* X X*

21 Maternal health (Thapa et al. X* X* X

2019)

Table 4.3 presents positive outcomes (highlighted) for each study across seven dimensions and
indicates with an asterisk (*) where these outcomes were significant (also refer to Table 4.2). The
highlighted outcome measures were explicitly stated as outcome measures, while the remaining
ones were reported as improvements or categorised within the respective dimension. The
dimensions include clinical outcomes (such as cure, death, or defaulter rates), treatment (follow-
up procedures, diagnosis, and treatment), lifestyle (changes in diet or tobacco use), knowledge
(specific to the study), coverage (care visits, screening, and treatment outcomes), compliance
(adherence to treatment plans and practices to improve clinical outcomes), and health enhancing
characteristics. The latter term encompasses reported personal changes or outcome measures,
such as health-seeking behaviour, care-seeking, self-management behaviour, shared decision

making, satisfaction with services, empowerment, and trust.

**The Systematic Review (Kim et al., 2016) was excluded as it did not lend itself to the

dimensions being recorded.

4.4.3 Enablers and challenges to CHW led interventions
Enablers and challenges to the success of programmes are presented in Tables 4.4 and 4.5,

respectively.

Enablers to the success of CHW interventions
Enablers were categorised as health system-related factors, relevance to social context, resources,
and intervention characteristics. These categories were further broken down into subcategories

(Table 4.4).
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Table 4.4: Enablers to CHW led interventions

ENABLERS: DIMENSIONS AND DESCRIPTIONS

Health system related factors

Organisational

capacity

Capacity to enable and sustain the programme (Arrossi et al. 2017; Peiris et al.
2019),

Provision of CHW services to support self-initiated and self-funded programmes
(Peiris et al. 2019),

Use of CHW knowledge and experience in the programme development process
(Guenther et al. 2017, Arrossi et al. 2017),

CHW assistance with the diagnostic process (Guenther et al. 2017),

Regular and supportive supervision of CHWs (Avery et al. 2017; Hamid et al.
2014),

CHW understanding of the functioning of the public health system (Guenther et
al. 2017),

Monitoring the workflow (Pérez-Escamilla et al. 2015),

Availability of technology, such as monitoring and tracking tools, and mobile
phones with open-source software as checklists and as a source of information
(Mushamiri et al. 2015; Braun et al. 2016; llozumba et al. 2018).

Improvement of village clinics (Thapa et al. 2019).

Access to care

promoted

Accompanied to the hospital by a health worker (Guenther et al. 2017),

Free services (Garg et al. 2020), closer to home (Thapa et al. 2019),

Travel allowances to hospital for patients,

Services offered in the home or community to increase access at a more
immediate level (Alvarez Moran et al. 2018; Braun et al. 2016),

Government incentives to complete ANC visits (Thapa et al. 2019).

Avalilability of

materials/resources

Scales, antibiotics, and water hygiene kits (Alvarez Moran et al. 2018),

Software, mobile phones, and sim cards (Pérez-Escamilla et al. 2015).

External funding

Private NPOs and global organisations (Collinsworth et al. 2013; Guenther et
al. 2017; llozumba et al. 2018; Thapa et al. 2019) and being self-funded (Reiger
et al. 2015).

CHW training

Clearly defined programmes, aligned to relevant protocols,

In-service training and follow-up (Arrossi et al. 2017; Pérez-Escamilla et al.

2015).
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Relevance to the social context

Community

perspective

Sharing language, experiences, and ethnicity of communities (Mushamiri ef al.
2015),

Support by community volunteers (Alvarez Moran ef al. 2018),

Seen as trustworthy by communities, information adapted to local and cultural
context (Coutinho et al. 2014; Ilozumba et al. 2018; Hamid et al. 2014; Perez-
Escamilla et al. 2015; Spencer et al. 2011; Thapa et al. 2019),

Acceptability in the community (Thapa et al. 2019),

Addressing social or cultural issues (August et al. 2016).

Financial capacity

Economic feasibility (Kim et al. 2016).

Intervention characteristics

Use of theoretical
guidelines and
stakeholder

engagement

Theoretically grounded curricula, protocols, and approaches (August et al. 2016;
Hamid et al. 2014; Peiris et al. 2019; Spencer et al. 2011),

Examples are a national APE training and curriculum package (Guenther et al.
2017), a national diabetes education programme (Hamid et al. 2014), a case-
based curriculum on nutrition and healthy lifestyle developed by an
interdisciplinary team (Jafar ez al. 2010), and a curriculum based on community-
based participatory research (Pérez-Escamilla et al. 2015),

Consensus seeking with relevant stakeholders of the intervention (Arrossi et al.
2017),

Interacting with members of the care coordinating team (Braun ef al. 2016).

Mode of
interventions

presentations.

Interactive programmes using less formal methods, small groups, case studies
and practice sessions (Coutinho et al. 2014),

Programmes presented by a multi-professional team to specific needs (Coutinho
etal. 2014),

Multiple CHW visits over an extended period and involving families (August et
al. 2016),

Availability of resources and materials (Alvarez Moran et al. 2018; Pérez-

Escamilla et al. 2015).

Characteristics that
promote health

enhancing skills

A diabetes self-management educational curriculum rooted in an empowerment-

based approach (Spencer et al. 2011),
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e A CHW model empowering community members to implement solutions to

health concerns leading to improved community and individual self-efficacy

(Rothschild et al. 2013).

Challenges to the success of CHW led programmes

Challenges were categorised as health system factors, social and contextual factors, and a lack of

resources. These were further broken down into subcategories as indicated in Table 4.5.

Table 4.5: Challenges of CHW led interventions

CHALLENGES: DIMENSIONS AND DESCRIPTION

Health system factors

implications of
the intervention

CHW position e Feeling disconnected from the health system with staff not being involved in their
in the health training (Braun et al. 2016),
system o Lack of post-support and supervision (Coutinho et al. 2013),
e Lack of acceptance by physicians (Collinsworth ef al. 2013).
Unpreparedness e Discordance was noted between independent data collectors and CHWs or PHC
of health doctors regarding risk evaluation (Peiris ef al. 2019),
facilities e Unavailability of health care providers (Coutinho et al. 2014),
e Unavailability of diagnostic services, patient experience at the PHC centres,
restricted mobility of women to visit centres (Garg et al. 2017),
o Lack of consistency of case management (Guenther ef al. 2017).
Logistical o Infrastructural changes and skills to accommodate for programme implications, e.g.,

accommodating men in a facility where this was not planned for structurally or
culturally (August et al. 2016), and the sustainability of the intervention (Rothschild
etal. 2013).

o Effect of network problems and poor battery life on sustainability (Mushamiri et al.
2015).

determinants of
health

Lack of policy ¢ No national policy for training or for supervision of CHW (Coutinho ef al. 2014).
directives

Social and contextual factors
Social e Poverty, transportation, social support for women and their families (Thapa et al.

2019); lack of resources such as food, distance to health care facilities, terrain and
safety (Braun et al. 2016).

o Cultural factor such as autonomy of women in a caste system that limits access to
knowledge and services (Ilozumba ef al. 2018).

e Disenfranchised women such as rural, illiterate and those of a lower social class
having less access to mHealth initiatives (Ilozumba et al. 2018).

¢ Inadequate staff deterred women from accessing services, family support (Coutinho
etal. 2013),

o Patients in denial of diagnosis (Garg et al. 2017).
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Disease specific ¢ Disease profile does not allow much scope for improvement (Braun et al. 2016).
factors

A lack of resources

Materials and o A lack of resources such as educational material and equipment to carry out CHW
equipment services (Arrossi et al. 2017).

Financial e Transportation cost of participants to participate and access healthcare (Braun et
implications al. 2016; Coutinho et al. 2014; Thapa et al. 2019),

e Lack of reimbursement for CHW services (Collinsworth et al. 2013).

Facilitating factors for the success of interventions are, firstly, cognisant of the health system's
social, cultural, and economic environment when developing such programmes. Such awareness
provides insight into the economic assistance needed and how cultural factors could potentially
guide the intervention. Secondly, it is important to ensure that the necessary infrastructure, both
facility-based and community-based, as well as resources for implementation, are in place, even
at a basic level. Furthermore, it is crucial to establish and accept the role of the CHW within the
health system. Thirdly, CHWs who are appropriately educated, trained, remunerated, and
supervised for their role should understand their position within the health system and the linkages
between health facilities and communities. Working within the scope of CHW programmes

(Mupara et al. 2023) may provide the necessary guidelines in this regard.

Barriers primarily arise from the health system not being ready to accommodate CHWs, the
position of CHWs in relation to other professionals in the system, and socio-cultural factors that

may not be directly within the power of health systems to change.

4.5 DISCUSSION

This ScR aimed to explore the success of CHW led programmes delivered in health settings, as
well as the enablers and challenges that impact their success. The synthesis of this information

will contribute to guidelines on how oral health can be integrated into CHW programmes.

4.5.1 Characteristics of studies

The focus areas of the interventions were evenly spread across country income levels in terms of
chronic diseases. Poor maternal and child health, infectious diseases, and malnutrition, which are
known to be associated with poverty (Bradshaw & Steyn 2001), were noted in LMICs and LICs.

The fact that the social pattern of oral diseases is like other chronic and NCDs, as they share
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causes (eds. Watt et al. 2015), and that oral diseases are highly prevalent in poorer communities,
makes oral health a necessary component of any health intervention. Most studies successfully
included task shifting in the services provided, making it possible to include oral health into such
programmes. Interventions around maternal and child health lend themselves to early oral health

interventions.

The educational backgrounds of CHWs were diverse, ranging from basic literacy to secondary
school, as reported in other literature (O'Donovan et al. 2018; Olaniran et al. 2017; Tsolekile,
Schneider & Puoane 2018). Although the background and training of CHWs were often
underreported, a few studies provided a strong theoretical basis for their training. This theoretical
basis included national CHW curricula, the use of culturally appropriate and tailored materials,
and interaction with target groups. Despite the diversity in educational background and training,
all programmes showed a degree of success (Table 4.2), suggesting that CHWs can perform
specific tasks with minimal but focused training. Morony et al. (2018) reported that incorporating
health literacy into an adult basic education curriculum empowered adults to improve their health
behaviours, deliver targeted health messages, and introduce local health services. This highlights
that appropriate training can enable CHWs with low literacy levels. Being accepted by and from
communities, and providing culturally and literacy appropriate services, were also reported as
enabling factors by others (O'Donovan et al. 2018). These factors may mitigate the impact of low

literacy among CHWs.

4.5.2 CHW interventions

Most interventions offered a combination of complementary services within the community,
which contributed to increasing access to care. Complementary services were seen in the support
and facilitation of preventive visits and actions that contributed to improved compliance with
medication and self-screening (Table 4.2). Similarly, the literature shows that where facilitation
and support were provided, positive CHW interventions in low-income populations connected
participants to resources such as navigating the health system to overcome obstacles (Silverman
et al. 2018). Equity was increased where women were supported by CHWs through multiple
service components to improve health practices and access health care (Blanchard ef al. 2019).
Utilisation of maternal health services was promoted through CHW visits (Seth ez al. 2017), and

primary care interventions improved health outcomes (Scott ef al. 2018). The target groups, such
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as males as the intervention group to promote maternal health, women and child groups, family
groups, and adults, showed that thought was given to the role of family and community systems

in influencing primary groups in behavioural change.

Although all interventions included health education with the intention of influencing lifestyle,
the outcomes presented were primarily treatment coverage, compliance, followed by clinical
outcomes. These may demonstrate visible and immediate changes, such as taking medication or
attending facilities that are valued by health systems, over knowledge that has been found not to

be an indicator of behaviour change in lifestyle (Watt 2007).

Most interventions in this ScR showed a trend of increasing CHW reach by providing additional
services to designated groups or taking on tasks usually performed by trained professionals
through task shifting or upscaling of current programmes. As a strategy, task shifting was reported
as an option in PHC and community levels in LMIC to achieve cost savings and improved
efficiency (Seidman & Atun 2017), that did not reduce quality of care when training and

supervision were maintained (S. Smith ez al. 2014), as also noted in this ScR.

However, Smith ef al. (2014) cautioned that tasks added to CHWs' job descriptions may lead to
competing demands, overloading, additional training for specialised activities, and ultimately
CHWs being inadequately trained, supervised, or remunerated, as also noted in some of the
challenges mentioned in this ScR. Others have recognised these concerns and made
recommendations accordingly. They suggest that policymakers should clarify the role of CHWs
in the health system and consider their workload and the practicality of their tasks in their work
environment when considering task shifting (Smith et al. 2014). Furthermore, they argue that
planning should be done for the entire workforce rather than specific occupational groups
(Cometto et al. 2018). In addition, they emphasise the need to investigate the workload of CHWs
in LMICs (Astale, Abebe & Mitike 2023). Lastly, they propose that a systems approach, as
advocated by Baker et al. (2007), be adopted when examining CHW programmes.

The internal coherence and consistency across policies and programmes affecting CHWs was
highlighted by Cometto et al. (2018). Although oral health integration into health initiatives is

advocated globally, and there is overwhelming evidence that supports the integration of oral
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health into CHW programmes, the recommendations highlight that such integration would require

a thorough investigation of systems that should be in place within current PHC systems.

The scope of interventions is influenced by the health concern being addressed and the disease
process involved. The oral health intervention (Braun et al. 2016) showed an improvement in
knowledge but did not result in an improvement in the caries status of children, even with the
presence of fluoride therapy, which is known to be significant in caries prevention. The authors
reported that initiating the programme at the age of three years may have been too late, as dentition
is at risk from the eruption of the first tooth, highlighting that early intervention is a significant

factor in dental caries prevention.

Oral health promotion interventions initiated during pregnancy and followed up after birth
(Plutzer & Spencer 2008; Soares et al. 2020) and for new mothers and their newborns, followed
up at the age of five years, showed significant reductions in early childhood caries. Health
promotion approaches such as anticipatory guidance (Plutzer & Spencer 2008; Wagner, Greiner
& Heinrich-Weltzien 2014) and MI (Wagner et al. 2014) used in these interventions were also

evident in this ScR, underscoring the value of the theoretical underpinning of interventions.

Early childhood caries prevention was positively impacted by preventive programmes for
pregnant women, advice on diet and feeding, prenatal oral care, integration of maternal and
children’s oral health promotion into nursing practice, maternal oral health programmes by non-
dental health professionals, dental health education, and fluoride use for children. Early preventive
visits, the use of fluoride varnish, and toothpaste with more than 1,000 ppm of fluoride (Soares et
al. 2020) were also effective. These actions translate to early intervention, the use of theory to
guide health education actions, access to fluoride therapy, and integration of oral health into

existing programmes.

Considering the above information, CHW services for oral health should include health education
and promotion, screening, referral, and monitoring functions. Although this refers to early
childhood caries, these services would be similar throughout a life course approach. Such an

approach would contribute to UHC among vulnerable populations.
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Mobile technology has been shown to improve the range and quality of services provided by
CHWs (Braun et al. 2013), as demonstrated in this ScR, by facilitating the uptake of interventions
(Avery et al. 2017), addressing maternal literacy (Ilozumba et al. 2018), strengthening adherence
to primary care requirements, supporting integration into the primary health system (Mushamiri
et al. 2015), and achieving a high uptake by health workers (Peiris ef al. 2019). Mobile health or
mHealth approaches are enabled by the fact that almost 97% of the global population lives within
reach of a cellular network (WHO & International Telecommunication Union 2021). An
mOralHealth programme providing training for oral and health professionals, as well as CHWs,
was jointly developed by the WHO Global Oral Health Programme and the Be He@lthy Be
Mobile (BHBM) initiative (WHO & International Telecommunication Union 2021). The aim of
this programme is to promote oral health as part of the 2030 Sustainable Development Agenda
(SDA), which also promotes UHC and addresses the burden of NCDs. This demonstrates that oral
health is being prioritised on the health agenda, in this case by the WHO, and that an mOralHealth

tool is already in place that can be adapted to local contexts.

4.5.3 Enablers of CHW interventions

The use of theory as an enabler was noted in several examples. One example is a population model
using primary care teams to effectively provide quality care to more patients (Collinsworth et al.
2013). Another example is community-oriented interventions contributing to a transformed health
system (Garg et al. 2017). Additionally, it was highlighted that community-based CHW models
support the transition of a healthcare system from sick care to one that is prevention-oriented

August et al. (2016).

Environmental as well as interpersonal factors influence behavioural change (Ngigi & Busolo
2018). The more positive outcomes in health status, compliance, access to care, and use of services
may indicate that these choices were made easier by programme planners having an awareness of
environmental influences and acting on these in the types of services and resources provided. This
includes supporting referrals to health facilities, providing treatment such as antibiotics and
fluoride treatments, providing resources such as water purification and dental aids, as well as
easier access to medication. Environmental influences were highlighted in that successful
approaches require attention to social (Braun et al. 2016) and sociocultural determinants of health

(Ilozumba et al. 2018). These determinants may be deterrents to lifestyle changes as most of these

170



studies included communities in underserved areas, highlighting recommendations by Kok et al.
(2021) that assessing the effectiveness of a CHW programme should include the contextual factors

and enablers for a more comprehensive picture.

Enabling factors such as training, supervision, support, use of e-health, as well as the services
provided, as noted in this ScR, were also reported in the literature (Schuttner et al. 2014;
Schneider, Okello & Lehmann 2016; Scott et al. 2018). This indicates that these were basic

requirements of a successful intervention.

4.5.4 Challenges for CHW interventions

Barriers such as a lack of training and supervision, insufficient resources, and integration with the
health system, as reported in this ScR, were also noted by others (Mambulu-Chikankheni, Eyles
& Ditlopo 2018). Others also noted that health facilities may not be able to accommodate
increased access to care for various reasons (August et al. 2016; Garg et al. 2017; Guenther ef al.
2017; Avery et al. 2017) or integrate CHW programmes into the health system (Avery et al. 2017;
Daniels et al. 2015; Zulliger, Moshabela & Schneider 2014). This highlights the tensions created
in a system using community engagement to increase care while resources are not aligned with
the demands required by such increases, creating a potential for an overburdened health system.
Challenges of CHWs feeling disconnected from the system (Avery et al. 2017) or not accepted
by physicians (Collinsworth et al. 2013) may indicate that their roles are not fully defined in the
system and support the call by Baker et al. (2007) for a systems approach to the utilisation of
CHWs in the health system.

This ScR confirms the value of CHW in improving health outcomes and increasing access to care
for the included intervention types. It also highlights that access to information alone is not
sufficient. However, when combined with an appropriate theoretical foundation and accompanied
by services and/or resources that are suitable for the specific context, an enabling environment is

created, which may contribute to the success of the interventions.

The review suggests that standalone oral health interventions have been less successful compared
to interventions integrated into existing programmes. This strengthens the argument for

integrating oral health into existing programmes. Since CHWs are already integrated into health
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systems, there is potential to increase access to oral health services through task shifting. Whether
this integration occurs within a specific health focus area or adopts a life course approach depends

on the philosophy of the concerned health system.

This study enquired about CHW led interventions in health care settings and the enablers and
challenges associated with them to provide guidelines on how oral health can be included in their
roles. However, the enablers and challenges highlight that one must look at CHW interventions
in the context of the dimensions of CHW programmes (Mupara et al. 2023). Meeting the basic
requirements of the dimensions of CHW programmes would address many of the challenges noted

in this ScR.

4.6 Gaps in the literature and suggestions for future research

Health education was one of the most frequently performed services. However, when describing
health education and promotion services, there was inconsistency in providing the approach used,
the theory that informed the approach, and the specific details of the service provided. This lack
of consistency may be seen as a gap in the literature and is suggested as an area for future research.
Gathering such information could be done through a systematic review, which would then inform
a specific question about the type of health education or promotion approach that leads to

improved health outcomes.

In addition, studies including oral health highlighted a need for early intervention in view of the
risk for dental caries from the time of the eruption of the first tooth. A systematic review looking
at CHW interventions on oral health and more specifically to the types of clinical interventions
that could be offered by CHWs within the context of their services may add to the current

literature.

4.7 CONCLUSION OF CHAPTER

CHW or the equivalent thereof, engaged in a range of interventions with services ranging from
education, health promotion, counselling screening, referrals to health facilities to monitoring of
health status. These interventions were largely programme specific, primarily addressed NCDs,

followed by maternal and child health. The findings showed that multiple factors played a role in
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the success of the interventions, and that these factors were specific to the context and the health

issue being addressed.

All the CHW interventions shared a common element of creating a pathway through primary,
secondary and tertiary prevention services that aimed to improve access to healthcare, health
status, and health-enhancing skills or practices. The combination of services and resources
provided aimed to support healthier choices in resource-limited environments. Facilitators and
barriers to interventions were highlighted at the level of the health system, the CHW, and the

community context, all of which should be taken into consideration in any CHW programme.

Areas that require further exploration include the theory that underpin community-based
interventions as these were generally not well described and the training that CHWs may require

in this respect.

Integrating oral health into CHW services can contribute to better self-care, early detection,
referral, and treatment, thereby improving access to care and contributing to UHC in oral health.
However, oral health intervention studies were less successful and highlighted a need for early
intervention, supporting the role of CHWs introducing basic oral health as part of self-care

practices in the home.
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CHAPTER 5
PERCEPTIONS, KNOWLEDGE AND PRACTICES OF CHWs
REGARDING ORAL HEALTH

5.1 INTRODUCTION

Chapter 4 presented a ScR on the types of interventions delivered by CHWs that contributed to
improved health outcomes in settings serviced by the healthcare system. Since CHWs are central
to the rPHC approach, their capacity to personally understand and apply the essentials of oral
health is critical to the successful integration of oral health into rPHC. The findings of the ScR
informed aspects of the survey on CHW background as well as their roles and responsibilities.
Findings and literature included also contributed to the discussion of the chapter. This chapter
will therefore, by means of a survey, determine the extent to which CHWs are equipped to play

this role.

5.2 BACKGROUND

CHWs perform a core function in the rPHC approach in promoting universal access to healthcare
(WHO 2017). Despite the high prevalence of oral diseases globally (Peres et al. 2019) and the
impact of oral diseases on vital oral functions, self-esteem, quality of life, and overall health and
well-being (Jin et al. 2016; eds. Watt ef al. 2015), there is limited integration of oral health into
the PHC approach. This lack of integration is particularly relevant in the South African context,
where extractions are the predominant treatment in public health facilities (Bhayat, Madiba &
Nkambule 2020; Smit, Barrie & Louw 2017; Thema & Singh 2017). Arguments for the
integration of oral health into PHC are that oral diseases and other NCDs share common risk
factors (WHO 2022; Jin et al. 2016; Hobdell et al. 2003) and underlying inflammatory pathways
(WHO 2022; GBD 2017 Disease and Injury Incidence and Prevalence Collaborators 2018).
Furthermore, oral health is integral to health and well-being (eds. Watt et al. 2015). Within the
PHC approach, CHWs are in a unique position to contribute to this integration as they are a health
resource within communities and the link between communities and health facilities (Murphy et
al. 2020; Kim et al. 2016; Naledi, Barron & Schneider 2011; Schneider, Okello & Lehmann

2016). CHWs can, therefore, play a significant role in increasing population access to oral health.
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In the South African rPHC context, CHWs offer HCBC geared towards health promotion and
prevention, with a complementary capacity for curative, rehabilitative, and palliative care, as
reported in the Wellness 2030 report (WC DOH 2014). However, there is some ambivalence
regarding oral health within this structure. Oral health is a component of PHC services offered by
health facilities. With reference to the oral input during home visits, CHWs are expected to include
toothbrushing as a self-care practice (WC DOH 2014). Other than that, oral health is implicit in
their role of providing access to information on relevant chronic conditions and applying the life

course approach.

Contrary to a programme or disease-specific approach, the life course approach aims to promote
health, prevent disease, and provide comprehensive care across the life stages from infancy to old
age (WC DOH 2014). This approach is particularly relevant for oral health considering the
progressive and multifactorial nature of oral diseases. In providing HCBC, oral health promotion
and preventive services should be offered appropriately to the life stages of individuals and
families concerned. In this regard, it would be expected that CHWs be knowledgeable about oral
problems, the prevalence and contributing factors thereof, and offer appropriate oral health
services. In this process, they would promote access to communities to autonomous self-care

practices that would contribute to improved oral and general health.

The literature reports inadequate knowledge of oral health among CHWs (Makgetla & Molete
2022; Dedeke & Galvin 2022; Godhi, Kaul & Shanbhog 2021; Sandhya et al. 2014; Gambhir et
al. 2014; Pankaj et al. 2005). Even when CHWs had moderate to high levels of oral health
knowledge, most (75%) were unaware of the oral status of individuals in their care and did not
provide oral health education within their roles (Hajizamani, Mohammadi & Hajmohammadi
2012). The oral health knowledge of these CHWs did not align with their work practices, leading
the authors to conclude a lack of priority for oral health in their health centres and a lack of skills
to collect required oral health data. CHWs have the potential to promote the adoption of healthy
behaviours by leveraging a shared culture, language, and life experience, using interpersonal
communication approaches that build trust, providing social support, and guiding patients toward
behaviour change (Katigbak et al. 2015). However, since CHWs often come from underserved

communities where they work, their oral health culture may reflect that of their communities.
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Therefore, having insight to the oral health practices of CHWs will assist planners to develop

appropriate training programmes for CHWs, if oral health is to be integrated with PHC.

Low literacy levels, a negative attitude toward oral health, and the presence of dental caries are
particularly evident in underserved communities (WHO 2022; Batista, Lawrence & Sousa 2017).
This pattern may also be present in CHWs as members of such communities. Gambhir et al.
(2014) reported that healthcare workers in a district in India brushed their teeth once daily
(43.2%), presented with dental caries (46.7%), and attached a low priority to needed dental
treatment. The authors recommended regular dental check-ups and access to health education to
promote a healthy lifestyle that could be transferred to communities served by CHWs. Improved
oral health knowledge was associated with significantly better oral health among auxiliary
workers at health centres in India (Sajjanshetty et al. 2019). These results highlight the need for
baseline information on CHWs to enable informed decisions on their role in providing oral health

services.

In 2016, the FDI World Dental Federation General Assembly presented a new definition of oral
health. It is described as “multifaceted and including the ability to eat, speak, smell, taste, touch,
chew, swallow and to convey a range of emotions through facial expressions with confidence and
without pain, discomfort and disease of the craniofacial complex” (Glick et al. 2016:793). Oral
health in this context is dynamic, influenced by changing experiences, perceptions, and
expectations of individuals and their ability to adapt to circumstances. To fully understand the
oral health of CHWs, it is essential to explore their personal experiences with oral health, as well
as their knowledge, perceptions, attitudes, and practices within their work roles. Such information

would guide the need for and design of interventions both personally and professionally.

Oral health training has been shown to significantly improve CHW knowledge (Lapidos et al.
2022; Villalta et al. 2019; Sandhya et al. 2014; Kakodkar et al. 2015). Within the broader scope
of their work, CHWs have been successful in facilitating and augmenting the delivery of
preventive dental services (Mathu-Muju et al. 2018) and serving as oral health guides (Kakodkar
et al. 2015). Since oral diseases are largely preventable, targeting modifiable risk factors can
potentially address social inequities in disadvantaged communities through disease prevention

(Petersen 2008). In addressing social inequities within the context of the Healthcare 2030 vision
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of the Western Cape province in South Africa (WC DOH 2014), CHWs need to understand their
role beyond the services they provide. This highlights the need to explore CHWs' perceptions of
their role within the PHC system.

Reports of CHWs being overwhelmed by the amount of work expected of them, reinforced by
South African literature on insufficient supervision, poor remuneration, poor service conditions,
and dual reporting lines (Tsolekile, Schneider & Puoane 2018), along with challenges experienced
in their current work roles (Murphy et al. 2020), are additional factors that may influence CHWs'
ability to provide oral health services. As the integration of oral health into CHW services will
require additional task shifting, this investigation would provide baseline data to inform the type
of training and organisational adjustments necessary for better integration of oral health within

the CHW role.

The objective of this research is to determine the perceptions, knowledge, attitudes, and practices
regarding oral health within the personal and work roles of CHWs. This objective contributes to
the aim of the study, which is to explore the status and identify guidelines for aligning primary
oral health care (POHC) within the re-engineered primary health care (rPHC) approach in a
substructure of the Cape Metro Health district in the Western Cape Province of South Africa.

5.3 METHODOLOGY

A more detailed description of the methodology is presented in the Methodology chapter. For

now, a brief overview is provided below.

5.3.1 Study design and approach

A descriptive, cross-sectional survey was conducted using a quantitative approach.

5.3.2 Study population and sample

The study population included 11 NPOs collectively employing 684 CHWs in the KMPSS. The
study sample included NPOs from the study population, CHW meeting sites of selected NPOs,
and CHWs at these meeting sites. The NPOs (n=5) were selected by the researcher through
purposive sampling. The CHW sites (n=11) were selected by the NPOs concerned from
approximately 45 sites through convenient sampling. NPOs 3, 4 and 5 arranged for CHWs from
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the selected sites to meet at one location to facilitate data collection. Systematic sampling was
used to select the CHWs (n=149). A study sample of 131 CHWs was recommended, with a 5%
level of confidence and 80% power (Stata Corp 2017) to ensure the representativeness of the

sample. Table 5.1 shows the breakdown of the study sample.

Table 5.1: Breakdown of the study sample in the KMPSS

NPOs Number of | Sample as% | Data collection sites and | % Contribution
CHWs (N) of N of NPO | numbers to the sample
NPO 1 N=92 n=49 (36.8%) | Site 1: n=14 32.9%
Site 2: n=13
Site 3: n=11
Site 4: n=11
NPO 2 N=96 n=35 (36.4%) | Site 1: n=8 23.5%
Site 2: n=8
Site 3: n=10
Site 4: n=8
NPO 3 N=52 n=26 (50%) Site 1: n=26 17.4%
NPO 4 N=62 n=15 (23,4%) | Site 1: n=15 10.1%
NPO 5 N=79 n=24 (30.3%) | Site 1: n=24 16.1%
5NPOs | N=383 n=149 11 site visits 100%

5.3.3 Data collection instrument and process

To collect the data, a self-administered questionnaire was used, consisting of two parts: the first
part addressed the participants personal oral health, while the second part focused on oral health
in relation to their work roles. The WHO Adult Questionnaire for Adults (WHO 2013:111-118)
was modified to include participants’ perceptions of their oral health status and knowledge of oral
health problems experienced. The second part of the questionnaire was guided by literature on
various aspects of CHW programmes, including their perceptions of their role in the PHC system,

as well as their knowledge, attitudes, and practices regarding oral health and oral health services.
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Data were collected by the researcher between April 2021 and June 2021. Appointments were
made with the respective NPOs to meet with respondents during their morning meetings. On the
day of data collection, the research project was explained, and the information sheet was handed
out, read, and explained in both English and Afrikaans by the researcher, who is fluent in both
languages. Additionally, a Xhosa-speaking nurse practitioner or facilitator was available

throughout the process to answer any questions.

