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ABSTRACT

Introduction: Oral health is an integral part of general health and wellbeing. It is of particular
interest in pregnant women because they are at increased risk of developing periodontal diseases
because of hormone fluctuations that occur during pregnancy. This rise in hormone levels often
results to swelling of the gums and this provides a conducive environment for microorganism to
cause oral infection. The aim of this study is to assess the Knowledge, Attitude, Practices and
challenges regarding oral health among pregnant women attending antenatal clinics in Thulamela

Municipality.

Methodology: A quantitative study using cross sectional design. The study involved 315
pregnant women attending antenatal clinic in Thulamela. Simple and systematic sampling
methods were used to select participants. A self -administered questionnaire was used for data
collection. Data were analyzed with Statistical Package for Social Sciences (SPSS). Chi-square
test was used to compare differences between variables and statistical difference was set at

p<0.05.

Results: A total of 315 pregnant women participated in this study, their age ranged between 15
to 44years of age with a mean age of 25.1 year (SD=5.8). Thirty eight percent were between 20-
24 years and 48.9% showed high level of education. Almost 65% of the participants believe that
there is a relationship between oral health and pregnancy. Just 55.6% have positive attitude
towards the oral health facility and services provided in the antenatal clinic they attend and
47.2% believe that unborn baby can be affected by poor maternal oral care. Twenty six percent
of the participants do not visit the dentist at all while 39% will visit the clinic only when there is
a dental problem and a 32.1% reported that their antenatal clinic does not offer oral health
services. Sixty three percent of the participants indicated that they have challenges accessing
transport from home to the clinic and 60.0% of the participants reported fear of pain as the main

reason for not consulting with a dentist.

Conclusion: This study shows high level of oral health knowledge (score of 3-4) among 56.6%
of the participants but this knowledge has not positively influenced their attitude and practices.
Therefore, a specific oral health programme is needed to help inform pregnant women in the

community.
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CHAPTER ONE

INTRODUCTION

1.1 THE BACKGROUND TO THE STUDY

Dental caries and periodontal diseases constitute a major global public health problem and
are the most common non-communicable diseases on the planet (Beaglehole, Benzian, Crail
& Mackay, 2009). According to Peterson (2004), oral health is an integral element of general
health and well-being. However, oral diseases affect significant proportions of the world’s
population and exact a heavy toll in terms of morbidity and mortality (World Health
Organisation, 2005). Despite its importance for individuals and health systems, oral health is
still a neglected area in both national and international health and politics (Beaglehole ef al.,
2009). The distribution and severity of oral diseases vary in different parts of the world and
within the same country or region, affecting 60-90% of school children and a vast majority of
adults. Despite the great improvements in the oral health status of populations across the
world, the problem still persists, particularly amongst underprivileged groups in both

developed and developing communities (Peterson, 2003).

Women in general are at increased risk of developing periodontal diseases because of
hormone fluctuations that occur during puberty, pregnancy and menopause. Several clinical
and public health research studies suggest that around 50% of all the women, globally,
experience gingivitis and if it is not treated, it can lead to periodontitis (Admin 2011).
Pregnancy causes an increase in appetite and often a craving for unusual foods. If these
cravings are for cariogenic foods, a pregnant woman could increase her risk of dental caries
at this time. Gingivitis is the most prevalent oral manifestation associated with pregnancy. It
has been reported to occur in 60 to 75% of all pregnant women. A comprehensive study
conducted in 2006 indicated that gingival changes usually occur in association with poor oral
hygiene and local irritants, especially plaque (Carpenter ,Glick ,Nelson, Rosa& Patton
2006).

b

Improving maternal health and reducing child mortality is millennium developmental goals 4
and 5 (Building a Future for Women and Children, the 2012 Report) According to a recent
Biomed Central Health Services Research, South Africa's maternal mortality rate (625

deaths/100,000 live births) is too high for a middle-income country, although over 90% of
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pregnant women utilize maternal health seMfces (Silal, Penn-Kekana, Harris, Birch &

Mclntyre, 2012).

Premature births and low birth weight are the leading causes of death, being the second top
twenty causes of death of children under the age of 5 years in South Africa; these deaths are
preventable through the delivery of standard conventional primary health care package

approach (Bradshaw, Bourne & Nannan, 2003).

Keirse and Plutzer (2010), in a publication on women’s attitude to and perception of oral
health and dental care during pregnancy said that “even folk wisdom has linked dental health
with childbirth for time immemorial, a tooth for a child. Its implication being that the demand
of pregnancy includes the loss of a tooth”. Vogt,Sallum,Cecatti &Morais , (2010) suggest in
their comprehensive study that pregnant women suffering from periodontal disease are more

at risk of delivering underweight and premature babies.

A comprehensive study conducted in 2010 indicated that globally, an estimated 13 million
babies are born before 37 completed weeks of gestation, annually. The rates are generally
higher in low- and middle-income countries, but also increasing in some middle- and high-
income countries, particularly in America. Preterm birth is the leading direct cause of
neonatal death 27% (Lawn,Gravett,Nunes,Rubensb& Stanton , 2010). The level and trends in
child mortality report of 2011 indicate that the value of mortality rate, of neonatal (per 1,000
live births) in South Africa was 18.00 as of 2010. Over the past 20 years this indicator has
reached a high value 0f 23.00 in 2004 and a low value of 18.00 in 1990. At population level,
the proportion of babies with low birth weight is an indicator of multifaceted public-health
problems that include long-term maternal malnutrition, ill health, hard work and poor ante-
natal care (WHO, 2011).

According to the United Nations International Children’s Emergency Fund (UNICEF, 2004)
22% of all low-birth weight infants born in developing countries are born in Africa. The
number of low-birth weight babies born in developing countries is more than double the
number born in developed regions; South Africa rating is at the level of 14.6%. This
percentage may increase to as much as 25% in the public sector (UNICEF, 2004). The impact
of oral disease is higher in poorer countries and for populations with lower socio-economic
status, mainly due to the prohibitive cost of treatment. Oral diseases, although not always
life-threatening, remain a major public health problem in the African region (Peterson, 2004).

Among the most prominent oral health problems currently facing Africa are dental caries,

© University of Venda 4
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periodontal or gum diseases, oral cancers, oral manifestation of Human Immune
Virus/Acquired Immune Deficiency Syndrome, noma, and trauma to the teeth and jaws
(Peterson, 2004). In a WHO (2003) report, Peterson raised an alarm over the growing
consumption of sugar; hence inadequate exposure to fluoride and high consumption of sugar

could increase the problem of dental caries in Africa (Ogundipe, 2004).

Oral diseases are largely preventable by appropriate behavior which is reinforced and
encouraged by public health policies and health promotion. Oral care habits are important
factors for retaining good oral health. However, there are preventative behaviors that can
secure good oral health, which includes brushing twice a day with fluoride toothpaste,
consuming well balanced diet (low in sugary foods), avoiding smoking and making regular

visits for dental care (Beaglehole ez al., 2009).

The WHO Assistant-Director General of Non-communicable Diseases and Mental Health
(WHO, 2004) noted that, while oral diseases appear to be less severe in most African
countries, with changing