Systematic sampling was conducted based on the number of attendees and the required sample
size. The sampling formula used was to first count the number of participants on the day of the
visit (N) and divide by the number required of the sample (n). This calculated a sampling interval
(k). Starting with a random position of participants very k™ number was selected to obtain the
sample at each venue (Denscombe 2011). The data collection process was described in the
methodology chapter. A designated private space, as determined by the meeting facilitator, was
used as a depository for questionnaires, which were then collected by the researcher. In cases
where a private space was not available, an envelope was circulated for participants to submit
their completed questionnaires and consent forms, which was collected by the researcher. All
COVID-19 protocols were followed during the dissemination, collection, and processing of the

questionnaires. The principles of confidentiality and informed consent were strictly adhered to.

5.3.4 Pilot study

The questionnaire was piloted on 12 CHWs from NPO 1 and modified as follows: The open-
ended question on facilitators and barriers to CHWs performing their work was changed to a
checklist of challenges experienced (Q7), with an option to elaborate in an open-ended question
(Q8). A question was added to determine whether respondents lived in the community where they

worked (Q9). Data from the pilot study were excluded from the final study sample.

5.3.5 Reliability and validity

Threats to internal validity were minimised by gathering data within a set period for all groups,
ensuring no communication between individuals and groups during the data collection process,
and using random selection. The questionnaire was piloted, and the modified version was used
for all participants selected for the study. The first 23 data entries were assessed using Cronbach's

alpha test for internal consistency (Creswell & Creswell 2018).
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5.3.6 Data quality

Data from all 149 questionnaires were used. Where participants did not respond to a question, the
number of respondents to such questions is indicated in the presentation of the results. After all
the quantitative data were entered by the researcher every third questionnaire (n=49) was checked
by the researcher and an independent research assistant. Thirteen errors in total were found and
corrected. A Kappa test was done to test the level of agreement between the initial and corrected
questionnaires. The results of the Kappa test found an agreement ranging from 95.92 to 97.96,

which indicates an almost perfect agreement as per the guidelines of Landis and Koch (1977).

5.3.7 Data analysis

Quantitative data were described using frequencies, percentages, and measures of central
tendency to summarise demographic characteristics, knowledge, perceptions, attitudes, and
practices. The data were presented in figures, tables, and textual summaries. For the quality of life
variable, the categories "very often" and "fairly often" were combined, thereby reducing the four-
point to a three-point scale in the calculation of the mean (Table 5.5). In the variable attitude to
incorporating oral health into their work roles, the categories of “important and very important”
and “not important and not at all important” were combined thereby reducing the five-point to a
three-point scale (Table 5.6). A composite score, a work practice index, was calculated for

variables such as the oral health practices in the daily work activities of respondents (Table 5.8).

The non-parametric Mann-Whitney test was used to test the significance of the following:
toothbrushing practices, whether done twice a day or not; use of fluoride toothpaste or not;

frequency of dental visits; and respondents' perceptions of the state of their teeth and gums.

Spearman's rtho coefficient was used to test the significance of the number of natural teeth and
participants' perceptions of their teeth and gums as well as their compliance with minimal

acceptable dental practices.

The qualitative data such as perceptions of work roles were coded and themed by the researcher
according to the concepts identified in the conceptual framework of PHC and in the work roles of

CHWs, as mentioned in the literature. Open ended questions on knowledge of oral diseases were
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categorised and coded as “knows=1", “unsure=2", “does not know=3" or “did not respond=4" by
the researcher, using predefined criteria outlined in the literature and responses were presented

numerically as to the extent of participants knowledge.

5.4 RESULTS

The results are presented as follows: first, the demographics of the participants; second, their
perceptions of their work roles and the challenges they experience; third, their oral health-related
perceptions and knowledge in both their work and personal lives; and fourth, their oral health

practices and attitudes in their work roles and personal lives.

5.4.1 Demographics of respondents
The questionnaire was completed by 149 participants. Most were female (94%). Their ages
(n=142) ranged from 22 to 73 years, with a mean of 43.5 years (SD=11.1). Regarding place of

residence (n=143), most participants (69.2%) reported living in the community where they work.

Participants educational level (n=139) ranged from completing primary school/Grade 7 (5%),
secondary school/Grade 10 (23%), high school/Grade 12 (70.5%), and other training or studies
(1.4%). Training (n=131) indicated that 51.9% (n=68) completed home-based care or CHW
training. The remainder completed a range of training including first aid, palliative care, diseases
specific training (TB, HIV), health promotion, and PHC. The training period ranged from 1 week

to 56 weeks (mean=14.7 weeks).

5.4.2 Participants perceptions of their role in a PHC system
Two themes with sub-themes and related categories emerged from the qualitative data as indicated

in Table 5.2.

Table 5.2: Participants’ perceptions on their work roles the healthcare system

Theme Sub-themes Categories
Theme 1 Caring role for the ill, e Compassionate human being
Promoting infirm and those needing e Help those who cannot help themselves/having
health and well- help no support
being at a home e Being ethical
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and community Information sharing e Advising clients/communities about healthy

level through health promotion lifestyles

and health education e Help people to improve their health

e Educate about the hygiene in the home
environment

e Educate about services available

Theme 2 Providing specific care e Supportive assistance for the sick in their homes
Interventions to and services e Clinical care

increase access ¢ Monitoring-screening and observation

to health care e Observe, care, report and refer

e Medication — delivery and adherence support
e Palliative care

Serving as a link between e Link patients/community to the health facility
the household/community | e Referrals between home and facility
and the health facility e Promote the health facility to the community

Participants viewed their roles, firstly, through home and community-based actions to promote
health and well-being, and secondly, by providing clinical or medical care to support communities

in accessing care as noted below.

Theme I: Promoting health and well-being at a home and community level

Sharing information with the community to promote health holistically through influencing the
home environment, promoting healthy lifestyles, and providing advice about available services is
reflected in comments such as “advising communities to look after their bodies and to prevent
them from getting sick”, “assist them with information they lack and teach”, “provide information
about health, e.g., hypertension, diabetes, family planning, elder care, HIV and TB adherence”.
Caring for the sick or infirm, CHW qualities of ethical practice, compassion, and being the voice
of people who lack support, are seen in comments such as “to help those who can’t help
themselves — the elders”, “a duty to my community, to care for people in every possible way”,

“have compassion and patience”, “have ethics and confidentiality”, and to “give moral support
b 9

to who needs it”.

Theme II: Interventions to increase access to healthcare
Preventive, monitoring, screening, and medication adherence services were highlighted as
follows: “help patients who is in need — who are bedridden”, “care of those who have strokes

due to HB [high blood] pressure, wounds from amputation, do blood glucose”, “bathing,
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dressing, exercises”, and to “wash the patient, mouth care and, footcare”. Participants saw
themselves as the link between the community and the healthcare system, serving both the
community through relevant services and the facility by creating awareness of services and access
seen in comments of “encouraging the community to attend or know more about with open mind
about health system, make use of the health facility every time he feels pain without fear”, “do

FE T

health promotion in order for them to go to clinics to know their condition/status”, “we are the
middle person between the hospital and the community to provide health care on a daily basis”,
“check ante/post-natal —observe danger signs and refer”.

Overall, participants saw themselves as a pivotal component of the healthcare system, as they

interacted with communities, including households, and connected them to healthcare facilities.

5.4.3 Challenges experienced by the participants in performing their work role
Challenges experienced in their work roles were reported by 81.9% of the participants (n=122)
(Figure 5.1).
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Challenges identified by partcipants in performing

their work roles (n= 122)
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Figure 5.1

On average, the participants identified 2.5 challenges. Figure 5.1 shows that personal safety and
salary earned were ranked highest, whereas confidence to do their work and supervision provided

were ranked lowest among the challenges experienced.
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5.4.4 Participants’ views on addressing challenges experienced

Responses (n=94; 63%) to these challenges highlighted personal safety, better salaries, and
acceptance by communities. A need for community protection to improve personal safety of
CHWs through a neighbourhood watch to accompany CHWs on home visits was highlighted by
a comment of “working in the community is not safe because of what we come across in the streets
— sometimes we get robbed”. Salaries not being aligned with the importance of their role or
sufficient to meet their needs in caring for families, transportation costs, and the lack of benefits
were elaborated in comments such as “little salary for important work”, “we walk during sun and
rain, they can at least raise our salary”. Challenges of winning the trust and acceptance of

communities were noted in a comment stating, “the community must trust you, see you as an

example”.

A need for basic equipment and ongoing training relevant to health and social problems that
CHWs are expected to support was expressed in comments such as “training is needed each time
there is diseases or something”, “training to get more information to help the community”, and
“someone needs to give us more training about dental problems that we can be more clear about

how we should advise people and how to keep their mouth healthy”.

5.4.5 Participants’ oral health knowledge and perceptions
Knowledge of oral problems is presented from the perspective of the work roles of participants.

Thereafter, personal knowledge, experiences, and perceptions of oral health are presented.

5.4.5.1 Participants’ knowledge of oral problems in the context of their work roles
Knowledge of oral problems in the KMPSS was identified from a defined list (Figure 5.2). Causes
thereof were described in an open-ended question, and knowledge of the relationship between

oral and systemic health was ascertained for a list of statements (Table 5.3).
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Figure 5.2: Participants’ knowledge of oral problems in the KMPSS

From the list provided, 64.3% (n=81) of the participants identified tooth decay as most common,

and 12.7% (n=16) identified mouth cancers as the least common oral problem in the KMPSS.

The open-ended questions (n=132) regarding knowledge (Figure 5.2) reported participants having
knowledge (20.5%; n=27), incomplete knowledge (50.8%; n=67), no knowledge (15.9%, n=21)

of the causes of problems identified, with no response from the remainder (12.9%; n=17). On

average, the knowledge level was 1.79, just above the middle value of the scale of 1.5.

Knowledge of the relationship between oral and systemic health was ascertained from a list of

statements as indicated in Table 5.3.

Table 5.3: Knowledge of the relationship between oral and systemic health

Statements on health and oral health Yes No Not sure Total
1. Dental or mouth problems can affect 96 13 35 (24.3%) 100.0%
the rest of the body (n=144) (66.7%) (9.0%)
2. Dental or mouth problems can affect 81 19 44 (30.6%) 100.0%
other sickness[es] a person suffers from | (56.3%) | (13.2%)
(N=144)
3. Certain illnesses can cause mouth or 87 15 39 (27.7%) 100.0%

dental problems (n=141)

(61.7%) | (10.6%)
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4. The condition of the mouth can affect 121 7 13 (9.2%) 100.0%
food choices and [the] ability to chew | (85.8%) (5.0%)
(n=141)

5. The condition of the mouth can affect a 129 6 9 (6.3%) 100.0%
person's self-esteem and confidence | (89.6%) (4.2%)
(n=144)

Table 5.3 shows that for oral health, the largest proportion of participants were aware of the self-

esteem (89.6%) and functional (85.8%) effects. When considering the relationship between oral

and systemic health, the largest proportion (56.3%—61.7%) was unsure of the effects.

5.4.5.2 Participants’ perceptions and actions regarding their oral health

The participants’ perceptions of their oral health status and the impact of oral health on their

quality of life are presented in Tables 5.4 and 5.5, respectively. This is followed by the self-

reported dental status, prevalence of pain or discomfort experienced in the past twelve months,

attribution thereof, and related actions taken.

Table 5.4: Participants perceptions of their oral status

Oral health status Bad to Very Bad | Average Good to Excellent
State of their teeth (n=142) 17.6% 31.6% 50.8%
State of their gingiva (n=146) 15.1% 26% 58.9%

The scores of “bad and very bad” and “good, very good and excellent” were combined in Table

54.

The Chi-square test did not reveal any significant differences in the number of natural teeth

present and participants’ perception of their teeth or gums (p>0.05).
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The impact of oral problems experienced in the past 12 months on the participants’ quality of life

included the biological, aesthetic, psychosocial, and economic dimensions (Table 5.5).

Table 5.5: Impact of oral problems on the participants’ quality of life

Very to | Sometim Mean
fairly es
Problems experienced often Never
Biological Functional Dimension o =.828

Difficulty in biting food (n=124) 18 49 57 (46%) 3.23
(14.6%) (39.5%)

Difficulty in chewing food (n=124) 15 46 63 3.31
(12.1%) (37.1%) (50.8%)

Difficulty with speech (n=118) 10 22 86 3.60
(8.4%) (18.6%) (72.9%)

Having a dry mouth (n=125) 12 36 77 3.46
(9.6%) (28.8%) (61.6%)

Sleep interrupted because of teeth (n=130) 17 31 82 3.44
(13.1%) (23.8%) (63.1%)

Aesthetic Dimension a=.837

Being embarrassed because of teeth 20 20 (16%) | 85 (68%) 3.40

(n=125) (16.0%)

Avoiding smiling because of teeth (n=130) 22 18 90 341
(16.9%) (13.8%) (69.2%)

Psychosocial Dimension a=.797

Being tense because of mouth problems 23 33 72 3.27

(n=128) (17.9%) (25.8%) (56.3%)

Difficulty doing usual daily activities 5 (4%) 27 93 3.69

(n=125) (21.6%) (74.4%)

Less tolerant of people close to you 10 35 82 3.51

(n=127) (7.9%) (27.6%) (64.6%)

Participating less in social activities | 7 (6.1%) 36 71 3.53

(n=114) (31.6%) (62.3%)

Economic Dimension
Taking days off work (n=126) 5 26 95 3.69
(4%) (20.6%) (75.4%)

In Table 5.5 A higher mean corresponds to a lower quality of life impact. The responses indicated
that 8.4-17.9% of participants experienced some form of oral impact "very to fairly often",

whereas 46% to 75.4% had not experienced any oral impact in the past year.
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In response to their dental status, 61.1% reported to have at least 20 teeth present, 8.9% were
edentulous, and 34% wore dentures, primarily partial dentures. More than half (55,6%; n=142)
experienced oral health-related pain or discomfort in the past 12 months. The causes were
categorised as tooth decay (48.5%), bleeding gums (10.3%), sweets (10.3%), smoking (6.4%),
and a portion (6.4%) did not know the causes. Their response to oral problems included visiting
or planning to visit a dental professional, using painkillers and saltwater, avoiding sweets or cold

water, changing their dental aids, or having a dental cleaning (see Figure 5.3).
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Figure 5.3: Participants’ response to pain and discomfort experienced

Participants s with more than 20 teeth were found to have a more positive perception of their teeth

(p<0.05).
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5.4.6 Oral health attitude of participants

Oral health attitudes are presented from the perspective of participants’ work roles and personal
lives.

5.4.6.1 Participants’ attitudes toward the inclusion of oral health in their work roles
Participants ' views on the importance of including oral health in the services they provide are
reported in Table 5.6, and their comments from an open-ended question supporting this inclusion

are described in Table 5.7.

Table 5.6: Participants’ attitudes toward incorporating oral health into their work role

Not Mean
Statements of importance Important Not sure important score
1. Importance of CHW | 133 (95.6%) 5(3.6%) 1 (0.7%) 1.22
advising on oral care
(n=139)
2. Importance of CHW doing a | 128 (90.1%) 13 (9.2%) 1 (0.7%) 1.40
dental screening (n=142)
3. Importance of CHW doing | 148 (86.2%) | 18 (13.0%) 1 (0.7%) 1.50
dental referrals (n=138)

0=.793. Most (86.2-95.6%) rated all aspects in Table 5.6 as important.
Their comments (74%; n=110) were categorised against relevant components of CHW
programmes. More than 90% of comments were positive about what was needed and the

motivation for this inclusion (Table 5.7).

Table 5.7: Views on the inclusion of oral health into CHW functions

Categories in CHW programmes Supporting quotations by participants

Health education. Health education, | “I¢ is part of healthcare and health education”.

advice, and counselling, in view of | “People need to be well informed about taking care of
the community being uninformed of | their teeth, know they should brush twice a day, know
oral health problems and prevention, | they must visit a dentist more, not eat too much sugar”.
the importance of healthy teeth and | “Educated parents will also care better for their

gums were mentioned. children's teeth ™.
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“Children as young as 3 years have rotten teeth in our
community, adults end up extracting all their teeth due

to neglect and ignorance”.

Oral problems and prevention.
Oral problems, such as tooth decay,
are a problem in the community. The
effects of mouth problems in terms of
function, self-esteem, and their
impact on aspects of health were
mentioned, and the importance of
early detection and treatment was
highlighted. Screening and referrals
were also mentioned in terms of oral

problems and the impact thereof.

“Most people suffer to rotten teeth, bad breath, some
lose their teeth at an early age”.

“If you take care of your teeth, you will never have
problems”.

“People who don’t have the confidence to smile or talk
because of their teeth”.

“... health will be affected because they won't eat and
then cannot take their medication”.

“Screen them so they can be aware that anything can
happen, refer them to the dental clinic so they can have

easy access’ .

Training in oral health. The lack of
training and knowledge of CHWs to
provide oral care and a need for

training was expressed.

“There is a lot of people in the community that ask
about dental issues and that we don’t know what to say
— only to refer them to a dentist”.

“... clients find it difficult to go to the dentist — we as
CHW can be a little more helpful to the client”.

“With more information, the situation in the community

can improve”.

CHW role. The broader role of
CHWs within the community and
the the

being link between

community and facility.

“We visit them every day, we are familiar with their
lifestyle, [so] we can easily convince them”.

“It is important to advise the community because they
trust us”.

“[The] CHW/['s] position is to make sure the person is
on treatment and is healthy”.

“It is part of our job because you have to clean teeth
when you bath the patient”.

“People are scared of the dentist, [but] we can help by
telling them the important part of oral health”.
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“CHW/[s] can pick up problems and refer to the dental

clinic”.

The category most frequently mentioned was ‘education’ (n=48), followed by the ‘need for CHW
training’ (n=24), ‘oral problems and the impact thereof’ (n=20), and the ‘CHW role’ (n=16).
Comments less supportive of including oral health mentioned perceived challenges such as, “we
work with sick people and the elderly is sometimes difficult and I think to bother with their mouth
and teeth will cause big problems because most have dentures”, and “people don’t like talking

about their dental care and don'’’t like other people scratching in their mouths”.

5.4.6.2 Participants’ attitudes toward their personal oral health

The importance attached to daily mouth cleaning (n=146), healthy teeth (n=141), presence of all
teeth (n=133), healthy gums (n=138), no rotten teeth (n=132), no bleeding gums (n=135), a nice
smile (n=141), and no bad breath (n=137) was rated (0¢=0.892). Most (90.2%-97.9%) rated all
aspects as important when combining “very important and important” and “not important and not
at all important”. Daily mouth cleaning was rated highest (97.9%) and not having rotten teeth was

rated lowest (90.2%).

5.4.7 Oral health practices
The inclusion of oral health practices in the participants’ daily work activities and their personal

oral health practices was ascertained from closed-ended questions.

5.4.7.1 Participants’ work-related oral health practices
Work-related oral health practices explored in the participants’ daily activities, including health

education, dental screening, and referrals, are presented in Table 5.8.

Table 5.8: Oral practices in the daily activities of participants

Sometim
Oral practices performed No es Yes Mean
1. Provide information on dental/oral 36 49 (35%) 55 2.14
problems (n=140) (25.7%) (39.3%)
2. Ask if there are any dental problems 48 37 53 2.04
experienced (n=138) (34.8%) (26.8%) (38.4%)
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3. Teach on how to clean the mouth 33 24 83 2.36
(n=140) (23.6%) (17.1%) (59.3%)

4. Check on dental aids used (n=136) 57 21 58 2.01
(41.9%) (15.4%) (42.6%)

5. Explain how sugar in the diet affects 26 33 78 2.38
the teeth (n=137) (19.0%) (24.1%) (56.9%)

6. Check on sugar consumed (added to 40 30 63 2.17
food, tea/coffee) (n=133) (30.1%) (22.6%) (47.4%)

7. Explain about the use of fluoride 58 18 56 1.98
toothpaste (n=132) (43.9%) (13.6%) (42.4%)

8. Explain about dental check-ups or 45 25 65 2.15
visits for dental problems (n=135) (33.3%) (18.5%) (48.1%)

9. Ask people to go for dental wvisits 51 32 54 2.02
(n=137) (37.2%) (23.4%) (39.4%)

10. Examine or check the mouth of people 64 20 51 1.90
(n=135) (47.4%) (14.8%) (37.8%)

11. Refer people for dental treatment 63 21 49 1.89
(n=133) (47.4%) (15.8%) (36.8%)

In Table 5.8, lower mean values correspond with less frequent performance of activities.

Education on mouth cleaning (59.3%) and the effect of sugar on teeth (56.9%) were the most

frequent topics included in education. Oral examinations (37.8%) and dental referrals (36.8%)

were the least frequent practices performed. The Work Practice Index provided a scale from 0 to

22. On average, the respondents scored 11.47 (SD: 6.978), slightly above the middle value of 11.

5.4.7.2 Personal oral health practices of participants

Personal practices included oral hygiene, use of fluoridated toothpaste, dental facility visits,

sugars most frequently consumed, dental facility visits, and tobacco use.

Table 5.9: Oral health practices of participants

Mouth-cleaning

Use of fluoride paste

Last visit to a dental

Tobacco use

(n=146) (n=146) facility (149)
e Twice daily:| e Yes:4.4% e <2years: 34% e Every day:14.9%
75.7% o No:4.1% e 2 years to <5|e One to many

Once daily: | e Not sure: 31.5%

22.3%
Less often:2.1%

years:16.3%
> 5 years: 32%
Never: 17.7%

times/week:2.2%
e Seldom/never:
85.9%
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Dental aids used (n=148) included a toothbrush and toothpaste (100%). Sugars consumed “many
times a day” included tea/coffee with sugar (23.4%), fruit (15%), fizzy/soft drinks (12.1%), sweets
and chocolates (7.6%), biscuits and cakes (7.1%), chewing gum with sugar (5.1%). Overall, one

third (34%) reported a dental visit in the past two years because of pain or trouble with their teeth

or gums.
4 N\
Partcipants' reason for last dental visit (n-114)
43,9%
34,2%
15,8%
6,1%
Pain and Consultation Dental treatment Could not
9 discomfort remember Y

Figure 5.4: Participants’ reasons for last dental visit

Oral health practices were categorised as meeting minimal accepted standards if respondents
practiced twice daily toothbrushing, used fluoridated toothpaste, and visited a dental facility in
the past two years. Only 19.5% of respondents met the minimum standard, 39.6% met two

practices, 34.2% met one practice, and 6.7% did not meet any practice.

The only minimum dental practice that had a significant effect on participants’ perception of the
state of their teeth (z=-2.399, p<.05) and gums (z=-3.355, p<.001) was brushing two or more times
per day. The use of fluoride toothpaste did not have a significant effect on participants’
perceptions of the status of their teeth (z=-1.462, p>.05) or gums (z=0.982, p>.05), neither did
visiting a dental facility in the past two years have a significant effect on participants’ perceptions

of their teeth (z=-.412, p>.05) or gums (z=-0.555, p>.05).
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5.5 DISCUSSION

This survey was conducted with the objective of determining the perceptions, knowledge, attitude,
and practices of oral health within the context of the work role and personal lives of the
participants as CHWs in the KMPSS. The discussion is presented starting with demographics and
educational background, followed by oral health related perceptions, knowledge, attitudes, and

practices.

5.5.1 Demographics and educational background of participants

The participants, mostly female and from the communities where they work, are consistent with
the literature (Katigbak et al. 2015; Tsolekile, Schneider & Puoane 2018) and suggest that they
are familiar with the health concerns of these communities. The variation in literacy level, training
period, and training background mirrors other local studies (Scott et al. 2018). Despite this
variation, the literacy level of at least ten years of schooling for more than 90% and just over 50%
completing a home-based course show that the background of these respondents is on par, and at
times better, than that of CHWSs in other LMICs (Scott et al. 2018). Participants' literacy and
training background provide an indication of the complexity of tasks CHWs can potentially

engage in.

5.5.2 Perceptions of participants’ work roles and challenges experienced

The findings indicate that participants view their role as promoting the health and well-being of
communities and serving as the link between the community and health facility. This aligns with
their roles as indicated in the Health and Wellness 2030 report (WC DOH 2014). Participants'
perception of CHWs as caring and compassionate, and their emphasis on building trust, was also
noted by South African rural CHWs who considered confidentiality to be a critical factor in
ensuring acceptability in communities (Stansert Katzen ef al. 2022). Given their perceived role
and the prevalence of oral health problems and their impact, it is expected that participants would

be open to including oral health in the care they provide.
The services reported by participants, including health education, prevention, screening, referrals,

rehabilitative, and palliative care, align with the role of CHWs in improving access to and

delivering PHC at the local level, with the goal of improving the quality of life of community
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members (Austin-Evelyn et al. 2017). These services are consistent with those reported in several
systematic reviews on CHWs (Scott et al. 2018; Kim et al. 2016). Given the extent of their daily
practices, integrating oral health, particularly in line with the life course approach promoted by
the Health and Wellness 2030 report (WC DOH 2014), is feasible. Relevant oral health care can
be integrated into the current education, prevention, early detection, and referral services provided

by CHWs across the various stages of life.

Effective CHW programmes require attention to contextual features within health systems,
communities, and the broader economic development of society (Kane e al. 2021; Scott et al.
2018). These features include being connected to a supportive and functional referral facility,
incentives that consider the availability of resources of the health system, the needs, rights, and
expectations of CHWs, tasks to be performed, and related time constraints (Kane et al. 2021; Scott

et al. 2018).

Challenges reported in this survey highlight contextual factors that are particularly relevant to the
argument for integrating oral health into existing CHW programmes. Issues such as personal
safety, salary earned, lack of equipment and training, community acceptance, and integration into
health facilities are also noted in other South African studies (Stansert Katzen et al. 2022; Murphy
et al. 2020). Concerns around CHW salaries, working conditions, and supportive links to
healthcare facilities have been raised globally (Kane et al. 2021; Schneider et al. 2018). Low
salaries, a major challenge, may contribute to the attrition of CHWs, as is noted in the Framework
for Implementation of COPC in the Cape Town Metro Health District (WC DOH 2017. In many
instances, CHW salaries in South Africa may be below the minimum wage (Schneider et al.

2018).

Home visits, a primary feature in HCBC that also provide an opportunity for developing a
relationship with households, may be deterred by safety concerns. A lack of equipment and
training can compromise the early detection and referral of health concerns, hinder the provision

of appropriate care, and negatively impact the trust and acceptance of CHWs in their communities.

A study on the Indian CHW programme reported that when the health system fell short in terms

of accessibility, performance, and responsiveness to the community and CHWs, the credibility of
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CHWs among community members was most at risk (Kane et al. 2021). Given that CHWs are
trusted members of their communities and can influence them, it is concerning that a third of

respondents noted community acceptance as a challenge.

The recognition of these challenges raises the question of whether the rights and expectations of
CHWs are adequately considered within the health system. As their role evolves and they are
increasingly viewed as the mainstay of human resources for health, particularly in LMICs, it is
crucial to see them as more than just an "extra pair of hands" called in to provide "technical fixes"
(Walt 1990, as cited by Kane et al. 2021:466). The challenges noted by respondents may

compromise the potential for integrating oral health into CHW services.

5.5.3 Participants’ oral health knowledge, experiences, and perceptions

The main oral diseases identified by participants in their work capacity were dental caries and
periodontal disease. These problems are also the primary oral issues highlighted by the National
Oral Health Strategy, draft (DoH, 2010) the South African National Children's Oral Health Survey
(1999-2002) (DoH, 2003) — and are the most prevalent oral problems reported globally (GBD
2017 Oral Disorders Collaborators et al. 2020). If the prevalence of oral problems in the KMPSS
mirrors the results reported by Smit, Barrie and Louw (2017) on oral health status in the Western
Cape province, respondents have underestimated the extent of oral problems in their communities.
Similar findings were noted by Hajizamani, Mohammadi and Hajmohammadi (2012), who

reported that most CHWs did not know the oral status of individuals in their care.

Most (67.6%) participants in this survey had poor knowledge of the causes of oral health problems
but were better informed (56.3%—66.7%) about the oral-systemic link. This limited knowledge is
consistent with literature indicating that CHWs are not well-informed about oral health (Makgetla
and Molete 2022; Dedeke & Galvin 2022; Godhi, Kaul & Shanbhog 2021; Sandhya et al. 2014;
Gambhir et al. 2014; Pankaj et al. 2005). Limited knowledge of oral health affects the ability of
CHWs to competently assess and refer common oral conditions (Makgetla & Molete 2022).

In terms of their personal oral health, more than half (55.6%) experienced oral pain and/or
discomfort in the past 12 months, attributing this to tooth decay. A third of participants chose to

visit, plan to visit, or have an extraction, while the remainder opted for home remedies or took no
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action. Their actions to address their personal oral health problems — using painkillers, rinsing
with saltwater, and brushing more frequently before seeking dental visits — may reflect community

social norms and limited access to oral care.

Despite experiencing pain or discomfort in the past 12 months, only 17.6% of participants
perceived their teeth as bad or very bad, and 15.1% perceived their gums as bad or very bad. The
impact on quality of life over the past year was primarily in areas such as biting and chewing food,
feeling tense, being embarrassed, and avoiding smiling due to oral problems. This suggests that
these aspects of oral health may be more highly valued. Oral problems and their effects may be
issues that individuals cope with until pain and discomfort become significant, prompting a visit

to a dental facility. This approach may also reflect the norms of their communities.

Respondents with twenty or more teeth also had better knowledge and a more positive attitude
towards their teeth and gums. Good oral health knowledge and adherence to recommended
practices were associated with better oral health status (Sajjanshetty et al. 2019). However, only
a small percentage of participants (19.5%) in this survey showed compliance with minimum oral
health standards, and most had inadequate knowledge. Of these minimum oral health practices,
all reported to brush their teeth with toothpaste at least once a day. Additionally, more than 50%
experienced pain and discomfort in the past year. This indicates a need to improve the oral health
self-care practices of participants to enable them to promote oral health at the community level.
The fact that the psychosocial and aesthetic dimensions reportedly had the highest impact on the
quality of life of respondents suggests that they valued dental aesthetics and the social impact of

oral health more than the functional and economic aspects.

5.5.4 Oral health attitudes and practices of the respondents

Although most participants were positive about including oral health in their work roles, education
was seen as the most important service (95.6%), with screening (90%) and referral (86.2%) given
a less prominent role. The importance of education to improve community oral health was
highlighted in their comments on the inclusion of oral health in their function. Their lack of
knowledge on oral health was acknowledged by almost a quarter of the participants, indicating
that they would require training. They noted that they are ill-prepared for questions by

communities, and with better information, the situation in the community can improve.
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The way the participants view their role as CHWs is further reflected in comments about being
familiar with community lifestyle, having the trust of communities, and the potential for referral
to dental facilities. In terms of their personal oral health, most participants rated every aspect of
oral health as important. However, this positive attitude did not correlate with their dental visit
practices, which may point to a lack of access to these services. CHWs are primarily members of
communities where they work (69,2%%). As reported by nurse practitioners, community
members visit dental facilities when experiencing problems and do not always have positive
experiences at these visits. These CHWs may thus mirror the actions of communities. Similarly,
a Nigerian adult population reportedly had a positive attitude towards their oral health status,
while the majority reported poor oral health utilisation habits. The authors concluded that socio-

demographic variables may influence utilisation habits (Olusile, Adeniyi & Orebanjo 2014).

The oral health practices in participants' daily work activities primarily focused on health
education, particularly on teaching mouth cleaning (59.3%), the most frequent oral health activity
offered. Other aspects of oral health information, such as making dental referrals or checking the
mouth, were less emphasised, with less than 40% of respondents engaging in these activities
despite screening and referrals being part of their services. Only toothbrushing as a self-care
practice is noted as part of CHW services in the Healthcare 2030 (WC DoH 2014). This may
explain their ambivalence regarding the inclusion of oral health care in their services. Daily mouth
cleaning twice a day (75.7%) using a toothbrush and toothpaste appears to be the norm for
respondents in this study. A study of Anganwadi workers, who perform a similar role to CHWs,
found that 20% clean their mouths twice a day and 80% clean once a day using a toothbrush and
toothpaste (Pankaj ef al. 2005). In terms of minimum hygiene practices, brushing teeth once per
day, if done meticulously to remove all plaque deposits, is reported to be sufficient to prevent

dental caries and periodontal disease (Attin & Hornecker 2005; Marifio, Calache & Morgan 2013).

However, since most individuals struggle to achieve sufficient plaque control, it is recommended
to brush their teeth twice a day to maintain plaque control. This practice has been proven to be
effective in maintaining oral health (Attin & Hornecker 2005). Toothbrushing serves as a means
of delivering caries preventive agents, such as fluoride, to the surface of the teeth (Attin &

Hornecker 2005). Furthermore, brushing teeth twice daily with toothpaste containing fluoride
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enhances the effectiveness of fluoride toothpaste in reducing the occurrence of caries (Marifio,

Calache & Morgan 2013; WHO 2022).

The fact that 17% of participants had never visited a dental facility and most others attended
mostly when experiencing problems suggests a lack of access to oral care and/or support for the
fact that individuals in lower socio-economic communities attend a dental facility when they are
symptomatic. A small percentage (19.5%) met the minimum criteria of twice daily toothbrushing,
using fluoridated toothpaste, and a dental facility visit within a two-year period, indicating that

respondents in this survey, overall, had inadequate oral health self-care practices.

Important predictors for improved oral health among auxiliary workers were visiting a dentist in
the previous six months, toothbrushing twice a day, and changing their toothbrush every three
months (Sajjanshetty et al. 2019). A Brazilian study involving adults found that those with lower
oral health literacy tended to use emergency dental services, sought dental services motivated by
pain, evaluated dental services as not being good, as well as being linked to plaque biofilm and
having a greater impact on the quality of life (Batista, Lawrence & Sousa 2017). The personal
experiences of dental care of participants in this survey may be contributing factors to the lack of

attention given to providing dental screening and referrals in their work roles.

When considering the correlation between the knowledge of oral problems in the KMPSS,
attitudes towards incorporating oral health into their scope of work, and their oral health practices,
a positive correlation between attitudes and practices was found. These findings highlight that
simply improving knowledge through education as an oral intervention for CHWs may not be
sufficient to influence their attitudes and practices. If oral health is to be incorporated into their
scope of work, the framework by Katigbak ef al. (2015) suggests that training should include
more than just improving oral health literacy. Actions to influence CHWs personal oral health

attitudes and practices as referent persons in their communities are necessary.

Attitudes and behaviours towards dental health are the culmination of individuals' life experiences
and events through primary, secondary, and tertiary socialisation. By extension, their health
perceptions are determined by influences from childhood, through school, and into adulthood

(Freeman 1999). Considering the perceptions, attitudes, and behaviours of respondents in this
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study, it is likely that their dental socialisation experiences were inadequate, reflecting the
communities they come from. CHW-led programmes aim to improve access to health through
education, promotion, supportive preventive services such as screening and referral, and some
basic treatment. Incorporating personal oral health improvement into CHW training could be
beneficial. This approach would create an opportunity to influence social norms, enabling CHWs
to promote oral health from positive personal experiences. These positive experiences could
significantly impact how respondents perceive and define their oral health, better preparing them

for the integration of oral health into their work functions.

Limitations of this survey is that it relies on self-reported information from CHWs regarding their
practices and attitudes. This introduces the possibility of overreporting, as CHWs may mention
what they think the researcher and their NGO expect of them. Additionally, participants may have

positively reported on daily practices like toothbrushing, which is a widely known practice.

5.6 CONCLUSION OF CHAPTER

This survey finds that participants' perception of themselves as core members of the healthcare
service, providing services within the community and serving as the link between the facility and
community, aligns with their proposed role in the healthcare system. They perform a
comprehensive range of services, making the integration of oral health into these services feasible.
However, significant challenges such as community acceptance and safety noted in their current
work may indicate that structural changes have not kept pace with the evolving role of CHW
programmes. These challenges are well-documented in the South African literature and may be
impacting their capacity to fulfil the current CHW programme. Of particular concern is that these

factors inhibit the much-needed integration of oral health into the rPHC approach.

Participants ' oral health knowledge and practices were generally inadequate with respect to their
personal oral health, oral problems in their communities, and providing oral health services to
communities. Although many experienced oral problems in the past year, most did not perceive
their oral status to be poor. Yet their attitude towards the inclusion of oral health into their work

roles was overwhelmingly positive, indicating that oral health is seen as part of overall health.
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The COPC approach the rPHC approach advocates that oral health be integrated into the health
system and provides the structures to do so, recognising its importance as integral to general
health. The HCBC component, largely serviced by CHWs, acts as a vehicle to extend access to
oral health into family and community systems. This survey shows that participants require
interventions to improve their personal oral health and training that would allow for the integration
of oral health into their services. The range of services that CHWs provide should facilitate oral
health to be integrated into education, screening, and referral services at a minimum. Such
integration should occur at the level of the CHW programme, which includes training, provision
of resources, supervision, and referral pathways and information systems that can be used to
monitor and evaluate services. Therefore, oral health should not be seen as an add-on, but rather

as integration at the level of the CHW programme as well as the services they perform.

A long-term commitment to CHWs as health workers within the PHC system is a prerequisite for
sustainable health intervention programmes that engage CHWs (Huang ef al. 2018). The
commitment of respondents to their role in the community is evident from the results of this
survey. Such a commitment requires an investment in their training, at a minimum, while
considering the significant challenges raised. This survey highlights that health worker
programmes instituted without the necessary structural changes to support such programmes may

face significant challenges that could impact the success of those programmes.
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CHAPTER 6
ORAL HEALTH WITHIN THE rPHC APPROACH - A
DOCUMENT ANALYSIS

6.1 INTRODUCTION

Chapter 5 discussed the oral health knowledge, perceptions, and practices of CHWs in both their
personal lives and professional roles. Health policy documents shape a country’s healthcare
philosophy and provide guidelines for implementing mechanisms to achieve the goals and
objectives outlined in these documents. The literature on health policy reviewed in chapter 1,
motivates for a deeper exploration to fully understand implementation of POHC in Western Cape.
The previous chapters examined the perceptions, practices, and implementation of POHC within
the broader context of PHC. This chapter focuses on how oral health and POHC, within the PHC
approach are articulated in policy documents. The research was conducted through document
analysis. The chapter begins with the background of the research, followed by the methodology,

discussion, and conclusion.

6.2 BACKGROUND

Comprehensive PHC, as informed by the White Paper for the Transformation of the Health
System, was intended to develop a unified national health system (NHS) to provide quality care
to all citizens (Department of Health [DoH] 1997). Ultimately, fragmented health services at all
levels were expected to be unified into a comprehensive and integrated NHS that signalled a
paradigm shift from a vertical and medically dominated approach to a more holistic approach to
healthcare provision (DoH 1997; Naledi, Barron & Schneider 2011). This process of
transformation required oral health, as one of the previously vertical programmes, to be integrated
into the PHC approach (DoH 1997). However, the literature indicates that oral health has not been
fully integrated into the PHC philosophy, and POHC remains limited within the PHC system
(Smit, Barrie & Louw 2017; Thema & Singh 2017; Bhayat, Madiba & Nkambule 2020). An
exploration of health policy statements and descriptions from relevant health policies should
provide a background on how oral health and POHC has been perceived within the PHC context

in this transformation process.
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When analysing health policy documents, it is important to recognise that national health policies
provide a high-level vision and guiding principles for the health sector — in this instance, the PHC
approach. National health strategies, on the other hand, translate this vision into actionable plans
and programmes to achieve specific health goals. When examining oral health and POHC through
health policy documents, it is important to consider both the individuals involved in their creation
and those involved in the process of integrating them into the PHC system. According to Buse et
al. (2023), the people with the authority to make and implement policy decisions, as well as
decisions about the implementation process, have a significant impact on the content of policies
that ultimately affect people's health. Changes in the political and social environment, as well as
changes in the role players involved in policy development, can therefore have an impact on all
aspects of health and oral health provision. Within this framework, an examination of relevant
health policy documents produced after the publication of the White Paper for the Transformation
of the Health System (DoH 1997) can provide insight into how decision makers in the reformed
health system perceived oral health and POHC, and how this perception translated into the current

system.

Evidence of the integration of oral health within the broader PHC system should be visible in
statements of oral health and POHC, their content and implementation processes, and in other
health policy documents. Even when health policy statements are present, one should be aware of
factors that hinder such integration. Molete et al. (2020) reported barriers such as poor alignment
between policy and its implementation, limited resources, and inconsistent application of policy
to the integration of oral health. Further challenges reported were a lack of political leadership in
health policy, difficulty in implementation, discipline-focused education, poor continuity of care,

limited services, and failure to address patient needs (Molete et al. 2020; Harnagea et al. 2017).

In South Africa, concerns raised were that PHC facilities were not equipped to offer the POHC
package, that oral health was not valued, and that PHC managers were not fully informed of the
requirements of oral health services (Smit et al. 2017; Thema & Singh 2017; Bhayat et al. 2020).
Conversely, supportive policies and resource allocation, interdisciplinary education, collaborative
practices between healthcare professionals, the presence of local strategic leaders, and

geographical proximity facilitated such integration (Harnagea et al. 2017).
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The view that oral health services and POHC were not appropriately integrated into the
philosophy of PHC is supported by literature. Multiple provinces in South Africa were found to
prioritise extractions as the primary form of treatment, citing a lack of resources and low value
placed on oral health as concerns (Smit et al. 2017; Thema & Singh 2017; Bhayat et al. 2020).
This and other literature (Singh, Myburgh & Lalloo 2010; Thema & Singh 2019) emphasise the
need to explore policy statements presented in health policy documents regarding the integration
of oral health into the PHC approach and the perception of POHC within the wider health system.
Health policy documents have been a valuable data source in both qualitative (Bowen 2009) and
quantitative research. Document analysis has been used as a research methodology to evaluate
oral health policy (Singh et al. 2010; Mukhari-Baloyi et al. 2021). Additionally, document
analysis has been employed to inform the revision of competency frameworks and is an efficient,
low-cost method for updating competency standards in resource-poor environments (Allen &

Palermo 2022).

This research explores the extent to which relevant health policy documents reflect the vision of
POHC in the context of PHC and rPHC, as well as their ability to guide the implementation
process. Document analysis was chosen as an appropriate methodology for this part of the study,
as it was supplemented by and triangulated with data from interviews with PHC managers, oral
health professionals, and nurse practitioners, as well as a survey of CHWs in this thesis. The
research addresses the question: “What were the perceptions of oral health and POHC within the
context of PHC and how are these articulated in policy documents? The objective was to explore
how oral health is articulated in policy documents that inform or guide the implementation of

POHC within the PHC approach.

6.3 METHODOLOGY

6.3.1 Study design

The study was conducted through document analysis, which took place from October 2023 to
February 2024. In this study, health policy document analysis was employed to describe the
content or categorise the approach to health problems in existing policies. The included
documents consisted of official documents such as policies and strategies for a specific health

domain, implementation documents like training manuals or work tools, and legal documents such
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as laws and regulations. The READ approach to document analysis (Dalglish et al. 2020), as
described in the Methodology chapter was utilised in this study.

6.3.2 The READ approach to document analysis
The four-step READ approach as applied to this research is presented below.

6.3.2.1 Step 1: Ready materials

In this research, health policy documents were defined according to Singh ef al. (2010), where a
health policy document is understood to include any policy statement, strategic plan, or policy
guideline developed by the DoH in South Africa. Both national and provincial health policy
documents were considered, including policies, strategies, and operational plans. Artefacts, such
as training manuals demonstrating the application of policies in a health setting, were also reported

as artefacts.

Inclusion criteria and document selection

Health policy documents relevant to the direction and implementation of oral health and POHC
within the context of the PHC and rPHC approach were purposively selected. The official
documents included policies, policy directives, and strategies concerning oral health and PHC.
Artefacts, such as training manuals or work tools (e.g., booklets), were also considered. These

documents were produced by national, provincial, or district health departments.

Only documents produced after 1997 were included, as the White Paper on the Transformation of
the Health System (DoH 1997) was published that year. The number of documents was not
predetermined, as the research sought documents that would provide insights into the perceptions
of oral health and POHC within the PHC approach. The search for documents involved consulting
DoH websites and conducting online searches for documents known to the researcher, including
the Oral Health Policy and Strategy. Additionally, documents and artefacts provided by key

informants were included.
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Table 6.1: The sample of documents included in the analysis

1. Oral health related

documents

2. Health related

documents

3. Artefacts

. National Policy for Oral
Health in South Africa
(NPOH) (DoH 2004)

. National Oral Health

Strategy of South Africa
(draft) NOHS (DoH 2010)
Comprehensive Oral
Health Plan for the Health
Districts and Facilities

(WC DoH, 2010) final

. Healthcare 2030, Road to

Wellness (WCG DoH,
2014)

Conceptual Framework for
the Implementation of the
Community-Orientated
Primary Health Care
(COPC) in the Cape Town
Metro District Health
Services (WCG 2017).

‘Road to Health’ booklet
(DoH 2018)

Health for All — Health
promotion tool for CHWs
(DoH ND)

draft.

The sample of documents was categorised into three groups, as outlined in Table 6.1. The first
group consisted of policy documents specifically related to oral health and POHC. The second
group included policy and implementation documents related to PHC. National level PHC
documents were excluded, as they were already discussed in the literature review earlier in the
thesis. The third group comprised artefacts, which provided examples of PHC implementation

(including oral health) at the district level.

6.3.2.2 Steps 2: Extraction of data

A data spreadsheet was developed by the researcher to extract information based on the elements
of PHC and POHC, as well as other relevant elements indicated in the conceptual framework
used. During the data extraction process, the researcher began by skimming through the
documents, then proceeded to read them thoroughly for meaning. Elements identified in the data
sheet were highlighted in the text and entered into the spreadsheet. Notes were taken during this
process to document summary statements or alternative terminology indicated in the data
spreadsheet. Governance structures, strategies, and concepts were also highlighted in the text

and described in paragraphs or tables. Rich data, including quotations and summaries, were
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extracted from the documents. The data ranged from basic information such as document titles,
authors or stakeholders, document dates, and elements of PHC, to more in-depth descriptions of
concepts and strategies related to PHC. Box 6 outlines the specific data elements, identified
based on the conceptual framework of this study, that were recorded from the source documents.
The clear framework of elements explored, and the rich data extracted from the documents,

including quotations and summaries, ensured the validation of findings.

This approach allowed for additional data to be included in the data extraction step, based on
notes made during the reading of documents and extraction of data (Dalglish et al. 2020).
Additional data included characteristics of the document and governance structures. Oral health
goals and indicators were also added, as they could demonstrate alignment between the aim of
the document and its implementation. These additions contributed to the narrative description of

the findings, in addition to the core data elements.

The codes and data elements indicated in Box 6.1 were in the context of the model used in the

rPHC approach.

Box 6.1: Codes and data elements used for data capturing

The following codes and data elements were used for data capturing:

1. A description of documents, including the stakeholders involved.
2. The view of PHC, rPHC, and POHC as indicated in the documents.
3. Elements of PHC:

Promotion (oral health)

IS

Health education

Prevention (oral health)

/e o

Equity
Community engagement/participation
Affordable, available, and accessible services

Use of appropriate technology

= @ oo

Evidence base
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1. Integration of services

j. Interdisciplinary care

k. Universal cover

1. Self-care and self-reliance

m. Support mechanisms

n. Appropriately trained staff (SoP)
4. Implementation of POHC:

a. Oral health strategies

b. Professional roles (SoP) for implementation

Comprehensive care, life course, and a team approach are embedded in the above.

6.3.2.3 Step 3: Data analysis

The third step involved interpreting the data in relation to the research questions and overall aim
of the study. Both content analysis and process tracing were employed, as they were suited to
addressing the research questions. Content analysis was used to explore the presence of key terms
and statements describing relevant elements (Box 6.1) and to identify emerging themes, as well
as variations within and between documents. Process tracing, on the other hand, helped to
combine multiple sources of information, establishing a chronicle of events that reflected the
social and political processes involved, thereby creating a narrative of the policy cycle (Yin 1994).
The production dates of the selected documents made process tracing particularly useful, as it
highlighted how perceptions of oral health and POHC evolved over time and varied among

different policy document producers.

6.3.2.4 Step 4: Distil the findings — synthesis from the previous steps

Document analysis is complete when saturation is achieved, and the researcher has acquired a
satisfactory comprehension of the phenomena under investigation. At this stage, the researcher
reviewed the notes taken during the stages of readying, extraction, and analysis, and made
necessary updates to incomplete areas, if applicable. Through the process of distillation, the
researcher was able to present findings that are pertinent to the research question and draw

appropriate conclusions. The analysed data underwent further refinement using summaries,
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tables, and figures. The results were subsequently followed by a discussion and conclusion of the

document analysis (Dalglish et al. 2020).

6.3.3 Trustworthiness

The quality of the documents was assessed prior to inclusion, guided by the criteria of authenticity,
credibility, and representativeness. These criteria evaluated the origin of the evidence, the
presence of any distortions or errors, whether the evidence was typical of its kind, and whether

the meaning was clear and comprehensible.

Representativeness was ensured by including the National Policy and the National Strategy on
oral health and a Western Cape provincial plan for oral health. These were the NPOH (DoH 2004),
the South African NOHS-draft (DoH 2010) and the Oral Health Plan of the Western Cape (WC
DoH, 2010). Oral health plans of other provinces were excluded as these did not relate to the
research question. Provincial health documents of the Western Cape province that would shed
light on PHC and POHC included the Healthcare 2030 report (WCG DoH 2014) and the COPC
Framework (WCG DoH 2017). These documents located oral health within the PHC approach.
National health policy documents were excluded as these where relevant were included in the
literature of this study. Artefacts, such as implementation tools used by healthcare workers in the
Western Cape, were included as these would provide insight as to the implementation and
philosophy informing POHC. Together, these documents provided a comprehensive sample to
inform how oral health and POHC are articulated in health policy documents, particularly with
reference to the WCP.

The authenticity and credibility of the documents were verified by their status as primary sources,
developed by the DoH, and sourced from official DoH websites or as signed hard copies from
relevant individuals within the Provincial DoH. Policy, strategy, and implementation documents
contained the expected components, their origins were clearly noted, and all documents were clear

and comprehensible.

To ensure the credibility of the findings, a rigorous data analysis process was followed (Dalglish
et al. 2020). Dependability was maintained by keeping a detailed audit trail, documenting all

stages of the research process and decision-making. Records of data collection, analysis, notes,
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and document drafts were systematically labelled and stored both electronically and in hard copy.
Triangulation within and between documents helped ensure an adequate and relevant sample,

contributing to the overall trustworthiness of the study.

Peer debriefing (Creswell & Creswell 2018) was used to enhance the accuracy of the results
through discussions with supervisors, one of whom is a specialist in dental public health. This
process further supported the confirmability of the results and helped develop a clear audit trail.
Additionally, an oral hygienist in an academic position independently reviewed the two

implementation artefacts.

The systematic application of the READ approach enhanced procedural rigour, addressing
concerns related to validity and reliability (Dalglish et al. 2020). The research question, along
with key elements from the conceptual framework, guided the READ process, further contributing
to the trustworthiness of the findings. Data collection was done between October 2023 and

February 2024.

6.4 RESULTS

Seven documents were purposively selected for analysis. These included three oral health policy
documents, two general health policy documents, and two artefacts, as outlined in Table 6.1. The
results were presented in three stages: first, an overall description of the policy documents;
second, a narrative description of the data extraction and analysis for each document; and finally,

a distilling of the data to produce the outcomes of the document analysis.

6.4.1 Description of the documents

Each document was described individually, detailing its date, authors and/or stakeholders
involved, the level of stakeholder engagement, its aim or purpose, and its role within the
healthcare system (see Table 6.2). In the area of oral health, the NPOH of South Africa was
followed by the NOHS for South Africa and the Comprehensive Oral Health Plan (COHP) for
health districts in the Western Cape province. Health related policy documents included the
Healthcare 2030 report and the COPC framework for the Cape Metro District Health (MDH)

services, both being informed by national PHC policy documents.
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The artefacts originated from health plans and strategies, offering support and guidelines for
implementation at the community level. The Road to Health booklet was designed as a record to
guide and monitor child health, including oral health milestones from birth, and was provided to
parents for tracking their children's health visits. Additionally, a health promotion tool was
developed to aid CHWs and health professionals in patient education, home-based care, and

broader community education.
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Table 6.2: Description of documents included in the analysis

the Health Districts and

Househam, (HOD

Health Services and

Document Date | Author(s) Stakeholder Context of the document

engagement

e National Policy for Oral | 2004 | DoH No information The policy presents the goal of promoting
Health in South Africa the oral health of the population of South
(NPOH) Africa by preventing and restricting oral

diseases to ensure optimum oral health,
where the underlying philosophy is based
on the PHC approach (p. 1).

e National Oral Health 2010 | DoH and Oral National DoH and all | The aim of the strategy is to improve the
Strategy of South Africa Health oral health oral health of all South Africans and is
(draft) (NOHS) Stakeholders stakeholders intended to provide guidelines or a

framework for provinces and/or districts to
assist in the development of operational
plans that address the priorities of
communities at a local level (p. 5).

e Comprehensive Oral 2010 | WC DoH 2010. OHPs and health The plan provides a framework to facilitate
Health Plan (COHP) to Signed by C. managers (District the reshaping of oral health services in the

province. It also provides a guide to
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Facilities (Western Cape

province)

— Health, and
Minister of

Health, Western

Programmes,
Provincial Top

Management, and

resource allocation and implementation of

oral health programmes across the

healthcare service platform in compliance

Cape) affected institutions of | with national and provincial policies.
higher learning).
Healthcare 2030, Road | 2014 | WCG DoH, 2014. | Reference to The report presents the reorganisation of
to Wellness Signed by T. individuals and PHC services in line with Vision 2030 of the
Botha, WC organisations that WCG DoH, using a strategic framework for
Minister of contributed to the the department that includes a set of
Health, and Prof | document. planning parameters and tools to be applied
C. Househam incrementally.
(HOD — Health,
WC)
Framework for the 2017 | MHS Services Task team from within | The framework provides a vision and

Implementation of
COPC in the Cape
Town Metro District

Health Services

the MHS. Co-creation

meetings with

stakeholders.

proposal for a course of action to assist the
MHS in reorientating aspects of the service
package for the integration of wellness
services into HCBC services.

The document operationalises the Wellness

2030 report
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Promotion Tool for

CHWs

nutrition, and oral

health cluster (DoH)

e Road to Health booklet | 2018 | DoH No information The booklet presents information for
(updat parents and health workers on how to raise
ed) a happy and healthy child, record the

child’s growth and development, is used as
a monitoring tool to ensure the child gets
the care they need at the right time (p. 1).

e Health for All - Health | ND DoH Health promotion, A health promotion tool for PHC facilities

and CHW . It provides information on basic
health  messages  that  should  be
communicated to individuals, families, and

other groups within the community.

To maintain consistency, the term "stakeholders" was used to describe the contributors to the documents, even though terms like "task

team" and "members" were also used within the documents themselves.
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6.4.2 Data extraction and analysis: A Narrative description of documents

The data extraction and analysis of each policy document are presented below. Data extracted
included the view of POHC in the context of PHC, strategies and services to guide the
implementation of oral health services and POHC, governance and PHC, and professional roles
and oral health/POHC. The artefacts were described in terms of evidence of PHC, the application

and description of the document, and the inclusion of oral health components.

6.4.2.1 NPOH for South Africa (DoH 2004)
The underlying philosophy of the NPOH was based on the PHC approach, where POHC services
were viewed as basic oral health services within communities and facilities that were directly

accessible to patients from those communities.

The view of POHC in the context of PHC

The basic philosophy statement included the following elements. There should be appropriately
trained manpower to meet the needs of the community. Communities should be consulted and
involved in the implementation of services that are scientifically justified and evidence based.
These oral health services should be accessible, equitable, and provide optimal benefits to the
entire community. Services should also be affordable for both users and providers. Facilities and
equipment should be appropriate, using local technology where possible, with the aim of

empowering communities towards a state of self-care.

POHC is described as “basic oral health services that are deployed within communities utilising
facilities that are directly accessible to patients from the communities concerned” (DoH, 2004: p.
10). This basic philosophy statement aligns with the definition of PHC (WHO, 1974), a clear
indication that the oral health policy entrenched the philosophy of PHC. POHC is described within

the broader scope of dental care services.
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Strategies and services to guide the implementation of oral health and POHC

POHC services were presented as clinical and non-clinical activities. Clinical services included
preventive services for individual patients, emergency dental treatment, relief of pain and sepsis,
restoration of teeth using direct conservative procedures, preliminary diagnosis of oral anomalies

and diseases, and the referral of patients to secondary hospitals for further treatment.

Non-clinical services included community-wide oral health education, oral health instruction,
and preventive programmes at schools and other institutions, as well as screenings for early

detection of oral diseases at these locations to ensure timely treatment.

Although the document was formally published in 2004, it references the establishment of a
national oral health database prior to the end of 1993 and sets national objectives for specific age

categories to be achieved by the year 2000.

The data suggests that the policy was already in development prior to 1993, reflecting the forward-
thinking approach of stakeholders in policy formulation, influenced by their understanding of
PHC within a system historically characterised by vertical health programmes. While the policy
statement firmly embraced the principles of PHC, the strategies and services outlined were not
fully aligned with the core elements of POHC. For example, although the philosophy included
community empowerment, the actual strategies focused more on school children and specific

groups rather than on empowering entire communities.

Health promotion was either absent or not explicitly integrated into the services and strategies
outlined. Despite the policy’s stated aim to promote oral health across South Africa's population,
its implementation was narrowly concentrated on clinical services across life stages and health
education. The interchangeable use of terms like "health education" and "instruction" did not fully
support the concept of community empowerment. However, the clinical services provided were

appropriate for addressing the primary oral health needs based on the reported disease profile.
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Governance, oral health, and POHC

Policy implementation was entrusted to the authorities responsible for providing public oral health
services. Institutions responsible for training oral health professionals were allowed to determine
their internal policies, while the categories and numbers of oral health personnel to be trained
were to be decided in consultation with the Committee of Deans, the subcommittee on Oral Health
Matters, and the Department of National Health and Population Development. The latter
department was also responsible for setting requirements for the procurement of dental equipment
for public oral health services, as well as for oral and dental training hospitals. It also oversaw the
collection of national oral health data and information, with assistance from relevant stakeholders

and institutions.

The data indicate that authority and thus planning over the development and allocation of human
and material resources, as well as data collection, was centralised at the national level. The
Committee of Deans, given its representation across several provinces, can be seen as operating
at a national level. Although the policy references the philosophy of PHC, there is no explicit
statement that the training of oral health professionals should reflect a PHC approach. The
devolution of authority for policy implementation to the provinces, as required by the PHC
framework, would necessitate a clear process to guide such changes in subsequent policy and

implementation documents — a process that was outside the scope of this document.

Professional roles and POHC (SoP)

The allocation of oral health manpower was designed to meet the specific demands for oral health
services within communities. Various professional groups were tasked with providing these
services, including oral hygienists for oral health educational tasks, dentists for comprehensive
curative services, dental therapists for basic curative services, and community dentistry specialists
who primarily operated in non-clinical capacities. Additionally, oral health educators, including
nursing and teaching staff, were employed for educational purposes, while CHWs were recruited

locally and trained to deliver services within their communities. Personnel norms for the different
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oral health professions were established in relation to population needs, informed by documents

such as the NOHS 1988/89 (DoH 1994).

Since the use and production of oral health professionals were expected to align with community
needs, the limited availability of oral health data raises questions about how manpower
requirements for these services were, and continue to be, determined and evaluated. The
established professional roles largely maintained the traditional clinical scope, without clear
integration of elements of PHC into the responsibilities of oral health professionals. There was,
however, an acknowledgment that improving oral health could not be achieved by oral health
workers alone. Engagement with professionals in education, healthcare, and the broader
community was recognised as essential. This perspective reflects a degree of community
involvement and interdisciplinary collaboration. The training of non-oral health workers pointed

to an expanded role for oral health professionals, aimed at increasing access to oral health.

6.4.2.2 National Oral Health Strategy for South Africa, 2010 (DoH 2010)

The 2010 NOHS-draft provided guidelines to provinces and districts for adopting priority
strategies, target groups, and indicators to refine their operational plans for oral health. The
document emphasised that the national philosophy of oral health should be reflected in these local

operational plans.

The strategy provided a comprehensive document that aimed to improve the health of all South
Africans overall. It included a context, objectives, national goals, the delivery of services
including PHC services, functions at a national, provincial, and district level, the monitoring and
evaluation of services, the role of academic oral health centres (AOHCs), the resources required,
as well as communication between the national and provincial levels to ensure the implementation

of this strategy.
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The NPOH is acknowledged as a source document in this strategy. Although PHC is not explicitly
mentioned, the national oral health philosophy is aligned with the PHC approach. Despite offering

a comprehensive strategy, as of 2024, it remains a draft policy document.

View of POHC in the context of PHC

Oral health was described as integral to general health (integration and intersectoral
collaboration) and social determinants of health were acknowledged (PHC). The importance of
involving individuals and communities in preventing or mitigating health risks was highlighted
(self-care, community engagement/participation). Oral health was recognised as more than the
absence of disease, being linked to its impact on quality of life. The objectives with respect to
POHC were basic oral emergency care for all citizens, prevention of oral diseases and promotion
of oral health, development of population-oriented interventions, integration of oral health across
health disciplines and sectors, and the implementation of interventions based on evidence.
Additional objectives included the adoption of customised local oral health operational plans,
provision of secondary and tertiary care for all citizens (life course approach), all of which
reflected elements of the PHC approach. The strategy was based on the principle of equity to

ensure that benefits were available to the entire population (universal cover).

Although the term “oral health” rather than “POHC” was used, several elements of PHC were
indicated, while others were implied in the general description. For example, oral health being
integral to general health suggested integration and intersectoral collaboration. Additionally, care
of all citizens suggested universal cover and a life course approach. Integration was clearly
envisioned beyond the domain of oral health. The strategy was not limited to POHC as reference

was made to primary, secondary, and tertiary care.

Strategies and services to guide the implementation of oral health and POHC
The main oral health problems in the country were identified, with an argument made for an
appropriate set of public health-driven, population-wide oral health strategies. Comprehensive

guidelines were directed at oral health managers and service providers. The guidelines included
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planning national oral health programmes, facilitating population-wide initiatives to promote oral
health, integrating oral health promotion strategies and programmes with other health care
programmes and strategies, customising and delivering locally relevant oral health strategies,
monitoring and evaluating effective strategies, conducting ongoing strategy reviews and
development, and facilitating and promoting the participation of the NDoH in all matters relating

to AOHC:s.

The strategy supported evidence-based approaches as recommended by the WHO. These
approaches included the effective use of fluoride; health, diet, and nutrition; oral health for
children and youth; integration of oral health promotion into general health promotion; addressing
social determinants of oral and general health; common risk factors associated with disease; the
relationship between oral health and quality of life; HIV/AIDS and oral health; oral health

reporting and information systems; and oral health research to support evidence-based practice.

Specific strategies included devising health promotion strategies with stakeholders involved in
general health concerns, population-orientated interventions such as fluoridation, school or mass
media campaigns, policy and protocol initiatives, tobacco control legislation, food labelling, and
food-based dietary guidelines. The strategy also called for the inclusion of relevant oral health

policy elements in other intersecting health policies or strategies.

National goals for 2020 included both treatment and service delivery objectives (as outlined in

Table 6.3), with potential interventions described at the provincial and district levels.

Table 6.3: National goals for 2020 (DoH 2010- draft)

National goals for 2020

Treatment Increase the percentage of children under 6 years who are caries free to 60%.
Goals Reduce the DMFT at age 12 to 1.0.
Prioritise child oral health, focusing on school-based preventive programmes,

such as:
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o Fissure sealants (Grades 1 and 7).
e Toothbrushing with fluoride toothpaste at primary schools (50%).
e Education package for mothers attending antenatal clinics (80%).

e Oral health education and toothbrushing for children attending créches

(60%).
Service CHC:s should offer a POHC package (100%).
Delivery Mobile clinics and portable equipment should be provided where access to oral
Goals services is limited.

Oral health outreach to special groups should be included in provincial and
district. operational plans (elderly, physically and mentally challenged, orphans,

those receiving home-based care).

The national goals for 2020 included goals and suggested interventions for each major oral health
problem in the country, along with clinical indicators to measure progress. These interventions
emphasised clinical care, health education, tobacco prevention, toothbrushing programmes,
screening, referrals, and preventative measures. Dietary guidelines and fluoridation were also

included.

Based on the data, although the strategy's objectives are comprehensive and reference approaches
such as the CRFA and cross-disciplinary integration, the treatment and service delivery goals for
specific oral health issues are narrowly defined and misaligned with objectives that incorporate
PHC elements. The focus on school children through education, brushing programmes, and
fissure sealants addressed self-care, fluoride exposure through toothpaste, and clinical prevention
through sealants. The inclusion of women attending antenatal clinics highlights prevention efforts
by targeting known risk factors. However, outreach primarily targeted special needs groups rather
than taking a population-wide approach. Overall, while the treatment and service delivery goals
incorporated POHC, they did so in isolation, reducing evidence-based approaches to a narrow

focus on oral health. These services and programmes aimed to increase access to care, mainly for
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children, without considering the broader family, social, and community systems in which

children live.

While tobacco, fluoridation, dietary guidelines, alcohol use, and the common risk factor approach

were mentioned, they appeared only minimally in the strategies designed to meet the set targets.

Governance and POHC

The document outlined responsibilities at the national, provincial, and district health levels. The
national DoH would lead the oral health strategy, establishing national norms and standards for
service delivery. This included a comprehensive PHC service package, a national oral health
promotion framework, dental maintenance guidelines, and community and home-based oral

health care.

The provincial government was tasked with preparing, implementing, and reviewing a provincial
oral health operational plan that prioritised strategies for preventing oral diseases and promoting
oral health. Oral health services in the province would be coordinated through planning, support,
and evaluation at all levels of care. An agreed-upon minimum set of oral health data from districts

and regions was to be collected and analysed for review at district, provincial, and national levels.

The DHS was responsible for preparing a customised set of interventions and targets based on the
specific needs, determinants, and circumstances of each community. These strategies were to be
cost-effective and evidence-based, focusing on disease prevention and health promotion
measures. A set of “basic oral health care services”, would also be collected, analysed and
disseminated. The DHS was to ensure that oral health was included in a comprehensive district
health plan, that oral health staff were part of the district organogram, and that dental equipment
was available at CHC facilities. Health information, including the oral disease profile, risk factors,

and healthcare delivery data showing performance levels, was to be monitored and evaluated.
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The document highlighted that a successful oral health strategy required political will, community
participation, and appropriate funding and resources (both human and capital). It stressed that the
principles of the strategy needed to be operationalised at all levels of health care delivery to ensure
access and accountability. However, a substantial aspect of this strategy involves school,
CHC/PHC facility, and community-based care, with no evidence of stakeholder involvement from
health and education sectors in the strategy’s development. Guidelines for integrating oral health
into health systems were provided as a list of actions to be implemented at national, provincial,
and district levels, yet these were not aligned with the national service delivery and treatment
goals. Guidelines were also developed for oral health managers and service providers, despite oral
managers not being a feature of the PHC system. While community participation was highlighted

as a supportive factor, there was no indication of actual community involvement in the strategies.

Professional roles and POHC (SoP)

Oral health human resources were intended to be part of the integrated health human resources
plan, comprising dental assistants, dental technicians, oral hygienists, dental therapists, dentists,
and dental specialists. However, the form and content of training remained undefined, with the
expectation that students in these categories would be equipped to perform tasks required by the
strategy. While professional roles were not explicitly defined, they were implied within the range

of clinical and promotional activities.

A comprehensive list of oral health professionals was included, and the services provided offered
some indication of which profession might assume responsibility for each service. However, the
specific role of each profession within the dental team was not clearly articulated, leading to a
situation where oral health professionals might perform a variety of services without a clear
connection to their professional expertise. This ambiguity is reinforced by the comment on
training students for specific tasks required by the strategy, rather than preparing them for roles

that would fundamentally improve oral health and embed POHC.
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6.4.2.3 The COHP for Health Districts and Facilities (WC DoH 2010)

This COHP aimed to serve as a framework to reshape oral health services in the WCP, with the
goal of improving population oral health, raising the profile of oral health, and shifting the focus
of service delivery. Provincial and district functions were clearly defined, with the province
responsible for policy development and strategy formulation, while districts were tasked with
designing intervention strategies and setting targets based on specific community needs,

determinants, and circumstances to ensure a minimum treatment package.

The plan prioritised addressing early childhood caries (ECC) and its associated risk factors,

including oral hygiene and dietary practices.

It outlined the operational strategy for oral health in the WCP, a function designated in the NOHS
(WC DoH 2010).

View of POHC within the context of PHC

The COHP was described in terms of promoting oral health, preventing disease, providing
appropriate treatment, and monitoring and evaluating oral health status. Proposed strategies were
based on evidence-based considerations. The significance of oral health within the health system
was emphasised with statements such as: “Oral diseases are not life threatening but affect almost
every individual during his or her lifetime, often resulting in pain and discomfort, expenditure on
treatment, loss of school days, productivity and work hours, and some are causing a degree of
social stigma” (WC DoH, 2010: page 1). The distribution of services across all levels of care was

outlined as 90% primary care, 8% secondary care, and 2% tertiary and quaternary care.

The terms PHC and POHC were not explicitly mentioned in the document; instead, it referred to
oral health services, with POHC implied through the suggested strategies. Elements such as
promotion, prevention, appropriate treatment, and evidence-based practices were specifically
related to oral health. Based on the data presented, the limited inclusion of PHC elements and the

absence of a clear definition of primary care may suggest that the authors did not fully embrace
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the vision of PHC. However, the designation of 90% of care for primary services indicates the

importance placed on primary care within the oral health spectrum.

Strategies to guide the implementation of oral health and POHC

Strategies to implement the COHP were suggested with supporting evidence. First, an aggressive
oral health education and promotion programme focused on maternal and childcare to address
ECC. This programme would provide information on oral hygiene for both mother and child,
infant feeding practices, and dietary habits within mother-and-child settings. Second, fluoridation
of the oral environment was recommended through water fluoridation, school-based tooth-
brushing, or fluoride rinsing programmes for foundation-grade learners. The Department of
Education was to integrate oral health into their life skills programmes to support this initiative.
Third, selective pit and fissure sealant programmes were suggested, targeting Grades 1, 3 and 4
learners for permanent molar fissure sealants, along with a brushing programme for selected
children until their second permanent molars erupt. Lastly, a primary oral health treatment
package, aligned with the National Policy, was to be provided. This would include promotive,
preventive, and basic treatment services, with pre-school and school children as priority patient

groups.

The services outlined included screening of primary school learners in their first year, basic
conservative treatment for both primary and permanent dentition, and the use of atraumatic
restorative technique (ART) for primary dentition. Additionally, screening and basic conservative
treatment for permanent teeth were provided in the final year of primary school. The plan also
offered basic conservative care on demand for permanent teeth for learners in their second to sixth
year of primary school, as well as for high school learners and adults. Emergency care and

extractions were available for all groups.

Primary care in the plan addresses ECC by targeting known risk factors such as plaque biofilm,
fluoride exposure, and sugar consumption, focusing on children at specific stages of dental

development. Clinical interventions for children, such as fissure sealants and ART procedures,

240



align with the PHC approach by being evidence-based. School-based programmes, like
toothbrushing with fluoride toothpaste, aim to increase fluoride exposure and promote the removal
of plaque biofilm. This approach places the responsibility for oral self-care on children, a
vulnerable population, in a sense making children who do not have control of food choices,
purchase of dental materials such as toothbrushes and toothpaste responsible for maintaining their
oral hygiene. One should question how realistic this is as a goal. While the term "health
promotion" was used in relation to actions for mothers, the activities described were primarily
health education efforts. The emphasis on dental caries in children did not align with the plan's

broader goal of improving population health or fully reflect the PHC approach.

The strategies outlined primarily addressed risk factors for ECC, adopting an approach that views
the mouth and the child in isolation from the broader societal influences on oral health. This plan
appears to extend the treatment and service delivery goals of the NOHS (DoH 2010), which also

placed substantial focus on children and mothers.

Governance and POHC

The implementation plan proposed a management structure, creation of additional posts with
defined roles, and the establishment of a Provincial forum to facilitate closer cooperation between
district health services and the Oral Health Centre (UWC), along with costing for the oral health
plan. At the time the document was produced, the provincial organogram consisted of a Deputy
Director and a senior administrative clerk for oral health at the provincial level, and a Dental

Advisor to the Metro DHS.

The proposed provincial forum was to include members from academia, health management, and
oral health professions. This forum was to be convened by the Chief Executive Officer of the
Tygerberg Hospital complex with members including the Dean (Oral Health Centre), the Head of
Community Oral Health Department, the Chief Director of Oral Health Programmes, the Director
of Facility-based services, the Deputy Director of Oral Health services, the Senior specialist of

Oral Health services, the Control Oral Hygienist, and Chief Dentists.
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The data indicate that the proposed management structure, aimed at reshaping oral health services
in the Western Cape, effectively recreated a vertical oral health programme within the existing
framework. This organogram would require the addition of several new positions, such as the
Chief Director of Oral Health Programmes and the Control Oral Hygienist. The structure
positioned oral health in collaboration with facility-based services, aligning with the strategies of

a stand-alone oral health programme.

Of concern is that this document was produced by a task team with input from top management
in the province (Table 6.2), and a health economist was commissioned to determine the plan's
costing. However, the oral health component remained limited and not aligned with the broader
direction of PHC. Despite contributions from other players in the public health sector, the plan
reflects how oral health was perceived by those with influence to shape the direction of POHC.
The plan was released as a final draft to all levels of health involved, focusing on the
implementation of promotion and prevention strategies. It was noted that human and infrastructure

needs would be addressed once the organisational development investigations were completed.

Professional roles and POHC (SoP)
Oral health professions included dentists, oral hygienists, and dental therapists. Oral hygienists
were identified to carry out all preventive work. The scopes of practice for the remaining

professionals were implied in the range of treatments described.

For the additional posts proposed, the senior specialist would be responsible for conducting
epidemiological surveys, advising on public health issues, and liaising with local authorities on
water fluoridation. The control oral hygienist would oversee oral health promotion and preventive
services, organise and evaluate oral hygiene services, develop educational aids, and support local
districts. Chief dentists were tasked with implementing national and provincial policies at the
district level, monitoring, evaluating, and coordinating services, managing finances and human

resources per district, and reporting to the Deputy Director of Comprehensive Health. Control
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dental assistants were to manage and supervise dental assistant services, support the oral health
manager, coordinate and collect dental statistics, and assist with human resource functions related

to dental assistants in each sub-structure office.

The creation of these high-level structures may reflect recognition that integrating oral health into
the PHC system requires specific expertise and resources that could be lost if not adequately
recognised. However, instead of finding ways to fully integrate oral health into the PHC system,
the plan was presented as a stand-alone initiative with collaboration across different levels of

management within the health system, including the AOHC.

The NOHS (DoH 2010) provided a comprehensive strategy that had the potential to integrate oral
health into the broader health system, yet the guidelines referred to oral health managers in a
context where oral health was no longer a vertical programme. This plan (WC DoH 2010) appears
to expand on that approach, creating a structure designed to support the strategy without fully

embedding oral health within the existing system.

6.4.2.4 Healthcare 2030, Wellness report (WC DoH 2014)

A “whole of society” approach to improving wellness was a key pillar of Healthcare 2030 and
was an important strategic objective of the WCG. Key principles included striving for person-
centred quality care, adopting a person-centred approach, strengthening the DHS model,
promoting equity, a commitment to efficiency, and developing strategic partnerships. Embedded
in these statements was the integrated provision of care, continuity of care, and a /ife course
approach. In this approach, the community is expected to take responsibility (self-reliance) for
their health and wellness. Visible and responsive management and leadership at all levels of the
organisation were highlighted as critical to the successful implementation of the Healthcare 2030

report.

In this approach, communities were seen as active participants in their health and wellness. The

document acknowledged the role of broader social determinants and the extent to which
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communities can influence factors affecting their health, recognising these as key to enabling
individuals to take control of their own health. There is mention of the NHI, which, if
implementable, would support such communities. The document was produced “in-house” with

contributions from a range of individuals and organisations.

View of POHC in the context of PHC

Specific reference to oral health in the document was based on the recognition that oral conditions
are significant public health concerns due to their high prevalence, severity, impact on quality of
life, and the public demand for services. The growing epidemic of chronic diseases, including
cancers, was expected to increase the burden of oral conditions, underscoring the importance of
early detection through dental screenings. The potential for early identification of broader health
concerns through dental screenings was emphasised. The oral health service platform was to be
strengthened at all levels, with the largest investment directed towards PHC services. The focus
was to shift from curative care to an integrated approach of health prevention and promotion,

including education and advocacy for toothbrushing and fissure sealant programmes.

Strategies to guide the implementation of oral health and of POHC

The PHC service component of the health system served as the entry point into the care
continuum, accommodating most patient interactions across three distinct, inter-related service
delivery platforms: HCBC, primary care services (PCS) at health facilities, and intermediate care.
Together, these settings provided a comprehensive range of preventive, promotive, curative,
rehabilitative, and palliative interventions. PHC services rendered in schools, créches, old-age
homes, the workplace, and prisons were governed by service level agreements (SLAs) between

the department and the custodians of these sites.
Nurse-driven PHC included promotion, prevention, and rehabilitative care, with oral health

clearly articulated in the primary health package of care. The document highlighted that health

promotion initiatives within this platform required cross-sector collaboration, which was

244



facilitated by making PHC teams responsible for well-defined populations. As one of the PHC
services, oral health was implicitly embedded in the strategies outlined.

Home and community-based services, along with PHC, were to focus on promotion and
prevention. This included an integrated school health programme in partnership with the
Department of Basic Education, supervised daily toothbrushing with fluoride toothpaste, and
programmes at early childhood centres, créches, and selected primary schools. The promotion of
good oral health habits was particularly targeted at mothers and children. “Community care
workers” (CCW), the term used to refer to CHWs in the document, were to demonstrate the correct

and essential use of a toothbrush during home visits.

Primary care facilities were expected to provide basic oral health services, including pain relief,
treatment of oral infections, extractions, simple fillings, and emergency denture repairs. The
department was to continue advocating nationally for water fluoridation, recognising it as one of
the most cost-effective oral health strategies. Specialised services for complex conditions were to

be provided at central hospitals and AOHCs, with outreach and support to the DHSs.

The document refers to "basic oral health services" rather than POHC services. While preventive
services were emphasised in the strategies, they were not explicitly mentioned in the description

of the basic services provided.

The document highlighted that oral health was recognised as an important aspect of overall health,
as oral health services were to be provided at all three levels of the healthcare system. Oral health
was also to be integrated into the roles of other health workers, with the largest investment in PHC
services designated for oral health. However, despite the significant burden of oral diseases, they
were not explicitly mentioned, possibly due to the lack of updated data on oral health status. Other
chronic diseases and health concerns mentioned, such as maternal and child health, HIV,
tuberculosis, trauma from road accidents, and non-communicable diseases like diabetes, were

likely to have oral health impacts.
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Specialised services were indicated for the AOHCs. The document also referenced SLAs between
the department and custodians of service sites, such as schools, and specifically mentioned a

partnership with the Department of Basic Education.

Governance and POHC

The WCG developed its UHC approach as a response to the Green Paper on the NHI.
Strengthening of the DHSs and PHC re-engineering, leadership and management development, a
focus on quality improvement and compliance with the national core standards, and the
strengthening of information and other management systems and processes were parts of the NHI

that were supported in the document.

The data showed the application of the rPHC through the service structure of the platform. The
inclusion of oral health across the services was an indication of the application of the principles
of PHC to health holistically. The role and accountability of management and leadership, as well
as a need for partnerships to ensure the success of the system, were highlighted. The actual
implementation of POHC would thus be dependent on the leadership and management of PHC

structures, as an integrated approach to programmes and health care is required.

Professional roles and POHC (SoP)

Professional scopes of practice were not elaborated on but can be ascertained from the mentioned
strategies. Oral health, like other professions, is trained for a purpose with related scopes of
practice. If these practitioners are not integrated into the system with clear roles and
responsibilities, the presence of oral health and POHC could potentially mean that oral health

professionals work alongside their colleagues in health.

6.4.2.5 Framework for implementation of COPC in the Cape Town Metro Health District (WC
DoH 2017)
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The COPC approach was central to the reorganisation of PHC for the Cape Town MDH services.
COPC was promoted in the National Health Policy as part of PHC re-engineering through the

implementation of ward-based outreach teams.

The document encompassed the elements of PHC. It highlighted the role and accountability of
management and leadership, as well as the need for partnerships to ensure the success of the

system.

View of POHC within the context of PHC

The COPC approach referred to in this document is described in the Wellness 2030 report of the
WCP. Emphasis was placed on the promotion of health and the use of preventive strategies that
mirrored the vision of the Healthcare 2030 report. The focus was on health and wellness rather

than disease, and on creating environments that support wellness.

Strategies to guide the implementation of oral health and POHC

The framework provided detailed directions for the implementation of COPC, with oral health
embedded within this framework. A needs-based approach, specific to geographically defined
populations, was to proceed through a series of steps. Firstly, it was necessary to contextualise
and plan in consultation with the community, where the PHC facility served as an anchor for such
planning. Secondly, a comprehensive package of care was to move from vertical structuring,
guided by target groups, health needs, and defined focus areas. Thirdly, the team was to be defined
in terms of composition, skill set, and training needs in view of the comprehensive plan. Fourthly,
the mode of delivery was to be planned in a manner appropriate to the context, in collaboration
with the PHC team. Fifthly, implementation was to be carried out through integrated and
cooperative governance, clearly identifying referral pathways between PHC facilities and
strategic partners, modernising computer systems, and digitising records to improve information

sharing among different parts of the system.
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To achieve the goals of health promotion, more preventive interventions were to be offered at the
household and community levels, as well as in health facilities, to cover the entire population. A
distinction was made between the facility, which provided diagnostic, treatment, service delivery,
and support, and the community team, which provided health services to households and other
community spaces. The community team was to be supported by additional members based at the

PHC facility. Together, these two groups formed the integrated PHC team.

The framework provided a plan with clearly outlined processes for the different aspects of the
rPHC model to be followed, supporting integration by focusing on the facility, community, and
professional structures rather than specific health problems. This approach will embed oral health
services into the COPC framework if the strategy is applied. Although oral health was not
explicitly mentioned, as in the case of TB, HIV and maternal and child health, it could be inferred

from the identification of health needs and target groups.

Governance of COPC

The document provided a framework for the implementation of the COPC approach to guide local
managers, community representatives, NGO workers, health workers, and users of health services
to create a more integrated and appropriate system of PHC in Cape Town. The plan included a
system preparation and change management process to ensure that all clinical, support, and

managerial staff within the DoH were aware of and shared a similar understanding of the new

COPC framework.

The PHC team was expected to work in partnership in an integrated manner with a single
managerial reporting line. Training and development of PHC teams, including the SoP, learning
outcomes, and curriculum for the PHC team and CHWSs, were to be coordinated, with clinical
staff being re-orientated and upskilled for the COPC approach. The community team, supported
by additional members in delivering wellness services, did not include an oral hygienist or dentist,

although other health professionals such as the dietician, occupational therapist, social worker and
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physiotherapist was included as possible additional members. Although developed for the Metro

DHS, it was suggested that the plan may be relevant to the rest of the province.

In the short to medium term, the document aimed to contribute to discussions on operationalising
and delivering wellness services as a step towards creating a comprehensive package of care in
community settings. In the longer term, the document aims to re-orientate the current HCBC
services towards the principles and practices of the COPC approach. It also highlighted the current
state of the implementation process at the time of the report. These included insufficient
integration and alignment of services, where CHW teams and facility-based staff and facility and
community-based services were operating in parallel in the same area. There was variable
capacity of NPOs, traditionally focused on vertical programmes, to deliver a comprehensive
integrated service. The household registration largely determined the focus of the intervention,
and there was a high turnover of CHWs due to low payment, few hours, and limited educational
progression. Furthermore, there was a largely paper-based information system with household
information stored at NPOs, which was not captured or analysed, thus failing to provide
information on health needs. Facility systems and community-based services were uncoordinated
and separate, with data collected not being used for health-related decision-making. Engagement
of health staff with communities was limited to formal committee structures, which did not allow
for the participation of ordinary community members and other stakeholders. There was also a
potential for non-alignment between CHWSs’ SoP, learning outcomes, and curricula as
recommended by different bodies offering training. In addition, comprehensive service delivery
was affected by fragmentation due to the dual authority of the Western Cape Health Government
(WCHG) and City of Cape Town (CCT) for PHC, and intersectoral collaboration posed

challenges at many levels.

The data show a plan for implementation and designated responsibilities. There is a recognition
that the HCBC service requires re-orientation and that several challenges to implementation exist,
although a system preparation and change management process were included in the plan. As oral

health was embedded in the strategies and approach, if the strategies to guide implementation are
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not applied, POHC may not be realised within this plan. The reference to the NHI and the
involvement of other sectors of government and stakeholders indicates a comprehensive view of

PHC.

Professional roles and POHC (SoP)

The SoP was not specifically addressed. However, it was noted that staff were to be trained for
their roles in implementing the COPC approach. For example, CHWs should function as
comprehensive generalists, and targets should be driven by household needs rather than external,

vertically oriented disease programmes.

There is recognition that healthcare workers will need to be appropriately trained to understand
and implement the COPC approach. Such training, which considers the five-step approach, will
require a reorientation that includes a general aspect of public health. For oral health professionals,
and possibly for other health professionals, this may involve education on current public oral
health. Such training lends itself to collaboration among healthcare workers (both professionals

and CHWs), resulting in the integration of services.

6.4.2.6 Health Promotion Tool for Community Health Workers (Artefact 1) (DoH, ND)
The tool explains the PHC system, the role and scope of CHWs, and how the CHWs fitted into

the system.

Purpose of the document

The health promotion tool, titled “Health for All”, was designed for health professionals to use
during consultations with patients and for CHWs as health promotion material in their daily work.
The tool was developed to ensure that the population was exposed to consistent health-promoting

and educational messages at each encounter with the health system.
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Domains included the environment, health risks, and care throughout the life stages, following
the life course approach. Each domain was clearly defined and explained, with related key

messages to be presented to the target audience.
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Description of document

A life-cycle approach, spanning from pregnancy and infancy to old age, was adopted by
identifying risk factors that threaten health or worsen existing conditions, addressing thirteen
specific conditions, including oral health. The general section clarified terminology, including
concepts like health promotion and healthy lifestyle. The document outlined how CHWs were to
assess clients' health by inquiring about their knowledge of their health conditions and related
risks, and how they should respond to the information provided. This was followed by specific
topics with key messages for each, including guidance on tobacco use, diet and nutrition,
breastfeeding, introducing a feeding cup, personal hygiene, and the importance of regular check-

ups.

The data show that health messages were presented as prescriptions for what individuals should
do or avoid in order to improve health or reduce risks. While this approach may be practical for
certain behaviours, such as advising the use of a clean cloth or small toothbrush for young
children, other recommendations, such as avoiding tobacco, alcohol, or sugary foodstuffs, were
delivered without addressing the support necessary to achieve these changes. Communities in
poorer, stressful environments, often serviced by health workers, may rely on substances like
alcohol and tobacco as coping mechanisms. Additionally, sugary foodstuffs are often more

affordable than healthier alternatives, making these choices more challenging.

Oral health
Oral health was highlighted on the cover with an image of a family at various life stages, all

smiling and displaying healthy dentition. The included oral health information is presented in Box

6.2.
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Box 6.2: Oral health component of the health promotion tool (DoH ND)

To know: good oral health is about your mouth and teeth being healthy; good oral health
means that you do not have pain in your mouth and face, rotten teeth, or tooth loss.
The development of mouth and teeth problems is explained: although anyone can have
mouth or tooth problems, they do become worse with age; pregnant women are more likely
to experience teeth problems.
Most common diseases of the mouth and teeth: rotten teeth or holes in your teeth, sores in
your mouth and gums, fungal infections in your mouth, blisters in your mouth.
Risk: Children and the elderly are at risk.
What increases risk? Unhealthy eating, smoking, alcohol, harmful drug use, and neglect.
Other problems result from: not keeping your mouth clean, smoking or using tobacco,
consuming too much sugary food and drinks, alcohol, harmful drugs, false teeth that do not
fit properly, HIV, and diabetes.
Key message: Eat less sugar.
To do
e Brush your teeth twice a day: use a soft toothbrush, brush along the gumline and
between the teeth. Use toothpaste with fluoride if you can afford it or use
bicarbonate of soda. Do not to rinse after brushing; just spit out.
e Limit sugar: no sweets, no drinks that contain sugar, and healthy snacks of fruit
and vegetables if you can.
¢ Eat healthy food: eat lots of different kinds of healthy food, including fruit and
vegetables.
e Stop smoking: smoking rots your teeth.
e No alcohol or harmful drugs.
e If you get a mouth infection, report to your local clinic for treatment: do not wait
to go for treatment for a mouth infection. Take your ART, and drink plenty of

The manual presented information on oral health that was, for the most part, misleading and/or
incorrect. For example, it stated that oral health worsens with age and identified unhealthy eating,
rather than sugar, as a risk factor for oral health problems. The key message regarding oral
problems was incomplete and did not align with the "to do" list. The only accurate aspect of the
table was the recommendation to brush teeth twice per day. Oral health was limited to the absence

of oral disease. If CHWs were to use the information presented, they would lack core knowledge
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of oral health, related problems, prevention, and treatment. Following the approach given would
lead them to provide information in a prescriptive manner that does not support their target

audience in practising appropriate self-care throughout the life course.

Key messages noted for each section identified risk factors common to several conditions or life
stages. It was unclear from the manual whether CHWs were trained to address these risk factors
in relation to the specific problem or life stage, indicative of a disease-specific approach, or if they
considered the risk factors in the context of other health problems that could be positively

influenced by addressing them, indicative of a common risk factor approach.

The inclusion of oral health demonstrates the integration of health conditions and the role of health
workers. Of concern is that this booklet, intended for facility-based health professionals and
CHWs, presents inaccurate and misleading information and health instructions, which is
contradictory to the PHC approach that encourages self-care and the improvement of community
health. Although intended for professionals, in community and health facility settings, it is unclear

whether those in other disciplines use this tool that presents inaccurate information.

6.4.2.7 Road to Health Booklet (Artefact 2) (DoH 2018)

Health workers were expected to ensure that every child had a Road to Health booklet, which was
to be provided to parents of babies at no cost by staff at both private and public health facilities.
The booklet was intended for use by both parents and health workers.

Description of the document

CHWSs were expected to encourage parents and caregivers to bring the Road to Health booklet to
all health visits, ensure that relevant sections were completed, and encourage caregivers to ask
questions and share concerns during those visits. They were also tasked with introducing the
booklet to parents during antenatal visits. The booklet's content covered five key pillars to promote
child health: good nutrition, love, protection from preventable childhood diseases and injuries,

healthcare when sick or injured, and extra care and support when needed. Each pillar included a
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main message, health risks, advice and guidance, as well as a screening, monitoring, or treatment

chart. Oral health was included under the “Protection from preventable childhood diseases and

injuries” (Table 6.4).

Table 6.4: Oral health information as indicated in the Road to Health booklet (DoH 2018)

diseases and
injuries —

oral health

toothbrush and a small fingernail-sized
amount of child toothpaste.

Brush along the gumline twice a day: in
the morning and at night before bed.
Discourage sugary snacks and drinks.
Look into your child’s mouth regularly
to spot early signs of tooth decay;
consult a dentist or health worker for
anything abnormal.

Never put the baby to sleep with a
feeding bottle; breastfeeding or cup-
feeding is always better than bottle
feeding.

Pillar Specific advice Records keeping

Protection e C(Clean gums with a small clean cloth e The chart shows milestones
from before first teeth appear; clean teeth as for dental screening at 6
preventable soon as the first tooth comes through. months, and years 1 to 5.
childhood e Once teeth appear, use a small soft e The oral screening chart

includes frequency based on
designated milestones;
guidance to observe upper,
lower, front, back teeth; and
left and right sides of the
mouth; whether follow-up
is needed; and signature of
the health workers.

e Health workers are expected
to record oral anomalies

observed at specified visits.

The booklet was intended to provide a detailed record of the health status of children in their first

five years, enabling parents to track their children's progress. It highlighted that oral health is

recognised as a preventable childhood disease and is integrated into health initiatives stemming

from the PHC approach. Appropriate basic guidance is provided to encourage self-care among

parents. Common risks and messages are noted across childhood diseases, particularly those
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related to sugar intake. It may have been beneficial to identify common risks and relate them to
specific health concerns, using a common risk approach rather than presenting these common

messages in isolation.

6.4.3 Synthesis of main findings
Although document analysis allows for additional data to be sourced at this time, the researcher

felt that the documents included at this point was sufficient to answer the objective.

Description of the documents and view of POHC within the context of PHC

Although the term POHC was not consistently used, oral health was expressed as a core
component of health in all documents. Health policy documents were produced over a period, and
the need for a change in health service delivery to improve oral health or health was clearly
articulated in all of them. Changes were elaborated upon, such as adopting a PHC approach (DoH
2004), the need for a paradigm shift (DoH 2010), moving from a curative paradigm (WC DOH
2014), and reorientating health services (WCG DoH 2017) (Table 6.2).

The “PHC approach” or the “approach to PHC” was generally mentioned as the key approach to
health in all documents. There seems to be an awareness of the need for change and the adoption
or revitalisation of PHC, as indicated by the descriptions used. Elements of PHC were evident to
some extent in all the documents (Box 6.1). However, these were not always consistent with the
strategies applied or suggested within and between the documents, as shown in the narrative

descriptions above.

The oral health policy documents refer to source documents, including the current ones, yet
aspects of these sources are used selectively. The NPOH (DoH 2004) comprehensively describes
POHC in its philosophy but does not follow through in terms of strategies. The document does
however provide a comprehensive description of what POHC should look like, embracing the
PHC approach, providing national strategies to further meet this aim. The NOHS (DoH 2010)

provided objectives elaborating on the PHC elements described in the NPOH in considerable
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detail and could direct strategies; however, the implementation strategies focus on oral health and
are not aligned with the structures of the PHC system. Elements of PHC as they apply to oral
health are evident in the policy aims and sub-aims of the NPOH, which are clearly described and
comprehensive. This suggests that although the focus was still on oral health in isolation, oral

health in its entirety and in relation to PHC was placed on the health agenda.

The COHP (WC DoH 2010), which indicated that it drew on the NOHS (DoH 2010), was the
poorest of the three with reference to PHC and POHC and reverted to creating a siloed and
prescriptive approach to oral health care provision. Both the NOHS (DoH 2010) and COHP (WC
DoH 2010) remain "final drafts" in 2024. The authors of these documents indicate that three sets
of stakeholders produced them, with some crossover between documents. Many of the sources
cited in these policy documents are also outdated. The significant difference in philosophy
between the national NOHS (DoH 2010) and provincial documents, COHP (WC DoH 2010)
produced in the same period indicates a divergence in stakeholders' views regarding oral health
improvement and demonstrates how national health policy documents are open to interpretation

at provincial and district levels.

The health-related policy documents embed oral health at every level. Yet, the specific oral health
interventions still focus on those from the NOHS and COHP. While the Healthcare 2030
document recognises oral health and clearly situates it within the PHC system, the COPC provides
a roadmap for health integration. This framework addresses health and community concerns,
facilitating collaboration among health professions and disciplines to tackle health issues.
However, the situation at the time of publication notes several challenges primarily related to a
lack of integration at every level. Healthcare 2030 (WC DoH 2014) is the outcome of the third
wave of health care reform in the Western Cape. The COPC (WC DoH 2017) presented the
Western Cape approach to PHC with a plan to reorient aspects of the service package. These two
health-related policy documents show progression over time. This is evident in the COPC, which
moves beyond the elements of PHC to an approach recognising that reorientation requires a

change process and appropriate training. These documents also acknowledge that health
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departments are "guests" in education and other settings, and therefore require service level

agreements, as noted in the Healthcare 2030 report.

The NOHS (DoH 2010) refers to guidelines for oral health managers. The COHP (WC DoH 2010)
provides a detailed plan for an oral health structure which may be a recognition that the integration
of oral health has not occurred as planned within the PHC system and that this could be rectified
by the proposed structures. The COHP signed off by the Western Cape Minister of Health at the
time, confirms a high-level discussion in this regard. It is not clear to what extent oral health
professionals were involved in the COHP approach or whether interventions specific to oral health

were investigated.

The health promotion tool for CHWs, produced nationally by the Health Promotion, Nutrition and
Oral Health cluster, presented information in a prescriptive manner that included information that
was both incorrect and misleading. CHWs, through HCBC, reach substantial numbers and are
guided by this booklet, which does not support self-care practices, nor does it improve oral health

literacy, ultimately reducing their access to correct, basic preventive information.

Table 6.5: Comparison of the health policy documents

Document Main similarities and differences in the documents

National Policy for | Promotion of oral health of the population of South Africa

Oral Health in South | PHC principles are clearly articulated with respect to POHC, but there
Africa (NPOH) is limited evidence of these in the proposed goals.

(DoH 2004) There is a narrow focus on clinical interventions and health education.
The document is dated 2004, but descriptions suggest that it was most
likely produced when oral health was still a vertical programme in the
healthcare system.

This is evident in the description of governance structures in the

document, which are not aligned with the current PHC structures.
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National Oral Health | To improve the oral health of all South Africans

Strategy of South Principles of PHC embedded.

Africa (draft) Evidence-based strategies articulated that could integrate oral health

(NOHS) into health services; yet, implementation strategies and oral health

(DoH 2010) outcomes focus narrowly on clinical preventive, emergency and
curative services, and health education.
The role of oral health managers is described in terms of opportunities
for oral health integration, despite the management structure of the
PHC system not having oral health managers in each province.
Detailed guidelines for the implementation of oral health and POHC at
a district level.

COHP for the Health | Reshaping of oral health services in the province.

Districts and
Facilities (WCP)
(WC DoH 2010)

Principles and elements of PHC are largely unmentioned.

A narrow focus on clinical preventive treatment and health education
— document selectively used strategies of the NOHS.

A prescriptive and instructional approach to health education.

An oral health management structure is proposed.

Integration refers to other health professionals being involved in
providing oral health education, rather than oral health being integrated

into general health.

Healthcare 2030 —
Road to Wellness
(WC DoH 2014)

Reorganisation of PHC services.

A whole society approach is promoted with a focus on wellness and
integration of services.

PHC principles embedded.

Nurse-driven PHC care where oral health is clearly articulated in the
primary health package of care.

Oral health is implicit in strategies based on overall descriptions

thereof.
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Need for collaboration and integration highlighted.

Framework for the
implementation of
COPC in the Cape

Town MDH services

Reorientate aspects of the service package for the integration of
wellness services.
A framework is provided where oral health, although not specifically

mentioned, could be integrated.

Health Promotion
Tool for CHWs
(DoH ND)

(WCG 2017) Challenges to the rPHC model and COPC are mentioned.
Road to Health Information for parents and health workers on how to raise a happy,
booklet (DoH 2018) | healthy child.
Milestones for health checks in children with oral health have been
included.
Appropriate information has been provided.
Health for all — Basic health messages that should be communicated.

Clear guidelines for users on the PHC approach and their role in
promoting health.

The introduction to the PHC approach is in contradiction to the
prescriptive and instructional approach to health education and
communication presented in the oral health components of the booklet.

Information on oral health was factually incorrect and misleading.

The elements of PHC, as evident in health policy documents, are presented in Table 6.6. POHC

is explicitly included or implied, as indicated in the narrative descriptions of the documents.
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Table 6.6: Elements of PHC evident in the health policy documents
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Figure 6.1: Chronological order of the health policy documents

The political context during the development of the oral health policy centred around the
transformation of the health system, which may explain why the policy was introduced as a
dynamic process that should be subject to re-evaluation and adjustment as circumstances require.
The introduction of PHC and rPHC provided the opportunity for such revision. It is therefore

concerning that the oral health policy has not been updated to align with the PHC approach,
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especially as governance structures and the devolution of authority have changed significantly

during the transformation process.

All documents highlight the need for training health workers. This includes training students to
support the PHC system as well as training professionals to implement the PHC or COPC
approach. Such training would require discipline-specific development as well as training for their
roles in the public health system. If such training is expected, it should be more clearly articulated
in these policy documents. In terms of oral health, AOHCs are expected to provide training and

specialist services across the provinces.

An oral health national policy document outlines the government's vision, principles, and goals
for the health sector, while a national oral health strategic document provides an operational plan
for the oral health policy. In view of the analysis results, it is evident that these two documents
are not aligned with the current health system. This may also be an opportune time to revisit the
NPOH (DoH 2004) and finalise the NOHS (DoH 2010), aligning these documents with the PHC
approach. This alignment should, in turn, provide a foundational document to inform the delivery
of oral health services and the POHC at provincial and district levels. As these documents are
produced at a significant cost, it is important for any future oral health-related documents to utilise

expertise in oral health.

A limitation of the research is that the health policy documents were narrowly focused on national
and provincial oral health, specifically the current provincial health policy documents of the WCP.
Oral health may also be addressed in other health policy documents specific to disciplines or

programmes. One of the draft documents (COHP) was not available in the public domain.

6.5 DISCUSSION

The objective of the document analysis was to explore how oral health and POHC were perceived
and implemented within the context of PHC, thereby contributing to the aim of this thesis. The

wider socio-political context in which role-players develop policy can facilitate or constrain their
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roles and interests, as well as those of the policy process (Etiaba et al. 2015). In health policies,
the roles of actors or policymakers in the development process, the context in which they are
developed, the content, and the implementation process are interrelated in producing a health

policy that ultimately affects the health of individuals (Buse et al. 2023).

6.5.1 Description of the documents

When describing the documents, the following points were highlighted. In oral health policy
documents, the primary actors or policymakers were dental professionals, except for the latest
document (COHP) (WC DoH 2010), which included health managers from district health services
and programmes, as well as provincial top management. Health policy documents, on the other
hand, tended to reference more comprehensive task teams. However, oral health professionals
such as dentists, oral hygienists and dental therapists are not mentions in the consultation process
and it is not clear to what extent these professionals were involved in the development of these

documents.

The dates of publication and the policy statements indicate that these documents were produced
within a changing landscape of health care reform in South Africa (DoH 1997). While the
elements of PHC were mentioned in relation to oral health, these appeared to be introductory
statements reflecting what was expected of a health policy document at the time. When examining
the content of these documents, the elements of PHC and POHC were largely included; however,
in oral health policy documents, these elements were not translated into appropriate strategies and
implementation processes. Stakeholders or policy developers may have included statements they
deemed suitable, while simultaneously reflecting a position indicative of vertical programmes
associated with the power dynamics of professions, as reported by others (Singh ef al. 2010). The
significant differences between NOHS (DoH 2010) and provincial COPH (WC DoH 2010) policy
documents indicate that stakeholders, who were seen as experts in oral health, a relatively small
community, who were seen as experts in oral health held divergent perspectives on improving

population oral health.
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The WCG produced the Wellness 2030 report (WC DoH 2014) as its third wave of reform,
showed consistent changes in line with improvement of PHC over time. Emanating from this
document was the COPC framework that outlined how PHC was to be enabled to guide the
reengineered approach (WCG DoH, 2017). In contrast, the COHP (WC DoH 2010), the latest oral
health document differed significantly from earlier oral health policy documents in that there was
less evidence incorporating PHC elements to offer comprehensive POHC. Notably, the COHP
and the COPC framework, with vastly different approaches to promoting population oral health
were approved were by the Minister of Health in the Western Cape in 2010 and 2017 respectively.
These finding show that health policy documents have progressed over time, whereas oral health
policy documents are dated and incomplete, with both the NOHS (DoH 2010) and COHP (WC
DOH 2010) still being in final draft status in 2024. It raises the question of whether oral health
strategies and policies are obsolete, whether health policy documents are inclusive of oral health,

and if so, whether the oral health component is appropriate for POHC within the PHC approach.

Integrating vertical programmes into a unified system would require managerial knowledge and
skills at every level to support such integration. If this knowledge, through the participation of
oral health professionals, is not in place, oral health risks becoming an add-on to health
interventions. The literature refers to a lack of integration and appreciation of oral health, as well
as a lack of understanding regarding the need to provide oral services within the PHC system
(Smit et al. 2017; Thema & Singh 2017; Bhayat et al. 2020). The COHP (WC DoH 2010) may
have been an attempt to address this concern, as it is recognised that there is a need for building
capacity in oral health systems at the PHC level (WHO 2007). The approach of reverting to an
almost vertical system may also indicate the perceptions of oral health and POHC at a senior level
in health and oral health, considering the stakeholders involved in producing the document (Table

6.2).

The absence of a current oral health policy and strategy leaves oral health in limbo, as these would
be valuable resources to guide oral health services within a unified health system. The roles of

oral health stakeholders within the health system may become fragmented if integration occurs at
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different levels. Etiaba et al. (2015) reported on the challenges of developing an oral health policy
in a context where previous attempts had failed, despite a strong "yearning" for such a policy. The
authors described how an oral health policy was successfully developed in Nigeria with crucial
input from three groups: academics/researchers, development partners, and policymakers. This
may be an area worth exploring in the South African context, as a revised oral health policy has

also been advocated by Mukhari-Baloyi ef al. (2021).

6.5.2 Strategies to guide the implementation of POHC

There is recognition of the integral role of oral health in overall health and the burden of disease,
as well as its impact on health and oral health in all documents. Interventions appear to be focused
on clinical POHC interventions, school-based oral health care services for children, education for
adult groups with an emphasis on women attending care, and HCBC services. Oral health is
positioned within the PHC system, indicating where it can be included, but it is not fully integrated
into the system. The latest policy documents outline the process for integrating health programmes
by starting with community needs and developing related strategies with the necessary skills mix.
However, this document also highlights the challenges of integrating programmes that are offered
as vertical programmes in the system (WC DoH 2017). An aspect that is mentioned in documents
regarding health and require concerted actions is ensuring that oral health is included in all health

information systems to enable monitoring and evaluation of health and oral health services

The NOHS provides a detailed roadmap that incorporates evidence-based strategies and principles
of the PHC approach. The document references sources such as WHO evidence-based strategies
and the Ottawa Charter for Health Promotion (WHO 1986), yet these sources are used very
selectively. For instance, there is a focus on brushing programmes in all health policy documents
to support oral self-care and exposure to fluoride through school-based tooth brushing. However,
the WHO strategy refers to the oral health of children and youth through health-promoting
schools. This approach would have included integrated activities aligned with the health-

promoting schools’ concept and supported interdisciplinary care for children, thus using resources
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more effectively and considering the development of the child and school environment
holistically. Although schools have been identified as core sites to access children and adolescents
to address health and oral health concerns (Petersen 2008), the South African context of
overcrowding and lack of infrastructure in the most vulnerable schools may make school-based
programmes a challenge, as these are often viewed as contested spaces where oral health may be
a lower priority. The selected strategies also do not encompass the action areas or related tools for

health promotion advocated by the Ottawa Charter (1986).

The life course approach, which looks at families and community structures, is proposed in health
policy documents as one way of improving access. However, oral health strategies do not appear
to be fully embedded in this approach, as they focus on specific target groups, such as school

children, parents, and vulnerable groups, without being explicitly integrated into PHC activities.

Toothbrushing programmes are advocated to promote healthy lifestyles and to expose the oral
cavity to fluoride. Considering the challenges in the neediest schools, alternative means of

accessing fluoride may be required.

6.5.3 Professional roles and POHC

Although all health policy documents make some reference to the need for training students and
qualified professionals for new contexts and environments, they do not specifically state that
training should prepare students for the PHC approach. While these documents refer to source
materials, they have been selectively utilised. An example is the comment in the White Paper for
the Transformation of the Health System (RSA, 1997) that most dental treatment can be
performed by dental therapists and oral hygienists, and that two dental therapists can be employed
at the cost of one dentist. Yet, the NPOH in the Human Resources section indicated a dentist-to-
dental therapist population ratio (DoH 2004). These two professions were given the same
weighting in human resources needed, even though it would have been more cost-effective to

employ more dental therapists than dentists to provide POHC services.

266



CHWs were described as fulfilling a generalist function through an expanded role. The inclusion
of oral health through education, screening, and referral may significantly improve access to oral
health. This presents an opportunity for the application of the CRFA in a whole population
strategy, as CHWs are allocated to families within the district ward system. As these health
workers contribute to improving access to care, it is concerning that the information in the tool

they are provided with is incorrect and misleading (Table 6.1 and Box 6.2).

6.5.4 Integration of oral health into the rPHC system

POHC is the most cost-effective and realistic way of promoting oral health and preventing disease
(Kwan 2010). There is a tension in the oral health policy documents, where there is reference to
PHC, but the approach is not inclusive of community participation, a whole-population approach,
or intersectoral collaboration as elements of PHC. High-risk or vulnerable groups are identified
for oral health education or clinical services. Although health policy documents are written to
encompass PHC and POHC, it would be difficult for oral health professionals to find guidance to

direct their practice, as processes are not clearly articulated.

The COPC approach represents a paradigm shift of moving from integrating into programmes to
looking at community health concerns and addressing these through an appropriate skills mix. If
effectively implemented, this approach may support oral health as integral to health, rather than
attempting to integrate oral health into a range of health programmes. This method lends itself to
the use of a CRFA. The WHO Regional Oral Health Strategy emphasises addressing the common
risk factors of NCDs and social determinants of health, using evidence-based and cost-effective
sustainable interventions within the context of UHC. This approach offers a paradigm shift from
a vertical programme approach to the integration of oral diseases within the NCD agenda (WHO

Regional Office for Africa 2016).

6.6 CONCLUSION OF CHAPTER

The oral health policy documents, for the most part, include statements of PHC and POHC or are
premised as documents embedding the PHC philosophy. These statements align with the PHC
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approach. However, there is a lack of alignment between the policy statements, strategies, and
goals set. Although evidence-based strategies are mentioned, the goals and specific interventions
predominantly focus on POHC clinical services and health education. These documents are not
aligned with the current PHC system in terms of governance structures and still refer to oral health

managers regarding implementation.

The health policy documents are inclusive of oral health and include POHC clinical services, such
as school-based brushing programmes and education. Points of integration with the broader health
system are indicated, but these appear as an add-on to oral care. The elements of POHC in these
documents are mostly implicit, as the assumption is made that oral health is integrated into health

programmes.

The document analysis found that although oral health was perceived as a core component of
health in health policy documents, perceptions on addressing oral health varied. Within the dental
fraternity, viewpoints expressed in policy goals and interventions ranged extensively. It should be
expected that oral health policy documents inform health policy, strategies, and plans and provide

evidence to this effect. This was found to a very limited extent in clinical and educational services.

The fact that oral health policy documents are either dated or in draft form results in health policy
documents taking the place of reference documents for oral health. These health policy documents
do not provide sufficient information on evidence-based strategies in oral health or guidelines on
how oral health should be integrated into the PHC system. There is insufficient direction to inform
district and facility managers, nor OHPs, on the implementation of POHC at a district level.
Ultimately, health policy documents do not adequately inform the provision of POHC services

within the PHC context.
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CHAPTER 7
GUIDING PRINCIPLES TO ALIGN POHC TO THE rPHC
APPROACH

7.1 INTRODUCTION

This chapter concludes the case study by summarising and triangulating the five objectives,
effectively addressing the first research question: how POHC, within the context of rPHC, is
perceived and implemented in the KPMSS. Following this, the second research question, “how
can POHC be better aligned to the rPHC approach (as applied in the Western Cape province)?”
is explored, culminating in the final objective which is a synthesis of data of the first four
objectives to develop a set of guiding principles that would inform an alignment of POHC with
the rPHC approach as implemented in the KPMSS. The chapter closes with a comprehensive

conclusion to the case study.

7.2 BACKGROUND
The aim of this study was to explore the alignment of POHC with the rPHC approach within a

substructure of the Western Cape Metro in the Western Cape Province of South Africa.

A strategy proposed by Yin (2014) for developing a case description was used in the analysis of
the first four objectives of this case study. The analytic technique employed to address concerns
of internal and external validity in this case study analysis was explanation-building. The gradual
building and refining of explanations included the important aspect of considering other plausible
or rival explanations. The objective was to determine whether these rival explanations could be
supported or not, based on the case study findings. An explanation of the findings and rival
explanations would allow for the approach to POHC to be theorised and demonstrate if this

approach was consistent with rPHC.
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The first research question sought to understand how POHC in the rPHC approach was perceived
and implemented in the KPMSS. In analysing the data of a case study, Yin (2014) suggests several
methods to improve understanding. This includes starting with the research questions, initially
addressing the smaller questions while identifying evidence in the data to answer them, and then
drawing tentative conclusions based on the weight of the evidence. The synthesis from multiple
sources, in this case the objectives rather than the research questions, addresses plausible rival
cross-case patterns (Yin 2014). Data from the first five objectives of the study were mapped
against the rPHC approach, elements and principles as indicated in the conceptual framework.
Synthesis and triangulation of the data were conducted on the main findings to observe the pattern

of results across these objectives to answer the first research question.

The second research question was informed by the answers to the first research question, which

aimed to develop a set of guiding principles to inform the alignment POHC to the rPHC approach.

These two research questions constitute the aim of the study. Consequently, the conclusion of this
case study is presented in two parts. Firstly, a summary of the main findings of the research
objectives, including the synthesis and triangulation thereof, concludes with a final explanation
of the perception and implementation of POHC in the rPHC approach. Secondly, a set of guiding
principles intended to better align oral health into the rPHC approach that arise from these findings
is presented. To further support the explanation-building, these guiding principles are underscored

by actions necessary to facilitate their implementation.

7.3. MAIN FINDINGS AND IMPLICATIONS OF EACH OBJECTIVE

7.3.1 Understanding and implementation of POHC within the PHC approach

The first objective explored key informants' perceptions of and implementation of POHC within
the rPHC approach. These key informants provided valuable insights into POHC within the
KMPSS. The research was conducted through a cross-sectional study using a qualitative

approach.
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Views of POHC

The findings show that PHC and POHC were generally described in terms of the first level of
care, comprehensive services, and access to care. Key informants viewed the implementation and
status of POHC through the lens of their professional roles (Figure 7.1). Broader principles such
as universal access, intersectoral coordination, community engagement, integrated teams, and
relevant support mechanisms, which are inherent in the PHC approach, were not central to the
views expressed. While these principles should have driven the implementation of the PHC
approach, respondents focused on executing their roles within their scope of practice as effectively
as possible, rather than fulfilling the mission of PHC. Although the rPHC model offers structures
that could support the implementation of POHC, respondents felt overwhelmed by the day-to-day
challenges they faced. The requirements to provide oral health services and apply evidence-based
strategies were not identified by managers at facilities or within the substructure. OHPs, who
reported these needs as deficits in implementing POHC, appeared to feel powerless to address

them.

District Management Oral Health

B e (OHP) Nurse Practitioners

Team (DMT) and

Facility Managers
* rPHC system allows for * POHC not integrated in * POHC not formalised
POHC to be integrated rPHC in their services
* OHPs should access  Limited POHC due to » POHC offered to a
rPHC structures lack of resources, of limited extent
* Responsibility of oral recognition of oral * Some ambivalence
health left to OHPs health problems and around oral health

* Uses lens of "what role of OHPs inclusion

should be" ¢ Outsiders in the system  Uses lens of "what is"

» Uses lens of "what is"

Figure 7.1: Key stakeholders’ views of POHC within the rPHC approach
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Implementation of POHC

The findings show that comprehensive POHC services across the life course were not available
and, by extension, not accessible to the community served by this substructure. Rather, a form of
selective PHC appears to be offered. This is seen in primarily oral health education and

extractions, a curative treatment, being available and accessible to this community.

The definition by Isman (1993) refers to basic oral health services in the context of the family and
community systems can be aligned in philosophy to PHC. However, POHC as defined and
applied focus on clinical and educational services directed primarily at children and high-risk
groups is not aligned to the philosophy of comprehensive PHC. The implementation of traditional
school-based preventive programmes, which are part of the performance plan expected of dental
facilities (WC DOH 2014), was questioned by OHPs, who noted the need to review the evidence
base for these programmes. Yet, these practitioners did not perceive POHC as deficient in terms
of the PHC approach. Although there is ample evidence advocating for a more comprehensive
approach to these programmes, the practitioners did not appear to know how to access such
sources or make a case for change. The implementation of facility and community-based
programmes was linked to factors such as relationships with other programmes and health
workers, personal motivation, prior experiences, exposure to postgraduate education, and
knowledge of the prevailing health vision of the Western Cape (WC DoH 2014). These factors

may explain the lack of consistency in POHC implementation across the substructure.

The PHC approach emphasises the importance of suitably trained health workers collaborating as
a team to achieve health outcomes (WHO 1978; DoH 2004; WC DoH 2014; WHO 2022), as
noted by several key informants. Dentists mentioned the need for training to meet the demands of
their role in understanding the PHC approach and integrating oral health into the broader
healthcare system. Nurse practitioners and managers at all levels expressed a need for oral health
training for CHWs but did not mention a requirement for training for themselves or other health
workers. Oral hygienists did not raise the need for further training; instead, they used the terms

health education and promotion interchangeably. However, their community-based services
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primarily focused on health education rather than health promotion in the implementation of
POHC, despite the core function of their profession being health promotion and disease
prevention. Effective health promotion strategies would require knowledge and skills that would
enable more appropriate interventions. Through advocacy, school-based initiatives could have
been more inclusive of the school community and other health workers to address some of the

challenges mentioned.

The results indicate that OHPs lack the necessary skills to investigate the evidence of programmes
mandated by the health department or to evaluate such programmes. Furthermore, the skills
required may be more extensive than those identified by the respondents. If baseline assessment
and monitoring of oral health programmes are part of key performance areas of OHPs, these need
to be articulated in their performance plans and the necessary training provided. The need for
appropriately skilled OHPs is reinforced by the WHO (2022) report on UHC for oral health by
2030. This report highlighted that the oral health workforce should possess appropriate
knowledge, skills, attitudes, and competencies, as well as the ability to integrate these into their
everyday tasks. These professionals should work as a team to achieve UHC for oral healthcare,
fully integrate and align with the principles of PHC, and collaborate with health and community
care teams (WHO 2022). This description builds on the generic description of suitably trained
health workers outlined in the Alma Ata Declaration (WHO 1978). According to this report,
dentistry lags the medical profession in utilising available scientific evidence, incorporating this
deficit into undergraduate education and training, and, by extension, into the daily practice of oral
health professionals. In addition to upskilling OHPs, there is clearly a need for a community health

specialist in the health services.

Whilst this case study investigated the integration of POHC within the rPHC approach, the
findings highlighted that the nature of oral disease prevention and treatment requires resources
and needs specific to oral health. While primary preventive services for general and oral health
can be addressed through common risks, the same cannot be said for treatment services. The

nature of preventive oral health services and the resources required are significantly different from
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those needed for managing other NCDs. Oral health preventive services demand greater resources
in terms of materials, equipment, time, and human resources. In addition, monitoring services
through headcounts of health visits is not appropriate for oral health, as such an approach may
equate extractions with restorations. Yet restorations require significantly more time and costly
equipment. Although this study was limited to oral health, this one-size-fits-all approach may not
be suitable for other programmes either, as the assumptions regarding the outcomes of services

and their monitoring may be programme-specific.

Nurse practitioners tended to consider the well-being of families in the services they provided,
indicative of a life course approach. They referred to their role as helping and supporting
communities rather than enabling communities to become more self-sufficient. Although oral
health was not a function monitored in their services and therefore not routinely included in their
or CHW functions, the fact that they addressed oral health when deemed necessary is further
evidence of their consideration for the well-being of communities. Their comments regarding
communities seeking dental care as a last resort, supported by other key stakeholders, reflect a
norm reported in low socio-economic communities (Olusile, Adeniyi & Orebanjo 2014). This
norm is likely to persist unless oral health is explicitly included in the service level agreements of

NGOs providing community-based services.

The findings suggest that without an integrated plan for oral health across the various rPHC
streams, a focus on health promotion and the consideration of incorporating technology into
preventive and promotional services, oral health will likely remain fragmented and less effective
than it could be. Such a plan needs to be informed by a review of how POHC is defined in the
PHC approach. Health promotion strategies using the Ottawa Charter (WHO 1986), referenced
as a source in health policy documents, would have provided a useful framework for such a plan

and may also guide the reframing of POHC.

To further the global oral health agenda, the historic resolution (WHA74.5), adopted by the World
Health Assembly in 2021, recognised that oral health should be firmly embedded in the NCD
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agenda and that oral health care interventions should be included in UHC programmes (WHO
2021). Subsequently, the WHO has developed a draft global strategy that includes guiding
principles, strategic objectives, an action plan, and a monitoring framework to track progress with
measurable targets to be achieved by 2030. Guiding principles include a public health approach
to oral health, the integration of oral health into PHC, innovative workforce models to respond to
population needs for oral health, people-centred oral health, tailored oral health interventions

across the life course, and optimising digital technologies for oral health (WHO 2023).

These reports are part of a larger process of mobilising political action and resources for oral
health. They highlight the global action needed in response to the neglect of oral health and
indicate that evidence-based oral health guidelines are available for countries to draw upon.
However, the utilisation of these guidelines will require the commitment and inclination to better

align oral health with the rPHC approach.

Relevance to this study

The results of this research suggest that in adopting the PHC approach to healthcare provision in
South Africa, the management structures responsible for this process assumed that a vertical
programme such as oral health could be seamlessly integrated into a PHC system without
establishing clear structures or mapping the necessary processes to facilitate this integration. The
findings further suggest an expectation that PHC principles could be applied to POHC without
considering the specific requirements of oral health and how these would be implemented. It was
also presumed that a paradigm shift, as advocated by the rPHC approach, would occur naturally,
without accounting for the financial costs to the system or the costs associated with professional
relationships, power relations, and new ways of thinking embedded in the existing PHC system.
The rPHC approach created new streams and professional groupings that had to replace or support
existing structures, with challenges in enabling these processes highlighted in a government report
(WCG DoH 2017). These findings show that ways of thinking do not change with the introduction

of new systems. Unless specific mechanisms are put in place and monitored, the notion of a
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paradigm shift in oral health that has been discussed for the past 40 years will remain just that —

a good idea.

The findings suggest that oral health has not transitioned from a "passive, curative, and vertically
oriented system" and has not benefited from the "decentralised governance" intended through the
rPHC approach to strengthen the DHS (Naledi, Barron & Schneider 2011). The general stagnation
noted in oral healthcare provision may be a consequence of the way in which POHC is defined.
Therefore, reviewing and aligning POHC with PHC is a prerequisite for integration into the rPHC
approach, ultimately aiming to better align POHC with rPHC.

7.3.2 CHWs as a vehicle to improve health outcomes: ScR

Objective 2 sought to explore interventions delivered by CHWSs that have contributed to
improving health outcomes in settings served by the healthcare system. The research was
conducted through a ScR that provided evidence of the potential for CHWs to facilitate the

appropriate integration of oral health into the current rPHC system.

The ScR identified a range of designations for CHWs. However, the role of CHWs as the link
between the community and the health facility remained constant, as did the services they

provided within the healthcare system.

Most studies indicated that interventions involving task shifting successfully enhanced existing
services, reflecting a global shift towards a more generalist role for CHWSs. The more successful
interventions involved pathways comprising multiple but complementary services, such as health
education combined with facilitating access to health facilities or health education combined with
community-based primary preventive services. These interventions promoted better health access,
improved health status, and health-enhancing practices. Successful educational and promotional
interventions engaged family systems and included multiple consistent interactions with the target
group over a reasonable period. These interventions were informed by relevant theory guiding

aspects such as health education approaches and community engagement. While several studies
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indicated both behavioural and clinical outcomes, clinical outcomes were more frequently

measured explicitly than behavioural ones.

These findings underscore the need for multifaceted training for CHWs. In addition to delivering
evidence-based interventions, they also need to be trained in evidence-based approaches to health

promotion and education.

Relevance to this study

These results provide evidence that current CHW promotion and education services could be
scaled up with the necessary training to include primary preventive services such as oral health
education and screening. The development of such services would be enhanced through multiple
interactions with families or community groups, relevant theory-grounded oral health education,
screening, and referral, with CHWs acting as guides between the home and health facility. Within
the context of this study, where each CHW is allocated to 150-200 families and supervised by a

community-based nurse, such a service should be feasible.

Despite successes, the review highlighted challenges such as a lack of training and resources, with
services often treated as an “add-on” without considering the overall demand on the healthcare
system. These issues underscored the tension inherent in expanding CHW services in healthcare
settings to increase access to care, while the resources to provide such care remained constant.
Therefore, a system utilising CHWs to augment the health workforce and promote universal
access to care could potentially lead to health systems becoming overburdened and unprepared

for the increased demand resulting from this expansion.

Although the oral health services provided by CHWs can create a demand for such services, it
also raises concerns. It creates expectations and demands that may go unmet, given the paucity of
human and material resources, as noted by all respondents. This raises ethical questions about
creating demand without the capacity to meet it. It may echo the rhetoric of POHC policies and

strategies without a plan or resources to implement these policies. Yet, it is suggested that
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empowered communities, through policy changes and supplemented with information on oral
health, can assert their right to dental services (Wang, Mathur & Schmidt 2020). Within the
context of this study, an empowerment approach by CHWs can foster community participation in
their oral health. Such an approach would alert communities to their right to engage actively in
the healthcare system as one of the principles of PHC, rather than remaining passive recipients of
available services. Increased demand for oral health services may prompt the healthcare system
to explore innovative means to enhance access to oral care. Data collection that is relevant and
responsive to community needs would be necessary to measure demand and indicate service gaps
that can be made available to relevant stakeholders. Supplementing CHW services with mobile
dental services has been successful in improving access to oral care (Lenhart & Thakur 2024).
Such innovation and community involvement may significantly support the paradigm shift from
treating illness and disease to one of prevention, promotion, and wellness, as advocated by the

rPHC approach (WCG DoH 2014).

In considering the inclusion of oral health into CHW services, planners should review the
approach to the current training of CHWSs, and the additional training required to provide
evidence-based care, as described in this ScR. They should also consider how such integration
could be implemented within the existing CHW services package, which would also require a
revision of the service level agreement with NPOs. This inclusion should consider the
environment in which the health system, and therefore CHWs, operate, as this has been shown to

affect the success of such interventions.

7.3.3 Oral health knowledge, attitudes, and practices of CHWs in their work and personal
lives

Objective 3 focused on determining CHWSs' oral health knowledge, attitudes, and practices in
relation to their professional roles and personal lives. The research was conducted through a cross-
sectional survey. The survey provided insight into CHW views on POHC and their competence

and practices regarding oral health.
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CHWs viewed their role in PHC as vital in improving access to affordable health services, serving
as a community resource, and assisting individuals in navigating the health system through family

and community services.

Oral health problems change over the life course, necessitating that CHWs understand basic oral
diseases, their prevention and treatment, as well as the relationship between oral and general
health. A fair number of CHWs reported offering oral health advice, primarily on hygiene and
sugar. However, the results indicated that most CHWs did not possess the appropriate knowledge
of basic oral health to provide information in their work roles or to maintain their personal oral
health. Although the survey did not investigate their educational approach, their responses suggest
that information on risk factors for oral health was used as a basis for health education. In contrast,
a person or community-centred approach to health education, aimed at improving oral health
literacy (WHO 2021), is known to be more effective than the traditional approach of knowledge
transfer as a means of behaviour change. Limited primary preventive services, such as oral health
information, were offered, which may have been inaccurate and provided seemingly in the form
of instructions. The implication of the findings is that unless oral health is explicitly included in
CHW services and the necessary training is provided, the potential to extend oral health into
family and community systems — and thereby contribute to greater access to oral services — may

not be realised.

Most CHWs performed inadequate oral hygiene and dental help-seeking practices. Dental care
was generally sought only when experiencing a problem, usually after trying home or other
remedies. Although most respondents reported oral problems in the past twelve months, they did
not indicate any effects on their oral health-related quality of life, suggesting that these oral
problems may be normalised in the communities from which they come. With most (69.2%) living
in the communities where they work, being the KMPSS, it can be deduced that most CHWs live
in underserved and low socio-economic status communities. Their practices may therefore
provide insight into community norms, practices, and perceptions. Although personal practices

may not influence health workers' capacity to offer a service, their lived experiences of oral health
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may normalise their practices as appropriate for oral health in their roles as leaders within their
communities. Addressing the oral health of CHWs from a personal perspective and enabling them
access to POHC may be part of the strategy for integrating oral health into the services provided
by CHWs.

Challenges such as insufficient salaries to care for families, unsafe working environments, and
training needs, along with community acceptance, may be determining factors in the success of
CHW services. Basic physiological and safety needs may hinder aspirations to attain higher needs
for motivation and well-being (Kenrick ef al. 2010), which are necessary for the work that these
individuals do. Although the outsourcing of health services, such as the use of NPOs in the
Western Cape province, is a feature of health systems, it presents its own challenges, as
demonstrated in this research. Service level agreements may be established by the health system,
but the working conditions set by the employer may exacerbate challenges faced by CHWs. It
could be argued that if the working conditions of CHWs are not addressed, their role in community
and family-based care may be compromised. This, in turn, would have a ripple effect on task
shifting to include oral health services. This finding highlights that barriers imposed by the social
and economic environment may further disadvantage the most vulnerable communities in need
of these services and ultimately determine the accessibility of oral health services for those most

in need.

Relevance to this study

The results show that it is feasible to integrate oral health into CHWs' services. Their skill set,
based on the current services offered, and their motivation to include oral health in these services
provide a foundation for such an expansion. While task shifting and expanding CHWs' roles are
common features of the healthcare system, merely adding oral health to their services is unlikely
to improve oral health outcomes without appropriate training, support, and monitoring structures
in place. Such training should also consider their personal oral health experiences. Furthermore,
rather than adding an additional service, oral health should be integrated into current services

using strategies such as the CRFA. This approach would demonstrate the interconnectedness of
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oral and general health (Sheiham &Watt 2000) and position oral diseases on par with other NCDs,
in line with the rPHC approach. CHWs are allocated to specific geographic areas in municipal
wards, assigned a designated number of families. In providing community-based care and
facilitating facility-based services, they can extend oral health initiatives into family and
community systems. Through integrated services, incorporating a life course approach and acting
as the link between the facility and the community, CHWSs can significantly contribute to the

notion of universal access in oral health.

7.3.4 Articulation of POHC within the context of PHC in health policy documents
Objective 4 examined the articulation of oral health and POHC in health policy documents
through a document analysis. This analysis aimed to explore the guidelines that may have

informed the implementation of POHC within the broader context PHC.

All health policy documents referred to a need for a paradigm shift in health and/or oral health
provision. Although descriptions differed, the views encompassed a move from a disease-focused
approach to a more preventive approach, which did not only react when people were ill but

proactively acted to improve or promote health and oral health.

National oral health policy (DoH 2004) and strategy documents (DoH 2010), dated around the
implementation of PHC post-1994, included the elements of PHC. The broad description of
strategies appeared to have been informed by the political environment of the PHC health system
introduced in 1997. Furthermore, there was a strong emphasis on WHO recommendations
regarding oral health strategies during that period. Despite acknowledging these elements and
strategies, the implementation focused primarily on high-risk groups and disease prevention
strategies to address oral health. Although these documents are dated, and there is a disconnect
between the broader oral health strategies and the narrow disease-based preventive approach, they
collectively offered a valuable frame of reference for how oral health could have been positioned
within the PHC approach. Notably, there was a consistent theme in health policy documents

reflecting the same high-risk and disease-focused preventive approach evident in oral health
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policy documents. This indicates that, despite an apparent evolution in health policy documents
over time, their sources of oral health information were derived from outdated oral health policy

documents.

The Western Cape specifically indicated a “shift from curative care to integrated health
prevention and promotion” with oral health strategies including “education, advocacy for tooth
brushing and fissure sealant programmes” (WCG DoH 2014:69). This approach to prevention
targets high-risk groups such as children and mothers, likely rooted in the reality that the risk for
oral diseases, such as dental caries, is evident from the time the first tooth erupts. This risk is
compounded by the cumulative nature of the disease process. The promotion of school-based
tooth brushing and fissure sealant programmes as a core implementation strategy may serve as an
early intervention for oral disease prevention. The use of evidence-based preventive agents, such
as exposure to fluoride toothpaste and daily plaque removal, addresses the unique needs of oral
health promotion and prevention programmes. However, according to Watt et al. (2015), these
preventive interventions embed a medical model approach for several reasons. Firstly, it is seen
as reductionist, failing to account for the complexity of biological, clinical, behavioural,
psychosocial, environmental, and community interactions. Secondly, it is interventionist,
employing a mechanistic approach that lacks a theoretical basis and focus on health behaviours.
Thirdly, the approach is prescriptive and paternalistic, often presenting health messages in a
negative manner. Lastly, it isolates itself from interventions offered by other health professionals
and ignores the broader social determinants of health and oral health (eds. Watt e al. 2015:12-
13). Community-based education is primarily directed at high-risk groups, with some reference
to engaging other health workers to extend oral services to these populations. This approach may
aim to reduce disease in these groups; however, it remains focused on disease rather than health
at a population level. Ultimately, these policy documents, which should be driving

implementation strategies, have not moved significantly from a medical approach.

Developers of oral health policy documents, where indicated, were primarily dental specialists

and academics from AOHCs, followed by senior provincial health managers. Valuable insights
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from other oral health professionals (such as dental assistants, dental therapists, and oral
hygienists) and PHC-level health managers — who could have provided crucial perspectives on
their roles within the PHC system and were expected to implement these policies, were seemingly
excluded. It should be noted that the level of consultation mentioned in the document was not
verified and may thus have been more extensive than indicated. These findings suggest that the
sources used to inform health policy documents, which were primarily oral health policy
documents, were inadequate to inform the direction provided in these documents.

The most recent oral health policy document (WC DoH 2010), supported by senior health
managers in the Western Cape province, called for a paradigm shift in oral health care provision.
However, this plan demonstrated a shift in philosophy from the PHC model to one more reflective
of a medical approach by proposing a dedicated oral health platform. The content of this
document, including the emphasis on embedding oral health expertise within the proposed
platform, highlights an acknowledgment of the challenges in providing oral health and POHC
services. However, the proposed oral health plan, signed by the then Minister of Health in the
Western Cape, was not implemented. Notably, the head of health at the time was a signatory to
both the oral health plan for the Western Cape (WC DOH 2010) and the Wellness 2030 report
(WC DOH 2014), two documents with fundamentally different philosophies. Possible reasons for
this include the plan's misalignment with the PHC approach, a change of health ministers during
that period, and concerns about the feasibility of creating such a structure, indicating the political
drivers behind health services. The results show that information from oral health policy
documents, particularly regarding the implementation of oral health programmes for high-risk
groups, was selectively filtered into health policy documents. Such selective filtering may have

further hindered the integration of oral health within the broader PHC approach.

While health documents incorporated PHC principles and relevant strategies and generally had
more inclusive task teams, they did not explicitly state whether oral health professionals were
involved in their development. Despite being identified as a major public health concern, oral
health lacked specific strategies supported by evidence and integrated into this approach,

suggesting a lack of inclusion of these professionals or that those included were not informed of
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current evidence at the time. The implementation of strategies for the district and dental facility
was left to the discretion of OHPs, perpetuating a siloed, high-risk, and narrowly focused
approach, outside of the broader PHC strategies that could have contributed to its success. This
disconnect resulted in a missed opportunity to fully realise the potential for oral health integration

into PHC.

This siloed development of policies hindered the effective incorporation of oral health into the
comprehensive PHC strategy, ultimately limiting its impact and visibility within the health
system. The disparity between health and oral health policy development underscores a significant
gap in the integration of oral health into the broader PHC framework. The stagnation in oral health
policy refinement and finalisation may have contributed to the challenges in effectively

incorporating oral health strategies into the evolving PHC system.

A training manual for health professionals and CHWs (National DoH) contained significantly
incorrect and misleading oral health information, and depicted an educational approach focused
on modifying behaviours related to identified risk factors. The widespread availability of this
flawed resource raised questions about the level of intersectoral involvement in its development
and the engagement necessary to ensure accuracy and relevance. This analysis underscored the
need for improved communication channels, collaborative review processes, and a more
integrated approach to developing and disseminating health information. The findings highlight
the necessity to review and update this resource. Consequently, a resource produced at a cost not
only failed to benefit the end users but could also have contributed to the dissemination of
incorrect information. Rather than serving as a tool for empowering communities, it may
perpetuate an instructional approach that influences lifestyle practices. In contrast, the Road to
Health Booklet (DoH 2018), a guide for parents and healthcare providers in monitoring children's
milestones, provided sound information. This discrepancy highlights that the processes involved

in developing health-related material may not be consistent.
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Relevance to this study

The document analysis reveals a pervasive trend of siloed work at every level of the health system,
from policy development to implementation. This compartmentalisation suggests that even when
sound health policy documents exist, there is a lack of application to test their effectiveness within
a broader context or to maximise the benefits of stakeholder contributions. These findings raise
questions about the position of oral health as a discipline within the integration process. While
health policy documents mention oral health and provide information on where it fits within the
system, they lack sufficient detail on how it should be integrated. This disconnect highlights a
significant gap between the intended integrated approach of rPHC and the actual implementation
of oral health services within the broader healthcare system. Such discrepancies were also noted
by others in the context of policy and oral health practices (Molete et al. 2020; Singh, Myburgh
& Lalloo 2010).

74 TRIANGULATION OF DATA IN RELATION TO THE rPHC
APPROACH

7.4.1 Triangulation of data sources

The rPHC system was designed to provide health and oral health services across the life course
through facility, community, and family systems that promote universal access to health and oral
health care. The findings show that although there is some degree of integration of oral health at
a policy level, this has not translated into a robust and evidence-based approach in
implementation. The detrimental effects of early tooth loss, the impact of poor oral health on
quality of life, and its influence on other health conditions are well documented. It is therefore
notable that a system driven by nurses did not highlight this as a concern, especially considering
the shift from a curative approach to one that focuses on health promotion, prevention, and
integrated care. The consequence of these findings is that the concept of oral health being integral
to health — a statement evident in all policy documents — was not put into practice, to the detriment

of not only oral health but also general health.
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Where the PHC approach is intended to increase access to care that is affordable, accessible, and
contributes to improved health and oral health, the streams created by the rPHC model to enable
this approach showed limited integration of oral health at the levels of policy and implementation.
In addition, POHC is very narrowly defined and not aligned with the PHC approach that promotes
comprehensive care across the life course, inclusive of promotion, prevention, and treatment

services.

Key stakeholders Document analysis

Programme approach Programme and comprehensive
approach

*Health education and promotion for at risk
groups *Health education and promotion to priority

*Clinical disease prevention to high-risk groups

groups -curative care predominates *Reference to integration of oral health to

* Community-based health education healh programmes

*Reference to integration of POHC to offer

*Minimal int ti f oral health with health
inimal integration of oral health with hea e

programmes or of comprehensive POHC

Implementation of
POHC

Community health workers Scoping review of CHWs
Comprehenisve approach Programme and comprehensive approach

*PHC services to family and community *CHW programme and services generally

*Ambivalence to inclusion of POHC in their COMIMON

services *CHWs can be successfully upskilled for
additional services or expand current services

*Limited oral health education and referral

*Services were evidence based
*Inadequate personal and work related oral

health knowledge and practices *Oral health interventions should start early

Figure 7.2: Triangulation of data sources
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7.4.2 Mapping of basic PHC principles to results of this research

Support mechanisms were limited by the level of support provided at the substructure level, the
ambiguity of responsibility for oral health services, the number of adequately trained OHPs at the
substructure, and oral health being provided to a very limited extent by other health workers.
Interdisciplinary and interprofessional coordination was minimal, as oral health services were
generally not coordinated with other structures of the health system and were not integrated with
health services but offered collaboratively or independently of them. This coordination depended
on the relationships between the oral health facility and the broader health services. While
technology was available in terms of promotional resources, these were not necessarily
appropriate at this time and were not scientifically sound. Although the technology to provide the
basic package of oral care is known, it was not available to provide comprehensive POHC
services. Community participation in oral health was limited in that family and community
systems were not routinely advised about oral health, provided dental screening or referred for
dental care. Information was provided using mostly prescriptive but also empowering approaches,
dependent on health workers providing this information. Enquiries about community oral health

status to determine needs were restricted to children through school-based programmes.

The more specific elements of PHC were impacted as described. Comprehensive oral services,
inclusive of community and facility-based health promotion, prevention, and treatment services —
such as preventive, conservative, and curative services across the life course — were not available
within the substructure. Rather than a population-based approach, the substructure focused on
high-risk groups and ad-hoc programmes based on the demand or preferences of respective
facilities. Curative services, such as extractions, were available and accessible across the life
course, indicating a response to basic community oral health needs. There appeared to be universal
access to curative services addressing pain and sepsis through extractions, rather than
comprehensive care. Promotion and preventive services were limited by the human (oral health)
and material resources available, which further restricted access to oral health care. This, in turn,
limited access to oral health services. Community participation was evident, as CHWs came from

the communities where they worked, as indicated in policy documents. However, their ability to
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empower communities by providing better information to make decisions about their oral health
was limited by the type and approach to information provision. Oral health facilities presented
common programmes, as indicated in policy documents. Evidence-based practices seen in
programme implementation, as set out in policy documents and implemented at facilities, were
narrow, intervention-driven, and clinically oriented, indicative of a medical model approach
focused on disease prevention rather than promoting health and oral health. These practices were
not based on current evidence of oral health interventions. The intersectoral team approach
involving dental professionals and other health workers, although stated in policy documents, was
context dependent. Overall, there was a lack of access by the substructure to comprehensive oral

services, which by implication suggests a deficiency in affordable oral health services.

7.5 EXPLANATION OF FINDINGS

The findings show that although the rPHC approach has the potential to improve oral health, the
implementation of POHC has remained primarily passive, curative, vertical, and individually
oriented. This contrasts with the vision of the rPHC approach, which aims for healthcare,

including POHC provision, to be proactive, integrated, and population oriented.

In explaining the research findings, one must consider both explanations and rival explanations.
An explanation to the views and implementation of oral health services may be that it presents
evidence of a medical approach to oral health. A medical approach treats disease without
addressing the underlying causes. Within a medical approach, the professional trained in the
discipline is deemed competent to provide care in the public interest. An example is the
interventionist approach to preventive services for high-risk groups, which is implemented in
isolation from their broader social environment (eds. Watt et al. 2015:12-13). Disease prevention
interventions for high-risk groups, the narrow interventionist approach to POHC, and the siloed
functioning of health education and oral health are factors that support the inclination of POHC
implementation toward a medical model. Although PHC and POHC as first-level care are referred
to by all stakeholders, these terms appear to be commonly used in healthcare without being

reflected in practice.
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There may, however, be rival explanations to the medical approach. These rival explanations
acknowledge that all groups of respondents shared concerns regarding how POHC was provided
and the prevalence of extractions as the most common treatment. Respondents noted that poverty,
which is endemic in these communities, impacts their basic needs and, by extension, the priority
given to oral health. OHPs questioned the evidence base of the services they provided and
acknowledged a need for change to better meet community needs, seeking guidance in this regard.
It was evident that there was no guidance available for evaluating the evidence base of dental
services, with respondents citing the Wellness 2030 report as their reference (WC DoH 2014).
Overall, all respondents perceived that POHC was accessible only to a very limited extent to the
broader community. Simultaneously, there were efforts to provide promotion, prevention, and
therapeutic care. These initiatives included OHPs utilising opportunities to integrate oral health
into health services, nurse practitioners and CHWs offering some aspects of oral health services
where they recognised a need, and managers at all levels identifying potential areas for integrating
oral health into health services. These findings challenge the view of a medical approach to the
implementation of POHC. An alternative explanation is that a selective rather than a
comprehensive approach to PHC is used in the provision of oral health care. One feature of a
selective approach is that it can arise from competing interests for resources. Those health
conditions that are seen to be more visible and perceived to have greater impact on society, or to

provide the health system with greater credibility, are more privileged.

The selective PHC and medical approach to oral health contrasts with the comprehensive PHC
and a more social model of health, which acknowledges the interplay of health services with
family, community, culture, and the broader society in health and oral health care. Respondents
may therefore be responding to the system and culture that they find themselves in. Respondents
view POHC as first-level care and recognise how social determinants create an additional burden
on oral health. However, they are constrained by the lack of systems to support and monitor the

integration of POHC into rPHC approach.
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Health policy documents that should provide direction are outdated, with no alternative guidance
on how oral health or oral diseases, as an NCD, could be addressed within the primary healthcare
framework. Oral health as a discipline is situated under tertiary hospitals, which include primary
healthcare facilities and the Oral Health Centre (OHC). However, the relationship between these
entities remains unclear, other than the fact that the role of the OHC is to provide supportive
training services (DoH 2004) and (WC DoH 2014). The implementation of oral health within
health policy documents does not account for the unique and more costly needs of oral health care
or the cumulative nature of oral diseases. The system appears to be overburdened with health
concerns, without recognising the impact of oral health on quality of life and the link between
oral and systemic health. From these findings, the implementation of POHC is driven by external

factors that those responsible for implementation may have limited control over.

The synthesis of multiple data sources, alongside consideration of rival explanations, reveals that
while there is a tendency towards PHC in the implementation of POHC, a predominantly medical
model approach to oral health is being adopted. Although respondents at all levels acknowledge
the shortcomings of this approach and desire change, they do not perceive a clear pathway to
facilitate such change. The implementation of POHC was described as a “mixed bag” or a
combination of services influenced by various factors, including facilities, professional groups,
and individual practitioners. The perception of PHC and POHC is shaped by the prevailing
rhetoric within the healthcare sector. This approach is further hindered by insufficient attention to
oral health as a discipline, a definition of POHC that is not aligned with PHC, a lack of integration
of oral health into PHC, and the absence of clear processes to guide POHC services.

Data synthesis was done between March 2024 and October 2024. Although the National Oral
Health Policy and Strategy was published in June 2024, this document was noted not to have
addressed the core concerns raised in this thesis. As the document was not available at the

conceptualisation, data capturing or analysis, a detailed account is not provided in this thesis.

7.6 GUIDING PRINCIPLES TO INFORM THE INTEGRATION OF
POHC INTO THE rPHC APPROACH
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One intention of the study was to ascertain whether the systematic analysis reported above,
regarding the status of POHC, could translate to a set of tangible guiding principles that would
inform the aligning of POHC with the COPC approach to rPHC as applied within the Western
Cape. The results indicate that oral health as a discipline is not aligned with the PHC approach
and is not consistent with current evidence guiding oral health implementation. Furthermore, oral
health is not integrated with PHC at the levels of programme, profession, or within most health
policy documents. Overall, the dire state of oral health in the KMPSS reveals that contributing
factors extend beyond the substructure and necessitate action at a provincial level and possibly a

national level.

Guiding principles for the KMPSS should be seen in the following context.
Firstly, Source documents guide the application of policy and strategy relevant to the context of
the province, district, and substructure. The fact that the national oral health documents were

outdated at the time of data collection is indicative of the broader state of oral health in the country.

Secondly, it is evident from this study that the required expertise to realise the guiding principles
is not available within the KMPSS substructure. This finding supports the personal
communication of the loss of expertise and visible oral health presence after the integration of
oral health into the PHC system. An addition of an oral health component at a provincial level
may ensure that oral health does not get omitted in strategic planning and policy development for
the province. A community oral health specialist at the provincial level could provide the

necessary expertise for realising some of the guiding principles proposed.

Thirdly, if the reality is that a more selective approach to PHC is used for oral health, it would be
important to highlight the value of aligning oral health with health services to patients,
communities and professionals. A pilot project in the substructure comprising of an
interdisciplinary task team to develop and implement an oral health strategy may be useful as a
starting point. Such a project would ensure that oral health is not just another add-on that may fail

but rather an integral component to the PHC system.
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The guiding principles proposed below emerge from the findings of this study and reflect key
issues identified in the literature. They have the potential to strengthen POHC as a discipline and

facilitate its integration with the rPHC approach as applied in the Western Cape province.

7.6.1 Principles to inform the integration of POHC into the rPHC approach in the KMPSS
1) Ensure that oral health is included in all programmes across the KMPSS by fostering
interprofessional collaboration and teamwork. The study found that oral health is not
integrated into other health programmes but offered alongside these. Findings from OHPs
of inappropriate referrals to dental clinics, and other health care professionals being poorly
informed of oral health highlights a need for interprofessional training and collaborative
practice. Applying strategies such as the CRFA would require an understanding of the
extent of oral health problems, the impact thereof on health and oral health and the
management thereof. Education and training should be context specific with reference to
managers, professionals and CHWs. A strategy advocating for the development,
implementation and evaluation of an integrated health promotion strategy (including
biomedical, education, empowerment, community building and social change approaches)
to increase wellness as indicated in the Wellness 2030 Report (DoH, 2014; 18) is
supported by findings of this study.

2) Upskill OHPs to best practice in oral health services and align these with the PHC
approach. OHPs reported to be inadequately prepared for their roles within the PHC
system. In addition, although questioning the narrow interventionist approach of
programmes expected of them, they were not knowledgeable of alternate strategies
specific to their context or how to initiate a process for change. Continuous professional
development of OHPs can ensure the development, implementation and evaluation of oral
health programmes that are aligned to the PHC approach. Such training should encompass
promotion, prevention, conservative and curative services that are evidence-based and
culturally appropriate. The terms oral health promotion and health education was used

interchangeability by OHPs, where services offered were primarily educational in nature
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3)

4)

5)

and CHWs promotional material reflected an instructional approach. Appropriate training
should enable the provision of theoretically grounded interventions and programmes as
also noted in the scoping review that theoretically grounded interventions were more
successful.

Provide comprehensive clinical primary oral health care services. The study highlighted
that the basic package POHC services was not available, due to, amongst others a paucity
of both human and material resources. Dental clinics have the capacity to offer such
services to meet the basic package of clinical services as indicated .. that would ensure the
mandate of moving from a primarily curative approach to health to a more preventive
approach is met for oral health.

Extend primary oral health care services into community settings. OHPs and CHWs
reported a mismatch between their actions to promote use of dental services and dental
facilities not accommodating for increased demand. Innovative strategies should thus be
explored to increase access to those oral health services that lends itself to being offered
outside the formal clinical environment. This could include extending clinical services
into community settings, such as offering preventive care (e.g., fissure sealant and varnish
applications) in schools and creches, as well as screening and dental referrals.
Opportunities for oral health education, screening, referrals, and fluoride applications by
other health workers should be explored. These measures would alleviate the burden on
health facilities, extend care to underserved areas, and create a balance between addressing
the disease burden and promoting overall health and well-being.

Develop oral health promotion and education resources based on the best available
evidence. Oral hygienists reported to produce educational material when these were not
available, and that material was not equitable distributed across the substructure.
Promotional material provided to CHWs contained factually incorrect information that
was presented in an instructional manner. A need for improved community involvement
to their oral health through access to information was mentioned across stakeholders. To
mitigate the challenges of physical access to communities and facilitate access to

information, the use of digital health tools should be leveraged. Thus, a review of current
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6)

7)

8)

health promotion material, the development of culturally appropriate promotional material
in consultation with relevant stakeholders could promote health and oral heath literacy on
a community level. Such material should also consider health holistically rather than only
focussing on oral health.

Embed oral health into CHW education, promotion and screening services. CHWs, being
assigned to designated wards can reach and engage these communities on a regular basis.
As generalists, the inclusion of oral health into their services promotes a holistic approach
to individuals across the lifespan, a tenet of the COPC approach. Inclusion of oral health
care within their current role, would extend basic primary preventive oral health care into
family and community systems.

Include oral health epidemiological data in the broader health system surveillance
process. The findings show a lack of data on the status of oral health in the country and
by extension the substructure. More appropriate data would include social epidemiological
data inclusive of risk factors to oral health, oral health practices, impact of oral health
status on quality of life amongst others. Such data should provide the basis for
interventions, whether clinical and community based, that are appropriate to the
substructure. This is also in line with the proposal of the draft NOHS, 2010 (DoH 2010)
recommending that districts gather data specific to the district beyond mere disease
profiles and plan accordingly.

Develop an oral health information system to monitor oral health status, interventions and
outcomes. Managers and OHPs acknowledged the lack of data to guide or report on
interventions. Oral health data included headcount of facility visits, selected treatment
procedures such as extractions, some preventive clinical treatment and limited
community-based programmes. Data reported on does not encourage a change from
providing primarily extractions to more conservative and preventive treatment. An
appropriate information system monitoring oral health in the substructure would inform
oral health services and health programmes. It would further support meaningful

engagement of oral health plans between the DMT, facility managers and the head of
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department of the dental clinic, as well as within the dental team. Improvement in services,
oral health status and the identification of challenges will be enabled.

9) Strengthen collaboration between PHC facilities and the OHC which are responsible for
academic and tertiary oral health care provision). PHC facilities and the OHCs are part
of the clinical service platform of the Western Cape Government (WC DoH 2014). A
mutually beneficial relationship between the OHC and the substructures in the district
should be strengthened. These possibilities could be explored with respect to referrals,
student training, and the sharing of material resources across these platforms. OHPs also
referred to the potential role of the OHC in supporting the dental professionals in the public

health sector.

These recommendations would serve to strengthen oral health at the level of the DHS and, by
extension, the KMPSS. Of interest is that some of the guiding principles presented in this study
intersect with principles presented in the Draft Global Health Action Plan (WHO 2023). The
guiding principles and critical actions underlying these are thus not novel, as evidenced by the
literature presented throughout this research. There is a documented need to review health policy
documents, address concerns around the state of POHC at public health facilities, incorporate oral
health into CHW services, recognise the challenges of implementing POHC, and acknowledge
the lack of appreciation for oral health, as noted in the findings of this research. Overall, the
findings of this study echo the established challenges and proposed solutions regarding oral health
and the integration of oral health into PHC, which have been widely reported both in South Africa
and globally. The key is moving these evidence-based approaches into sustained action and

implementation.

The findings of this study highlight the importance of strong leadership at all levels of the
substructure and district for fostering the relationships necessary for PHC teams to operate in an
integrated manner (Mash et al. 2020; Sibiya & Gwele 2013). Furthermore, the findings support

the view that all role players must understand the overall structure, their specific roles within it,
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and the value of contributions from other team members (Sibiya & Gwele 2013; Nowjack-Raymer

1995).

Findings from this study noted a pervasive lack of attention to oral health within broader health
policy and implementation, despite its substantial disease burden, impact on quality of life, and
critical importance to overall health. Concerted efforts are needed to elevate oral health on health
agendas, ensure adequate resource allocation, and build on established best practices noted in the
literature. Addressing this long-standing challenge will be crucial for improving population oral

health outcomes.

Several factors may explain the insufficient attention to oral health, as described throughout this
study. Firstly, decision makers’ personal oral health experiences are likely to influence policy
choices, as those in positions of power may come from socioeconomic backgrounds where oral
health concerns are minimal. There is thus a disconnect between their lived experiences and the
realities faced by those using public health services. Such disparities, along with the limited
visibility of oral health problems and a lack of demand for comprehensive POHC by these

communities, may reduce their personal investment in improving primary oral health services.

Secondly, professional perceptions and power dynamics play a crucial role in decisions regarding
oral health. Decision makers across various professions, government entities, and other structures
may prioritise medical concerns over oral health. While mortality and morbidity from general
health problems are readily visible to the public, oral health concerns constitute a silent epidemic,
quietly missing out on access to critical resources and the public health action they require.
Decision makers may overlook oral health as a critical public health issue, instead directing

resources to areas that more directly impact their own constituencies.

Thirdly, the positioning of oral health services within the healthcare system may influence
attention to oral health services. The healthcare service platform positions oral health, which

includes PHC facilities and OHC alongside psychiatric care, rehabilitation services, and
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tuberculosis treatment under specialised hospitals rather than PHC services. The vision to
integrate these services with other health services is evident from the quotation: “the
mainstreaming and integration of mental health services, rehabilitation, and dental and TB
services will be a key focus towards 2030” and “the success of these processes will result in
significant strengthening of these specific services” (WC DoH 2014:61). The structural placement
of oral health may further contribute to the lack of integration of oral health into PHC and, by
extension, the alignment of POHC with the rPHC approach.

The Healthcare 2030 report reflects the vision for the future of healthcare in the Western Cape
province. Core principles include a commitment to the PHC philosophy and the strengthening of
the DHS model, with these principles intended to inform strategies to realise the vision of the
Healthcare 2030 report (WCG DoH 2014). As shown in the results of this study, these principles
were largely absent in the implementation of POHC. In operationalising the PHC approach, PHC
services, including oral health services, are nurse-driven and decentralised, ultimately aimed at
strengthening the DHS. This study found that the streams created in the rPHC approach may lend
themselves to integration and thus alignment of POHC with the rPHC approach. However, the
necessary guidelines in terms of policy, practices, and strategies for POHC implementation are
absent, as are the processes to guide such alignment. Therefore, a list of guiding principles to
address the outcomes of this study cannot be confined to the substructure, as changes to policy

and strategy impacting the substructure need to be made at a different level.

Acting on foregrounded actions and guiding principles will require those in power to make
decisions that advocate for oral health to be placed on the broader public health agenda. The
wealth of expertise in health and oral health in South Africa, as evidenced by published sources,
can, with the necessary leadership to harness such expertise, enable the interrogation of actions
and principles presented for the betterment of oral health. Ultimately, decision-makers will need
to act on and use an interprofessional team approach that considers the greater good of dental
public health rather than other competing or vested interests. This may, in effect, be the most

important guiding principle.
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The limitations to this study were noted in the relevant chapters related to each research objective.
One important limitation was that greater insight to the case study would have been provided if

managers at a District and Metro level were also included in the study population.

The results of this case study are not transferable to other contexts, except the findings related to
the oral health policy documents reviewed in the document analysis. These have relevance beyond
this case study. The results of this study may provide a basis for investigations in other

substructures or districts.

The researcher in this study was aware of her insider status as an oral hygienist and was thus
reflexive throughout the research process. Reflexivity included reading the literature as an
iterative process to ensure accurate descriptions and meaningful interpretation, analysis of
quantitative data (supported by an expert in the field), regular meeting with research supervisors
to validate results and their interpretation, and through seeking explanations and rival explanations
throughout the research process. These measures, and the fact that results were triangulated using

different study methodologies, contribute to the trustworthiness research process.

This case study presents a bird’s eye view of a case from different perspectives and multiple
sources to provide evidence regarding the state of oral health in the KMPSS. More importantly,
it presents a holistic, comprehensive set of actions and principles to drive change in improving
oral health. It highlights that selectively applying those principles that are achievable in the
KMPSS will affect change only on a very superficial level.

7.7 CONCLUSION

The study aimed to explore how POHC was perceived and implemented in the KMPSS and to
develop a set of guiding principles to inform the better align POHC into the rPHC approach as
applied in the Western Cape province. The results showed that the perception of POHC did not

translate into interventions based on the principles of PHC. Although oral health care provision
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reflected some elements of PHC, the implementation of POHC largely adopted a medical
approach, which was not aligned with current evidence for best practice in oral health care.
Additionally, oral health was not integrated into the rPHC approach as applied in the Western

Cape province.

To effectively integrate oral health into the rPHC approach, guiding principles must be supported
by actionable steps. Such actions require the political will of stakeholders at both a national and
provincial level. Good oral health needs to be recognised as a human right, extending beyond the
rhetoric found in policy documents. Poor oral health is not perceived as a significant public health
problem that warrants meaningful attention regarding community health. The fact that the health
system continues to provide extractions as the primary form of treatment to our South African
communities, is an indictment. Adopting these guidelines would be a critical first step towards
the provision of effective POHC. However, for this to succeed, a foundational commitment to

improve community oral health, is essential.
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APPENDICES

Appendix I: INFORMATION SHEET (Key informants — interviews)

UNIVERSITY OF THE WESTERM CAPE

The Department of Oral Hygiene
Faculty of Dentistry
Departmental secretary
Tel: 021-9373162

INFORMATION SHEET (Key informants)

Project Title: Re-conceptualising primary oral health care within a Substructure of the Cape Metro Health
District

What is this study about?

This is a research project being conducted by Natalie Gordon (PhD student) at the University of the Western
Cape. We are inviting you to participate in this research project because you are involved in at some level in
primary health care service delivery in the KMPSS. The purpose of this research project is to find out how
develop a set of guidelines that would inform the implementation of POHC within the re- engineered PHC
approach.

What will | be asked to do if | agree to participate ?
Within your role you are viewed as a key informant. You will be asked to explore and describe how you view

oral health within the primary health care approach, how you understand and perceive primary oral health
care, your role in the implementation of primary oral health care with refereance to the KMPSS5. A set of guiding

questions will assist you during the interview process.

Would my participation in this study be kept confidential?
The researcher undertakes to protect your identity and the nature of your contribution. To ensure your

researcher will have access to the identification key. The printed data sheets will be locked in a locked filing
cabinet and data will be stored on the researcher's password profected laptop.

Although your name will not be included in the data sheet, you may be identified based on your role and

position within the district. If we write a report or article about this research project, your identity will be
protected.
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The Department of Oral Hygiene
Faculty of Dentistry
Departmental secretary
kstuurman@uwe.ac.za
Tel: 021-9373162

What are the risks of this research?
There may be some risks from participating in this research study. All human interactions and

talking about self or others carmy some amount of risks. We will nevertheless minimise such risks
and act prompily to assist you if you experience any discomfort, psychological or otherwise during
the process of your participation in this study. Where necessary, an appropriate referral will be
made to a suitable professional for further assistance or intervention.

What are the benefits of this research?
Thig research is not designed to help you personally, but the results may help the investigator

contribute to improved oral health outcomes in the KMPSS.

Do | have to be in this cesearch and may | stop participating at any time?
Your participation in this research is completely voluntary. You may choose not to take part at all.

If you decide to participate in this research, you may stop participating at any time. If you decide
not to participate in this study or if you stop participating at any time, you will not be penalized or
lose any benefits to which you otherwize qualify.

What if | have gquestions?
This research is being conducted by Matalie Gordon, Department of Cral Hygiene at the

University of the Western Cape. If you have any questions about the research study itself, please
contact Natalie Gordon at: ngordeni@uwe.ac.za, 0219373162

Should you have any questions regarding this study and your rights as a research participant or
if you wish to report any problems you have experienced related to the study, please contact:

The University of the Western Cape’s Biomedical Research Ethics Committee.

Research Ethics Committee (BMREC)
University of the Wesfemn
Cape Privale Bag x17
Bellville Email: resgarch-gthics@uwe.ac.za, Telephone: 021 9594111
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Appendix II: INFORMATION SHEET (Key informants — FGDs)

UNIVERSITY OF THE WESTERN CAPE

The Department of Oral Hygiene
Faculty of Dentistry
Departmental secretary

kstuurman@uwe.ac.2a
Tel: 021-9373162

INFORMATION SHEET (Key informants)

Project Title: Re-conceptualising primary oral health care within a Substructure of the Cape Metro Health
District

What is this study about?

This is a research project being conducted by Natalie Gordon (PhD student) at the University of the Western
Cape. We are inviting you to participate in this research project because you are involved in at some level in
primary health care service delivery in the KMPSS. The purpose of this research project is to find out how
develop a set of guidelines that would inform the implementation of POHC within the re- engineered PHC
approach.

What will | be asked to do if | agree to participate?
Within your role you are viewed as a key informant. You will be asked to explore and describe how you view

oral health within the primary health care approach, how you understand and perceive primary oral health
care, and your role in the implementation of primary oral health care with reference to the KMPSS. A set of
guiding guestions will assist yvou during the interview process. This is a group discussion of 4-8 members of

vour peers that should take 45minute to an hour,

Would my participation in this study be kept confidential?
The researcher undertakes to protect your identity and the nature of your contribution. To ensure your

researcher will have access lo the identification key. The printed data sheets will be locked in a locked filing
cabinet and data will be stored on the researcher's password protected laptop.

Although your name will not be included in the data sheet, you may be identified based on your role and

position within the district. If we write a report or article about this research project, your identity will be
protected.
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The Department of Oral Hygiene
Faculty of Dentistry
Departmental secretary
kstuurman@uwe.ac.za
Tel: 021-9373162

What are the risks of this research?
There may be some risks from participating in this research study. All human interactions and

talking about self or others carry some amount of risks. We will nevertheless poinioisg. such risks
and act promptly to assist you if you experience any discomfort, peychological or otherwise during
the process of your paricipation in this study. Where necessary, an appropriate referral will be
made to a suitable professional for further assistance or intervention.

What are the benefits of this research?
This research is not designed to help you personally, but the results may help the investigator

contribute to improved oral health cutcomes in the KMPSS.

Do | have to be in this cesearch and may | stop participating at any time?
Your participation in this rezearch is completely voluntary. You may choose not to take part at all.

If you decide to parficipate in this research, you may stop participating at any time. If you decide
not to participate in this study or if you stop participating at any time, you will not be penalized or
lose any benefits to which you otherwise qualify.

What if | have questions?
Thizs research is being conducted by Matalie Gordon, Department of Oral Hygiene at the

University of the Western Cape. If you have any questions about the research study itself, please
contact Matalie Gordon at: ngordon@@uwe. ac.za, 0219373162

Should you have any questions regarding thiz study and your rights as a research participant or
if you wish to report any problems you have experienced related to the study, please contact:

The University of the Western Cape’s Biomedical Research Ethics Committee.

Research Ethics Commitfee (BMREC)
Uniwersity of the Wesfemn
Cape Private Bag x17
Bellville Email: research-ethics@uwe. ac.za. Telephone: 021 9584111




Appendix III: CONSENT FORM: KEY INFORMANTS (Interviews and
FGDs)

T UNIVERSITY OF THE WESTERN CAPE
I‘ I_l

4 e M

4 YOroer o Private Bag X 17, Bellville 7535, South Africa
“::TH'H'L;; ,  Tel:+27 21-937 3162

e E-mail: ngordon(@gmail.ac.za

CONSENT FORM: KEY INFORMANTS (Interview and FGDs)

Title of Research Project: Reconceptualising primary oral health care within a Substructure of
the Cape Metro Health District

The study has been described to me in language that | understand. My gquestions about the
study have been answered. | understand what my participation will involve and | agree to
participate of my own choice and free will. | understand that my identity will not be disclosed to

anyone. | understand that | may withdraw from the study at any time without giving a reason and

without fear of negative consequences or loss of benefits.

My interview may be audio-taped during my participation in this study. I:I

My interview may not be audiotaped during my participation in this study.

Participant's name: .........ccccvemvvnmnmrnrnn

Participant's signature: ..o,

Date: ....occiiiniiniiisnannns
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Appendix IV: FOCUS GROUP CONFIDENTIALITY BINDING FORM

UMNIVERSITY OF THE WESTERM CAPE

The Department of Oral Hygiene
Faculty of Dentistry
Departmental secretary
kstuurmani@uwe. ac.Za
Tel: 021-9373162

FOCUS GROUP CONFIDENTIALITY BINDING FORM

Title of Research Project: Re-conceptualising primary oral health care
within a Substructure of the Cape Metro Health District

The study has been described to me in language that | understand. My questions about
the study have been answered. | understand what my participation will involve and |
agree to participate of my own choice and free will. | understand that my identity will not
be disclosed to anyone. | understand that | may withdraw from the study at any time
without giving a reason and without fear of negative consequences or loss of benefits. |
understand that confidentiality is dependent on participants in the Focus Group

maintaining confidentiality. | hereby agree to the following:

| agree to uphold the confidentiality of the discussions in the focus group by not
disclosing the identity of other participants or any aspects of their contributions to

members outside of the group.

Mame of Participant:
Signature of participant

Date. ...
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Appendix V: KEY INFORMANTS INTERVIEW SCHEDULE (DMT and
Facility Managers)

UNIVERSITY OF THE WESTERN CAPE

The Department of Oral Hygiene
Faculty of Dentistry
Departmental secretary
kstuurman@uwec.ac.za
Tel: 021-9373162

TITLE: Re-conceptualising primary oral health care within a Substructure of the Cape
Metro Health District

KEY INFORMANTS INTERVIEW SCHEDULE

Key stakeholders

e District management team (Primary health care and Programme manager)

e Facility CHC health managers (Mitchells Plain and Klipfontein)

Interview schedule: The following are guidelines to the interviews.

1. Organogram of the District and sub-district structure (staffing and links to the Cape
Metro Health District)

2. Roles, responsibilities and reporting lines (between the district and sub-district, within
the sub- district (DHMs and facilities), within facilities and within the dental clinics in
the sub-district about oral health.

3. Perceptions of the extent of and impact of oral problems in the sub-district and

contributing/causative factors to these problems.
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4. Perceptions of how POHC is perceived, interpreted and addressed in relation to the PHC
approach.

5. Implementation of POHC

6. The information/data used to inform POHC services in the sub-district.

7. Perceptions on facilitating factors and barriers to implementation of POHC in the
subdistrict.

8. Responsibility for monitoring POHC services

9. Perceptions on the re-engineered PHC approach and implementation in the District/sub-
district with reference to health and oral health.

10. Views on how POHC can be successfully

implemented in the substructure.
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Appendix VI: KEY INFORMANTS INTERVIEW SCHEDULE (Dental

Practitioners)

UNIVERSITY OF THE WESTERN CAPE

The Department of Oral Hygiene
Faculty of Dentistry
Departmental secretary
kstuurman@uwec.ac.za
Tel: 021-9373162

TITLE: Re-conceptualising primary oral health care within a Substructure of the Cape
Metro Health District
KEY INFORMANTS INTERVIEW SCHEDULE

Key stakeholders

e Oral Health Practitioners (Oral Hygienists and Dentists)

Interview schedule: The following are guidelines to the interviews.

11. Organogram of the District and sub-district structure (staffing and links to the Cape
Metro Health District)

12. Roles, responsibilities and reporting lines (between the district and sub-district, within
the sub- district (DHMs and facilities), within facilities and within the dental clinics in

the sub-district regarding oral health.
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13. Perceptions of the extent of and impact of oral problems in the sub-district and
contributing/causative factors to these problems.

14. Perceptions of how POHC is perceived, interpreted and addressed in relation to the PHC
approach.

15. Implementation of POHC

16. The information/data used to inform POHC services in the sub-district.

17. Perceptions on facilitating factors and barriers to implementation of POHC in the
subdistrict.

18. Responsibility for monitoring POHC services

19. Perceptions on the re-engineered PHC approach and implementation in the District/sub-
district with reference to health and oral health.

20. Views on how POHC can be successfully
implemented in the substructure.

21.Information specific to oral health and
POHC; experiences of oral health in the
facility and substructure — open ended and

guided by practitioners
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Appendix VII: KEY INFORMANTS INTERVIEW SCHEDULE (Nurse

Practitioners)

UNIVERSITY OF THE WESTERN CAPE

The Department of Oral Hygiene
Faculty of Dentistry
Departmental secretary
kstuurman@uwec.ac.za
Tel: 021-9373162

TITLE: Re-conceptualising primary oral health care within a Substructure of the Cape
Metro Health District

KEY INFORMANTS INTERVIEW SCHEDULE

Key stakeholders

e Nurse practitioners (Community based nurses employed by NPOs)

Interview/FGD schedule: The following are guidelines to the FGD/ Interviews.

22. Roles, responsibilities and reporting lines in relation to health facilities and NPO

23. Perceptions of the extent of and impact of oral problems in the sub-district and
contributing/causative factors to these problems.

24. Perceptions of how POHC is perceived, interpreted and addressed in relation to the PHC
approach.
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25. Implementation of POHC
26. The information/data used to inform POHC services in the sub-district.

27. Perceptions on facilitating factors and barriers to implementation of POHC in the
subdistrict.

28. Responsibility for monitoring POHC services

29. Information specific to oral health services within the facility and substructure;
experiences of oral health professions in the facility and substructure regarding oral

health and POHC

30. Perceptions on the re-engineered PHC approach and implementation with reference to
health and oral health.
31.Views on how POHC can be successfully

implemented in the substructure.

Potential of CHW programme in oral health and POHC
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Appendix VIII: QUESTIONNAIRE CHW

EMIVE R TV aads
WISTERK GAFF

Title: Reconceptualising primary oral health care within a Substructure of the Cape Metro Health District

Oral hemfih guestionnsire for CH\We
PART 1: THE QUESTIONS BELOW ARE ABOUT YOUR ORAL/DENTAL HEALTH

! Record number {do not complete)

Please answer guestions by ticking the boxes or writing the information as requested.

1. How old are you 2. Gender Male Female
today?
3. How many natural teeth do Nao natural teeth 1-9 testh 10-19 teeth | 20 or more teeth
you have in your mouth?

4a. Did your teeth or mouth cause you any pain or discomfort in the past 12 months?

Yes No Don't know Mo answer

4b. What do you think caused the problem in (a)?

4c. What did you do about the problem in {a)?

5. Do you have false teeth/dentures? Top denture | Bottom denture | Partial denture | No dentures
6. How would you | Excellent | Very Good | Good Average | Bad Very bad Don't know
describe your teeth?

7. How would you Excellent | Very good Good | Average | Bad Very bad Don't know
describe your
Eums?
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8. How often do you clean Once a day Two or more times) day | 1times/week | 2-6 times/ week |
your mouth?
9a. Do you use any of the following products to clean your teeth? (tick the products you usa)

Toothbrush | Toothpick Dental flass

Mouth-rinse

Da you use anything else?. .

9b. Do you use a toothpaste to clean your teeth?

| Yes

|ND

O¢c. If you use toothpaste [said yes in 9b) does the toothpaste you use contain fluoride?

10. When last did you go to any dental facility gg, dental clinic or practice

|‘fes | MNo |Dun'tlcnuw |

Less than 6-12
Bmonths ago months ago | than 2 yrs ago

More than 1 yr but less

2 yrs or more but less than 5
yrs ago

Syrs or more | Never

dED

11. What was the reason of your last visit to a dental facility (practice or clinic)?

(a) FOr a conSUITATION OF SHWITR .ot ie et ottt eeeees et setcas st e eas st oot s et emtes e st et m et emtsmsns st et

(b) Because you had pain or trouble with your teeth, gums or mouth

(g} For dental treatment. State the treatment you went for

(] FOF 3 CRBERKEUD cotveiiriiesis vt ams venetssinsssiasss et sassbsnssans danbases sab sesasis dassbasss sas basohades sabmumsss o basbanst st casaass basebanss sut bas

() 1don't know or remember the reason Tor The VESIT .. o e i can s

12. In the past 12 months did you have any of the problems below because of your teeth or mouth? If you had
problems, tick off how often you had these problems.

| a. Difficulty to bite your food | Very often | Fairly often | Sometimes | Mever | Don't know |
| b. Difficulty to chew your food | Very often | Fairly often | Sometimes | Mever | Dan't know |
| . Difficulty with your speech | Very often | Fairly aften | Sometimes | Mever | Dan't know |
| d. Having a dry mouth | Very often | Fairly often | Sometimes | Mever | Dan't know |
2. Being embarrassed because of how your | Very often | Fairly often | Sometimes | Mever | Don't know

teeth looked

oo o
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f. Being tense because of having Very often | Fairly often | Sometimes | Never Don't know
teeth/mouth problems
| g. Avoided smiling because of your teeth Very often | Fairly often | Sometimes | Mever | Don't know
h. Often having your sleep interrupted Very often | Fairly often | Sometimes | Newver Don't know
. Having to take days off your work Very often | Fairly often | Sometimes | Mever | Don't know
J. Having difficulty doing your usual daily Very often | Fairly often | Sometimes | Never Don't know
activities
k. Feeling less tolerant of people close to Very often | Fairly often | Sometimes | Never Don't know
you
. Participating less in social activities Very often | Fairly often | Sometimes | Never | Don't know
13. How often do you eat or drink any of the following foods, even in small guantities?
Many times | Everyday | Many times | Once a Many times | Seldom)
aday a week week a month newer
& Fresh fruit
b. Biscuits, cakes
¢. Chewing gum with
sugar
d. Sweets/ chacolates
e, Fizzy or other soft
drinks
f.  Teafcoffee with sugar
14. How often do you use tobacco products?
Product Everyday Many times Many timesa | Once a Many times | Seldomy never
aday week week a month
Cigarettes
Other: Type?
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15. How important are the statements below to you? (tick off)

Statement Very important | Important | Not sure

Not important

Unimportant

a. Cleaning my mouth every day

b. Having healthy teeth

€. Having all my teeth

d. Having healthy gums

e. Having no rotten teeth

f. Mot having bleeding gums

g Having a nice smile

h. Mot having bad breath

16. The statements below are about dental effects on the body. Tick your views on this.

Statement

Yes

Mo

Mo sure

a. Dental or mouth problems can affect the rest of the body

b. Dental or mouth problems can affect other sicknesses the person suffers from

c. Certain sicknesses can cause mouth or dental problems

d. The condition of the mouth can affect the food that people choose to eat and

their ability to chew their foad

e. The condition of the mouth can affect a person’s self-esteem and confidence

17. What level of education have you completed?

a. Primary school completed (standard 5 or grade 7)

b. Secondary school completed {up to standard 8 or grade 10)

c. High school completed (standard 10 or grade 12)

f. Any other courses/training or studies completed. Please specify.

PART 11: THE QUESTIONS BELOW ARE ABOUT YOUR ROLE AS A COMMUNITY HEALTH WORKER [CHW)

1. What training did you receive for your work as a CHW and how long was this training ¥

2. What do you think is the role of the CHW in our health system?

3. Briefly describe your job/work activities during home-visits and community related work.
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4a. Which of the following dental problems do you think are common in the KMP557

Tooth decay | Gum problems Dental abscess Sore mouth | Ulcers | Having no teeth Mouth cancer

Other dental problems? (please specify)

4b. What do you think causes of the above problems?

5a. How important do you think it is for a CHW to advise on oral/dental care?

| Very important | Important | Mot sure | Not important | Mot at all important

5h. How important do you think it is for a CHW to do dental sereening/checking people’s mouths?

| Very important | Important | Mot sure | Not important | Mot at all important

5¢. How important do you think it is for a CHW to do referrals to a dental clinic?

| Very important | Important | Mot sure | Not important | Mot at all important

5d. Canvyou please tell us more about reasons for the responses chosen in 5a-5¢7

6. Do you do any of the following activities during your work?

Activities Yes Mo | Sometimes

a. Provide information on oral/dental problems

b. Ask if there are any dental problems are experienced

€. Teach on how to clean the mouth

d. Check on the dental aids (toothbrushes etc) used

e. Explain on how sugar in the diet can affect the teeth
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f. Check on the sugar taken in (added to food, tea/coffes, cereal, luxuries)

g. Explain about the use of fluoride toothpaste

Explain about dental check-ups or visits for dental problems

i. Askif people go for dental visits

j-  Examine/check the mouth of people you work with

k. Refer people you work with for dental treatment

I.  Anything else related to dental care (please specify)

7. Do any of the following make it difficult to carry out your role as a CHW?

a. Acceptance by the | b, Salary ¢. Training d. Personal e, Transport to
community earmed provided safety work
f. Equipment needed [g. Supervision h. Confidenceto |[i. Anything else?
to do your job and guidance do your work
B. ‘What in your opinion can be done to improve the difficulties mentioned in 77
a. Do you live in the community you work in? | Yes | No |

This completes our questionnaire. Thank you very much for your cooperation
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Appendix IX: INFORMATION SHEET (Community Health Workers)

UNIVERSITY OF THE WESTERN CAPE

The Department of Oral Hygiene
Faculty of Dentistry
Departmental secretary
kstuurman@uwec.ac.za
Tel: 021-9373162

INFORMATION SHEET (Community Health Workers)

Project Title: Re-conceptualising primary oral health care within a

Substructure of the Cape Metro Health District

What is this study about?

This is a research project being conducted by Natalie Gordon (PhD student) at the
University of the Western Cape. We are inviting you to participate in this research
project because you provide community based primary health care in the
Klipfontein and Mitchells Plain substructure (KMPSS). The purpose of this
research project is to enquire about primary oral health care being provided in the
KMPSS.

What will I be asked to do if I agree to participate?

As a community care worker, you will be asked to complete a questionnaire that
will enquire about your views on oral health, your oral health knowledge and
practices, the health and oral health services you provide and your view on these
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services that you provide within your role as a community care worker. This should

take about 20 minutes.

Would my participation in this study be kept confidential?

The researcher undertakes to protect your identity and the nature of your
contribution. To ensure your anonymity your name will not be included on data
sheets, a code will be placed on the data sheet. To ensure your confidentiality, the
printed data sheets will be locked in a locked filing cabinet and data will be stored

on the researcher’s password protected laptop.

If we write a report or article about this research project, your identity will be

protected.

What are the risks of this research?

There may be some risks from participating in this research study. All human
interactions and talking about self or others carry some risks. We will nevertheless
minimise such risks and act promptly to assist you if you experience any
discomfort, psychological or otherwise during
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UNIVERSITY OF THE WESTERN CAPE

The Department of Oral Hygiene
Faculty of Dentistry
Departmental secretary
kstuurman@uwc.ac.za
Tel: 021-9373162

the process of your participation in this study. Where necessary, an appropriate

referral will be made to a suitable professional for further assistance or intervention.

What are the benefits of this research?

This research is not designed to help you personally, but the results may help the
investigator learn more about how primary oral health care is offered in the KMPSS. We
hope that the results can be used to improve the delivery of primary oral health care so

that oral health outcomes can be improved.

Do I have to be in this research, and may I stop participating at any time?

Your participation in this research is completely voluntary. You may choose not to take
part at all. If you decide to participate in this research, you may stop participating at any
time. If you decide not to participate in this study or if you stop participating at any time,

you will not be penalized or lose any benefits to which you otherwise qualify.

What if I have questions?
This research is being conducted by Natalie Gordon, Department of Oral Hygiene at the
University of the Western Cape. If you have any questions about the research study

itself, please contact Natalie Gordon at: ngordon@uwc.ac.za, 0219373162
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Should you have any questions regarding this study and your rights as a research
participant or if you wish to report any problems you have experienced related to the
study, please contact:

The University of the Western Cape’s Biomedical Research Ethics Committee.

Research Ethics Committee (BMREC)

University of the

Western Cape

Private Bag x17

Bellville Email: research-ethics@uwc.ac.za

Telephone: 021 9594111
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UNIVERSITEIT VAN WESKAAP

The Department of Oral Hygiene
Faculty of Dentistry

o Departmental secretary

i Y,
R &)
ReShies g srict kstuurman@uwec.ac.za

Tel: 021-9373162

INLIGTINGSBLAD (Gemeenskap sorg werkers)

Projek Titel: Re —konsepsualiseering van primere mondgesondheid in ‘n

substruktuur in die Kaapse Gesondheid Metro Distrik.

Waaroor handel die studie?
Hierdie is "'n navorsingsprojek wat gedoen word deur Natalie Gordon (PhD student)
van die Universiteit van Wes- Kaap. Ons nooi u uit om deel te neem aan hierdie

navorsingsprojek omdat u primere gesondheidsdienste in die KMPSS verskaf.

Wat sal van my verwag word as ek deelneem aan die studie?

U sal gevra word om 'n toestemmingsvorm in te vul vir die voltooiing van 'n vraelys.
Die vraelys gaan oor hoe u mondgesondheid verstaan, u praktike oor
mongesondheid en die werk wat u in die gemeenskap doen in terme van
gesondheid en mondgesondheid. Die vraelys sal om en by 20minute neem om to

voltooi.

Word my deelname in die studie vertroulik gehou?
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Die navorser onderneem om u identiteit en die aard van u bydrae te beskerm. U
sal anoniem gehou word en geen dokumentasie sal onder u naam aangeteken
word nie. Die vraelyste wat voltooi is, sal met kodes geidentifiseer word. Om u
identiteit te verseker sal alle inligting in 'n geslote kas gehou word en identifikasie
kodes sal op die data geplaas word.

Indien 'n verslag of 'n artikel geskryf word, sal u identiteit ook beskerm word.

Wat is die risikos in die navorsing?

Daar mag risikos wees in die navorsing. Alle menslike interaksie en gesprekke oor
ander en jouself mag sekere risikos inhou. Ons sal egter probeer om die meesste
risikos te minimaliseer en sal die nodige ondersteuning bied indien u enige
ongemak, hetsy psigologies of andersins ervaar gedurende u deelname in die
studie. Indien noodsaaklik, sal 'n verwysing gemaak word na 'n geskikte

professionele persoon vir ondersteuning.

Wat is die voordele van die navorsing?

Die navorsing is nie ontwikkel om u persoonlik te bevoordeel nie, maar die resultate
sal egter die navorser help om meer te leer oor hoe mondgesondheid in die
gemeenskap kan verbeter deur dienste wat gelewer word op n primere mond

gesonheid vilak.

Moet ek deel wees van die studie en mag ek my enige tyd van die studie
onttrek?

Jou deelname in die navorsing is heeltemal vrywilliglik. Jy mag kies om nie deel te
neem aan die studie nie. Indien jy besluit om nie deel te wees nie of om enige tyd
jou te onttrek van die studie, mag jy nie gepenaliseer word nie en sal jy dus nie

enige voordele verloor nie.

Wat indien ek enige vrae het?
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Hierdie navorsing word uitgevoer deur Natalie Gordon (ngordon@uwc.ac.za,

0219373162) aan die Universiteit van Wes-Kaapland — wie ook enige vrae oor die

navorsing kan beantwoort.

Indien u enige vrae het met betrekking tot die studie en jou regte as 'n deelnemer

of indien u enige probleme ervaar rakende hierdie studie, kan u die volgende

kontak:

Research Ethics Committee (BMREC)

University of the

Western Cape

Private Bag x17

Bellville Email: research-ethics@uwc.ac.za

Telephone: 021 9594111
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Appendix X: CONSENT FORM (Community Health Workers)

UNIVERSITY OF THE WESTERN CAPE

The Department of Oral Hygiene
Faculty of Dentistry
Departmental secretary
kstuurman@uwc.ac.za
Tel: 021-9373162

CONSENT FORM (Community Health Workers)

Title of Research Project: Re-conceptualising primary oral health care within a

substructure of

the Cape Metro Health District

The study has been described to me in a language that | understand. My questions
about the study have been answered. | understand what my participation will
involve, and | agree to participate of my own choice and free will. | understand that
my identity will not be disclosed to anyone. | understand that | may withdraw from
the study at any time without giving a reason and without fear of negative

consequences or loss of benefits.

Participant’s NamMe: ..........coceveiiiiiiiiniiiiininaene.

Participant’s signature: .............cooieiiiiiiiiiiiiieann. Date:
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UNIVERSITEIT VAN WESKAAP

The Department of Oral Hygiene
Faculty of Dentistry
Departmental secretary
kstuurman@uwec.ac.za

Tel: 021-9373162

TOESTEMMINGS VORM (Gemeenskap gesondheid

werkers)

Projek Titel: Re -—konsepsualiseering van primere mondgesondheid in ‘n

substruktuur in die Kaapse Gesondheid Metro Distrik.

Die studie is beskryf in die taal wat ek verstaan. My vrae oor die studie is
beantwoord. Ek verstaan wat my deelname sal behels en ek kom ooreen dat ek
vrywilliglik en uit eie keuse deel neem aan die studie. Ek verstaan dat my identiteit
nie bekend gemaak sal word nie. Ek verstaan dat ek enige tyd mag onttrek van die
studie sonder om’n rede te verskaf en sonder om enige vrees of negatiewe gevolge

of skade te lei.

Deelnemer se naam: _Deelnemer se handtekening: Datum:
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Appendix XI: DESCRIPTION OF STUDIES OF CHW LED OR DELIVERED INTERVENTIONS

With minimal
training, CHWSs
can integrate
SAM treatment
into the iCCM

Study ID Author(s) Study Site Aim/Objective | Study Design Study Concept: Outcome
population Intervention, measures and
programme CHW effects
and conclusion | (key findings)
1 Alvarez Moran | Mali To investigate Multicentre, Children aged Malnutrition Clinical
etal. 2018 the potential of | randomised 6—59 months. (SAM - severe outcomes (cure,
integrating SAM | intervention Intervention acute death and
identification study. (n=699) and malnutrition) defaulter ratios),
and treatment control (n=235). . treatment
delivered b L Comr.n.u nity coverage.
y g
CHWs. to and facility-
) ’ based health CHW effects:
improve the o .
coverage of educatfon', hlgher cure
SAM ftreatment screening; ratios, lower'
services treatment defau!ter ratios
(antibiotics, and higher
deworming); coverage rates,
referral (to significant
stabilisation increase
centre); (p<0.0001) in
resources treatment
provided (water | coverage rates.
hygiene kits).
C: Outpatient
treatment.
Conclusion:
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package of care.

Arrossi et al.
2017

Argentina

Evaluation of
the scaling-up of
HPV self-
collection using
implementation
research
methods

Evaluation
study.

Women 30 years
and older with
public health
coverage, not
screened in the
past five years

(target 33245)

Women’s
health

I: Home-based
health education
and training on
cervical cancer
prevention and
HPV self-
collection;
facilitation of
HPV self-
collection; clinic
screening;
follow-up care
and tracking.

Conclusion:
HPV self-
collection
offered by
CHWs at home
visits can be
scaled up in
programmes to
increase
screening of
hard-to-reach
women.

HPV in self-
collection;
proportion of
screened
women; CHW
satisfaction with
strategy.

CHW effects:
increase in
screening of the
under-screened
and socially
vulnerable
population;
increase in
follow-up
procedures,
diagnosis, and
treatment.
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August et al. Tanzania To evaluate the | A quasi- Men with Maternal Male
2016 effect of Home- | experimental partners who health involvement in
Based Life study using pre- | delivered in the I: Home-based maternal health
Saving Skills test/post-test past two years. h-ea Ith education (shared
(HBLSS) on comparison. Intervention . decision-
improving male (n=1,378) and and tralnmg, making,
involvement in control couple sessions knowledge of
of 60-90 :
maternal (n=1,359) . _ danger signs
healthcare in a districts minutes (n=4) during
rural community on the stage of pregnancy,
in Tanzania. pregnancy and childbirth, and
delivery; follow-
up: and usual postpartum).
services. CHW effects:
C: Usual T.her.e isa
. significant
services improvement in
provided by male
HCWs at health | . .
facilities. involvement in
maternal health
Conclusion: The | and in shared
intervention is decision-making
feasible and (p<0.0001),
effective in increased
improving male | facility delivery,
involvement and | and knowledge
can be upscaled | of danger signs
for inclusion in | during
home-based pregnancy,
antenatal care childbirth, and
(ANC) visits postpartum.
conducted by
CHWs.
Avery et al. Kenya Determine Mixed methods | Women (15-49 | Maternal and Health seeking
2017 whether a approach. years), pregnant | child health behaviour,
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simple
monitoring and
tracking tool
would enable

women, children
under 5 years.
Households at
baseline-

I:
Comprehensive
home-based
health education

facility delivery,
PNC within 48
hours, childhood
DPT

CHVs to plan (n=912) and end | and counselling | vaccination.
wo.rk.lc.)ads and line (n=1,143). on maternal, the CHW effects:
activities, new-born, and Women are
identify women, child health; omen are
. more likely to
new-borns and data collection
. . . have had 4 or
children most in and tracking.
need of MNCH more ANC
interventions Conclusion: A visits, skilled
and improve ke simple job aid delivery at birth,
P Y facilitated PNC within 2
MNCH . . .
. interaction with | weeks of
indicators. :
women, new- delivery, and a
borns, and complete
children to package of care
increase the compared to
uptake of the baseline.
intervention and
improve
outcomes.
Braun ef al. United States Assess the effect | A cluster- Children 3-5 Oral health Oral health
2016 of an oral health | randomised years and parent knowledge and
. . 1: Oral health .
promotion design. dyads. . practices of
. promotion. .
programme on Intervention . caregivers,
: _ Personalised
caries as (n=463) and health outcomes
. classroom-based
delivered by usual care interactions for (number of
trained Navajo (n=434). cractions 1o decayed,

community oral
health
specialists.

children (n=4-5)
and community-
based for
caregivers.

Treatment
(fluoride

missing and
filled surfaces
(dmfs), caries
prevalence).

CHW effects:
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varnish) and
usual care.

C: Usual care of
toothbrushes
and toothpaste
provided at
enrolment and at
data collection.

Conclusion:
Restorations
should be
included.
Successful
approaches to
prevention
require
personalised
approaches
shaped by
cultural
perspectives that

There was an
increase in mean
oral health
behaviour scores
by year 1, but
they remained
similar by year
3. The
participation of
children was
higher compared
to caregivers,
but both groups
had permanent
tooth caries.
Caregivers
showed greater
oral health
knowledge by
year 1, but there
was
improvement in

are attentive to both groups by
social year 3.
determinants of
oral health.
Collinsworth ez | United States Evaluate the A mixed method | 18 years or Diabetes Clinical
al. 2013 effectiveness of | design older; patients I: Clinic-based indicators: Mean
a community diagnosed with ' hensive blood glucose
health worker type 2 diabetes, Zzg}% che (A1C), Body
(CHW) led who were education. One- Mass Index
diabetes self- uninsured or hour cul tu.rall (BMI)
management underinsured. y .
education 'relevant ' S'ystoh'c and
information diastolic blood

programme and
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to determine
how CHWs and
primary care
providers work
together to
provide
comprehensive
diabetes care.

sessions (n=2)
on diabetes
management.
Quarterly
clinical
assessments,
assessment of
self-
management,
facilitation of
goal setting,
referral to
primary care
providers.

Conclusion: The
use of PC teams
including CHWs
can be effective
to provide high
quality care to
more patients
under proposed
population
health models.

pressure

CHW effects: At
least two CHW
visits/attendance
s resulted in
significant
improvements in
glucose control
(p<0.00) and
systolic blood
pressure
(p=0.03).
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Coutinho et al. Brazil Compare rates Cross-sectional | Infants 0-5.9 Family health Exclusive

2014 of exclusive survey pre- and | months pre-(n=1 | (focus on breastfeeding,
breastfeeding post- 266) and post breastfeeding) | use of pacifiers,
associated with | intervention intervention I mother’s
a breast-feeding (n=1 245) i . knowledge,

. Comprehensive

counselling knowledge of

. . home-based

intervention. . CHA
health education
and counselling | CHW effects:
on breastfeeding | There was a
and enlisting the | significant
help of family difference in the
members; and proportion of the
training tailored | exclusively
to specific breastfed group
needs; visits (p=0.02). The
(n=3) in the first | use of pacifiers,
month, then water, and other
monthly for six | milk decreased
months, significantly at
Conclusion: ages 3-5.9

- - months. All
Multifunctional levels of
CHAs were able
. maternal
to deliver .
. education
breastfeeding .
. improved, and
counselling
s . most were
within a routine
health service counselled by a
' CHA.

Garg et al. 2020 | India Assess Mixed-methods | Community/pati | Tuberculosis Proportion and
proportion and design ent referrals I H based characteristics
characteristics from health |- riome-base of PDLFU,

] identification
of pre- workers; . enablers and
d&i . .. and screening of .
iagnostic loss practitioners of barriers to
symptom-based
to follow up the programme access

TB cases;
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(PDLFU) cases, ACF (n=13,395) | facilitation of diagnostic
identify risk treatment; evaluation.
factors and support through )
understand the diagnostic %Lt%m
reasons for process; o oL those
PDLFU, supervision of screened were
including treatment; presumptive TB
barriers and referral to the cases and
enablers in public health rgferred for
. diagnostic
accessing system and evaluation:
diagnostic follow-up care. ASHAS ’
evaluation. . . .
Conclusion: A identified 75%
community- of presumptive
oriented cases.
intervention,
considering
stigma,
misinformation,
and patient
support, is
crucial to the
success of a
patient-centric
and transformed
health system.
Guenther et al. Mozambique Assess the Cross-sectional | Children aged Childhood Level of care-
2017 contribution of | household 2-59 months febrile fever seeking and

the programme
to improve care-
seeking and
appropriate
treatment of
childhood
febrile illness in

survey using a
post-test quasi-
experimental
design.

with fever in the
last two weeks.
Intervention
(n=753) and
comparison
(n=778).

I: Community-
based health
promotion talks
on health
promotion and
disease
prevention

treatment of
childhood fever,
consistency of
care with
standard case
management
protocols.
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the Nampula
province.

messages;
assessment of
danger signs;
referral to
public health
facilities;
treatment to
provide the first
dose;
encouragement
of follow-up
visits.

C: First level
health facilities
care

Conclusion:
Trained,
supplied, and
supervised
APEs provided
care consistent
with iCCM
protocols and
performed
significantly
better than first
level facilities
on most
measures of
adherence to
case
management
protocols.

CHW effects:
Care-seeking for
fever decreased;
significantly
more treatment
using
appropriate
antimalarials;
more children
initiated
antimalarial
treatment within
24 hours of
symptoms
(P=0.000); and
APEs were the
predominant
source of
treatment.
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10

Hamid et al.
2014

American
Samoa

Examine the
impact of a
successful 12-
month
behavioural
intervention to
improve
diabetes control
on health care
utilisation in
American
Samoa

Cluster-
randomised trial

Diabetes (Type

2) adult patients.

Intervention
(n=164) and
usual care
(n=148)

Diabetes

I: Clinic-based
comprehensive
health education
on diabetes,
self-care
practices, and
healthcare
utilisation based
on risk profile;
monitoring of
blood glucose
and blood
pressure at every
visit; referral to
health facility.

C: Usual care
based on
scheduled and
self-initiated
appointments at
health centres.

Conclusion: A
culturally
adapted CHW
diabetes
intervention
significantly
increased PCP
visits and
decreased
emergency
department (ED)
visits among

Number of
emergency
department (ED)
visits, overnight
hospitalisation,
PCP visits,
association of
utilisation
changes with
change in
HbAIc.

CHW effects:
ED visits
declined;
significant
increase in PCP
utilisation
associated with
greater
decreases in
HbAIc (p=0.01),
increase in
primary care
utilisation.
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those with high

ED usage in the
past year.
11 llozumba et al. India Assess the Quasi Women (18-45 | Maternal Maternal health
2018 impact of the experimental years) who had | health knowledge,
mHealth cross-sectional delivered a baby .. antenatal care
. . . I: Home visits to
intervention on | study in the past year mothers for (ANCO),
maternal health (n=2,200) attendance and

education and
communication,
tracking and
monitoring,
supported by
mobile
technology, and
standard care.

C: Standard care
— ASHA
support,
incentives to
deliver in
hospital.

C: Quasi control
group: Maternal
health
education.

Conclusion:
CHW
interventions
using mHealth
can be effective
in addressing
maternal
literacy.

delivery in a
health facility.

CHW effects:
Maternal health
knowledge was
significantly
higher;
significantly
more women
were likely to
attend 4 or more
ANC visits
before delivery
and deliver at a
health facility
(p>0.05).
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Sociocultural
context must be
considered in

programme
design.
12 Jafar et al. 2010 | Pakistan To assess the Cluster Children (5-14 | Hypertension Change in blood
effectiveness of | randomised years) and I Home-based pressure, body
a community- controlled trial young adults c'om reh-ensi o | mass index
based lifestyle (15-39 years). i l?h y ;’ (BMI), and
intervention on One child and iali f et itc_aalr?n tobacco use.
blood pressure one adult per on iesty’e )
in children and household initial visit of 90 | CHW effects:
young adults in (n=4,023) minutes Significant
a developing Intervention and followed by 3 changes in blood
country settin control clusters monthly pressure
Y & " | reinforcement (p=0.002);
visits. proportion of
C: No home- current tobacco
users decreased
based .
. . in both groups
intervention.

Conclusion: A
family-based
home health
education
package
delivered by
trained lay
health workers
can lead to an
effective

but more so in
the intervention

group.
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reduction in BP
in people (5-39
years) at a
community level
in a poorly
resourced
developing
country setting.

13

Kim et al. 2016

Synthesise
evidence on the
types of CBHW
interventions,
qualifications
and
characteristics
of CHBWs,
patient
outcomes, and
the effectiveness
of such
interventions in
vulnerable
populations with
chronic, non-
communicable
conditions.

A systematic
review

Vulnerable
populations

Chronic non-
communicable
conditions

PubMed
EMBASE
CINAHL
Cochrane

Conclusion:
Interventions by
CBHWs appear
to be effective
compared to
alternatives,
cost-effective
for certain
health
conditions,
especially when
partnering with
low-income
underserved
racial and ethnic
minority groups.
CBHW models

Types of CBHW
interventions,
qualifications,
and
characteristics
of CBHWs,
effectiveness,
and cost-
effectiveness of
CBHW
interventions.

CBHW effects:
Interventions
included health
education,
counselling,
navigation
assistance, case
management,
social services,
and social
support. The
two most
common areas
for interventions
were cancer
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support a
healthcare
system that
focuses on
prevention
rather than sick
care.

prevention and
cardiovascular
disease risk
reduction. A
trend was also
seen in
improvements in
these areas.

14

Mathu-Muju et
al. 2018

Canada

The effect of
availability of
local community
health workers
on access to the
programme’s
preventive
dental services
for children.

Secondary data
analysis

Children 0-7
years and their
caregivers

Oral health

I: Community-
based health
promotion;
home visits to
initiate and
promote the
COHI; oral
health education
and counselling;
treatment of
fluoride varnish;
referral and
scheduling of
dental
appointments
(ART and
fissure sealants).

Conclusion:
CHWSs were
beneficial in
promoting
programme
enrolment and

Access to
preventive
services, number
of enrolments,
treatments
(fluoride
varnish,
sealants,
atraumatic
restorative
treatment).

CHW effects:
The
uninterrupted
service group
had highest
enrolments and
ART
restorations;
uninterrupted
and intermittent
groups were
more likely to
receive repeated
fluoride varnish
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facilitating the and sealant
delivery of applications.
preventive
dental services.
15 Mushamiri et al. | Kenya A CHW-centred | Programme HIV*™¢and HIV- | Maternal and Health seeking
2015 mHealth evaluation. V¢ pregnant child health behaviour,
technology women/ new I Home-based number of ANC
reminder system mothers (14-16 o p t-' and and baby
can improve years) randomly Zegl;; hrac;on i follow-up visits,
PMTCT efforts selected from a ed eHuccft}zlon baby’s HIV
by increasing health register 1151r11g 2 1?'51111 status at 18
the uptake of (n=650). hooliil c(l) t? N months, HIV
health services, eaf (?1 ucation 4 nsmission
decreasing loss on farmy rates.
to follow-up planning and
’ HIV prevention; | CHW effects:

and decreasing
vertical HIV
transmission
rates in Western
Kenya.

planning and
monitoring of
appointments;
coordination of
monthly home
visits and
referrals.

Conclusion: A
combination of a
CHW
programme and
mHealth tools
strengthened
adherence to
ANC and PNC.
This approach
may enable
communities
that are well-

Women were
more likely to
attend ANC
visits and go for
baby follow-up
visits; zero
transmission
rate to babies.
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integrated into
the primary
health system to
reach or come

closer to

achieving the

goal of

eliminating

vertical HIV

transmission.

16 Pérez-Escamilla | United States Evaluate A parallel Adults, 21 years | Diabetes HbAlc
etal 2015 whether home- community- and older, with a Int tion: reduction at 3, 6,

based culturally | based RCT diagnosis of % 12 and 18
appropriate T2D for more ome-base months; lipid
counselling than 12 months patlen.t centred profile, blood
delivered by living in ’ ‘.behawou.r al pressur’e and
CHWs Hartford County intervention. weight ’
integrated as and with HbAlc Comp rehenswe

health education | CHW effects:
part of the levels greater or . —

o and counselling | Significant

healthcare equal to 7%. . = i

visits (n=17) on | (p=0.002)
management Standard care . L
team can (n=106) vs diabetes, reduction in
. ) . lifestyle HbAlc over
improve intervention

. = changes, programme
glycaemic (n=105) > :
control amon monitoring, period of 12
J medical months; effect

Latino adults
with T2D and
whether the
impact is
sustained after
the intervention
ends.

adherence and
social support;
plus, standard

care.

Control:
Standard care:
screening by
clinic
physicians,

size sustained
during 6-month
maintenance
period.
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glucometer and
glucose test
scripts, referral
to dietician.

Conclusion:
CHW were
successful in
delivering
education
relevant to T2D
self-
management,
provide care and
social support
services to
patients, and
were filling a

vacuum not
currently
addressed by the
healthcare
system.
17 Peiris et al. 2019 | India (rural) Hypotheses: A Stepped-wedge | Adults >40 Cardiovascular | High-risk
PHC worker-led | cluster RCT. years with high disease individuals
clinical decision risk .Of I: Mobile health ach}eV1ng
support system cardiovascular - tion: optimal BP
will increase the disease (CVD) intervention, levels, mean BP
. o risk assessment
proportion of indicated for BP d levels, and a
high-risk lowering an hensi proportion
individuals medication. Zon}f ; ¢ ;ns1ze reporting the use
achieving Intervention el ke tutclf O of BP
guideline- (n=4 348) and on risk status, medicines, CVD
lifestyle, and .
recommended control lated advice: risk factors
BP levels (n=4,294) related advice, (BMI, smoking,

referral of high-
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compared to periods. risk patients; dietary intake,
usual practice. referral to PHC | and physical
doctor; clinical | activity).
de01s1or? CHW effects:
support; follow-
up and tracking. Increased
" | treatment rates
Conclusion: The | among high-risk
strategy individuals
achieved a high | assessed by
uptake by CHWs, greater
doctors and use of BP-
CHWs. There lowering
were no medication in
statistically the intervention
significant period.
differences in
outcomes
compared to
usual care.
18 Reiger et al. Honduras (rural) | Assess whether | Programme Hypertensive Hypertension Changes in BP,
2015 programme evaluation using | members (n=86) | . medication, and
participation in | a quasi- enrolled in the L Self-fupded meeting
. community-
the group experimental group for three based ot adherence.
improved design months or more s¢ r% (c)lu‘tr: Improved
treatment, within the 30- supportec by prove ]
medication month CHWS.' Gfoup treatment;
adherence, and adherence coordination, hypertension
hype rtensi’on period comprehensive | control.
control. monthly health CHW effects:
education on .
h . Significant
ypertension improvement in
through group p .
& . hypertension
iscussions.
L control
Clinical support (p<0.01)
of dispensing p=uuh),
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medications.
Monthly BP
screening and
referral to a

medication
adherence
(p<0.01), and a
decrease in

group physician. | mean SBP
Conclusion: A (p<0.01).
self-funded
community-
based
hypertension
treatment group
in a rural
resource-poor
community was
feasible.
19 Rothschild ef al. | United States Assess whether | Single-blinded Mexican Diabetes HbAlc level and
2013 CHWs could randomised Americans 18 I Home-based blood pressure
improve controlled years and older b'eha o -ral self. control,
glycaemic Mexican with T2D and m an: erlilen ¢ " | medication
control among American Trial | treated with at & adherence,
Mexican of CHWs least one t}gougth he;zrigz glucose self-
Americans with | (MATCH). hypoglycaemic education monitoring, self-
diabetes agent (n=144) training; home management
4 visits (n=36) to .
with health behaviours.
insurance or teach self-
. management CHW effects:
attending a free .
clinic or a public skills related to There were
facili problem- S
acility. solving: social significantly
SUPDOr t’ and lower HbAlc
strlé 157 s levels in year 1
management; (p=0.021) and
and the home ?eig 20 05), as
environment. p=. ’
well as an
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C: Health

increase in

education physical
through mailed | activity, and an
communication. | increase in daily
. fruit and
Conclusion: The vegetable intake
study adds to the for both groups
growing body of ’
literature
showing the
benefits of
CHW
interventions in
improving the
health of
persons with
chronic diseases.
20 Spencer et al. United States Effectiveness of | RCT T2D patients, 18 | Diabetes Glycaemic
2011 a culturally years and older, I An control,
tailored, self-identified as e'm werment haemoglobin
behavioural African a pro:lvch level, BP.
theory-based American PP
. . through health Knowledge and
community /Latino/ . .
. . promotion. lifestyle
health worker Hispanic.
. . . Two-hour group | changes;
intervention for Intervention . .
. . _ sessions (n=11) | diabetes related
improving (n=84) and usual . .
. - held fortnightly | distress.
glycaemic care (n=99). i1 communit
control. communtty CHW effects:
facilities. Home Sienificantly
visits for goal & y
. lower
setting and haemoelobi
. globin
supporting and Alc levels
monitoring (P<0.01) and
PIOETESS. improvement in
Facilitation to self-reported

improve patient-
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provider diabetes

communication | understanding

skills. Referrals | (P<0.05).

and access to

clinics and other

health systems;

accompanying

patients on their

first visit.

C: Information,

diabetes related

services.

Conclusion:

CHW

interventions

provide a

possible solution

to meet the

needs of

disenfranchised

communities.

21 Thapa, et al. Nepal Assessment of Prospective, Married women | Maternal health | Institutional
2019 effectiveness non-randomised, | (15-49 years) I Grou birth and ANC
outcomes for an | cluster having a live _d P visits, modern
adaption of a controlled, Type | birth in the education on contraceptive
group antenatal | 1 hybrid preceding year. pregnancy. rate; stillbirth
. - topics and birth P

care model effectiveness Intervention lannine. Two- rate; perinatal
delivered by implementation | (n=457) control Eour se fs ions mortality rate;
community trial design with | (standard care —4) by CHW infant mortality
health care a nested (n=214). (n=4) oy * rate.
workers and prospective ) and midwife. )
midwives in cohort. Nested cohort: quthly home m
close pregstnant zomen visits during §1gn1ﬁcant '
collaboration in 1% or 2 pregnancy improvement in
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with
government
staff in rural
Nepal.

trimester,
intervention
(n=62) and
control (n=52).

(same for nested
cohort), plus
standard care.

C: Standard
care: individual
visits at local
clinics
conducted by
midwives

Conclusion:
Group ANC
improved
participant
satisfaction and
had a modest
impact on
knowledge. The
group setting
added value for
discussion,
knowledge
sharing,
empowerment
and social
support.

institutional
birth and ANC
completion in
each group from
baseline to
endline.

Nested cohort:
Knowledge,
attitudes and
practices after
delivery,
satisfaction with
ANC
experience, birth
planning
practices,
barriers to
institutional
delivery.

CHW effect:
ANC providers
provided
excellent care,
significant
improvement
knowledge of
vital danger
signs during
pregnancy
(p<0.001);
improvement in
social
empowerment,
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home visits-built
trust.

C (Control), I( Intervention), ANC (Antenatal care), PC (primary care), APE (Agentes polivalentes elementares), ASHA
(Accredited social health activist), BP (Blood pressure), CHA (Community Health Agents), CHV (Community Health
Volunteers), CBHW (Community based health worker), COHI (Children’s Oral Health Initiative), iCCM (Integrated Community
Case Management), HPV (Human Papilloma Virus), HBLSS (Home Based Life-Saving Skills), mHealth (Mobile Technology),
MNCH (Maternal, New-Born and Child Health), PDLFUT (Pre-Diagnostic Loss to Follow Up), PMTCT (Prevention of Mother
to Child Transmission), PNC (Post natal care), T2D (Type two diabetes). The designations of ASHA, APE, CHA, CHV, CBHW,
CHYV and CHW are used in the literature where the term CHW is applied in this study.
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Appendix XIII: LIST OF ABBREVIATIONS

ANC: Antenatal Care

AOHC: Academic Oral Health Centre
BMI: Body Mass Index

BP: Blood Pressure

CCT: City of Cape Town

CCW: Community Care Worker

CHC: Community Health Centre

CHW: Community Health Worker
COPC: Community Orientated Primary Care
COHP: Comprehensive Oral Health Plan
CRFA: Common Risk Factor Approach
DHS: District Health System

DMT: District Management Team

DoH: Department of Health

ED: Emergency Department

FD: Functional Definition

FDI: Federation Dentaire International
GBD: Global Burden of Disease

HBLSS: Home-Based Life Saving Skills
HCBC: Home and community-based care

HIC: High Income Countries
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HIV: Human Immunodeficiency Virus

JBI: Joanna Biggs Institute

KMPSS: Klipfontein and Mitchells Plain Substructure

LMIC: Low- and middle-income countries

MDG: Millennium Development Goal
MDH: Metro District Health

MHS: Metro Health Services

MIC: Middle Income Countries

NCD: Non-Communicable Disease
NDOH: National Department of Health
NHI: National Health Insurance
NOHS: National Oral Health Strategy
NGO: Non-Governmental Organisation
NPO: Not For Profit Organisation
NPOH: National Policy for Oral Health
OHC: Oral Health Centre

OHP: Oral Health Practitioner

PHC: Primary Health Care

POHC: Primary Oral Health Care
RCT: Randomised controlled trials
rPHC: re-engineered PHC

RSA: Republic of South Africa

SAHR: South African Health Review
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ScR: Scoping review

SDA: Sustainable Development Agenda
SDG: Sustainable Development Goal
SLA: Service Level Agreement

SOP: Scope of Practice

StatsSA: Statistics South Africa

TB: Tuberculosis

UHC: Universal Health Cover

UMIC: Upper Middle-Income Countries
UNICEF: United Nations Children’s Fund
WC DoH: Western Cape Department of Health
WCG: Western Cape Government

WCP: Western Cape Province

WHO: World Health Organisation

358



Appendix XIIV: GLOSSARY

Community health worker

(CHW)

A health worker who receives standardised training outside the
formal nursing or medical curricula to deliver a range of basic
health, promotional, educational, and outreach services, and
who has a defined role in the community and the larger health
system (Witmer et al., 1995: p1055). In this thesis, the term
CHW is used interchangeably with community care worker
(CCW), as the term CCW is used in the health policy documents
of the WCG

Community oriented

primary care (COPC)

A continuous process whereby care is provided to a defined
community based on its assessed health needs through the
planned integration of primary health care (PHC) practice and
public health (Abramson, 1988).

District health system (DHS)

The DHS in South Africa is a decentralised governance and
management structure led by district management teams
(DMTs) and serves as the primary vehicle for delivering PHC
(Naledi et al. 2011:18).

Integrated health services

Integrated health services respond to the needs of individuals
and populations, delivering comprehensive, good-quality
services throughout the life course through multidisciplinary
teams. These teams work together across settings and utilise
evidence and feedback loops to continuously improve
performance. When based on strong primary care and essential
public health functions, integrated health services strengthen
people-centred health systems and contribute to the optimal use

of resources (WHO 2018).
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Life course approach

A culturally defined sequence of stages that people typically
pass through as they progress from birth to death. Health across
the lifespan reflects a complex interplay of biological,
behavioural, psychological, and social protective and risk
factors that contribute to health outcomes across a person’s life

span (WHO 2019).

Primary health care (PHC):

“Essential health care based on practical, scientifically sound,
and socially acceptable methods and technology made
universally accessible to individuals and families in the
community through their full participation and at the cost that
the community and country can afford to maintain at every stage
of their development in the spirit of self-reliance and self-

determination” (WHO/UNICEF, 1978).

Primary oral health care

(POHC):

The integration of services that promote and preserve oral
health, prevent oral disease, injury, and dysfunction, and
provide a regular source of care for acute and chronic oral
diseases and disabilities. Primary oral care serves as the entry
point into the larger oral health system and takes responsibility
for ensuring the coordination of oral health services with other
health and human services. It includes personal oral healthcare
delivered in the context of family, culture, and community,
meeting all but the most specialised oral health needs of

individuals and families being served (Isman, 1993: p847).

Re-engineered primary

health care (rPHC)

A shift in the PHC system from a largely passive, curative,
vertically, and individually oriented system to one with a more
proactive, integrated, and population-based approach. Its core
principle is to attain a population-oriented health care model

focused on meeting the priority health needs of geographically

coherent populations comprehensively, including prevention,
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promotion, and good-quality, essential care (Naledi, Barron &

Scheider 2010:23).

Universal health coverage | UHC means that all people have access to the full range of
(UHC) quality health services they need, when and where they need
them, without financial hardship. It encompasses the full
continuum of essential health services, from health promotion
to prevention, treatment, rehabilitation, and palliative care

(WHO 2023).
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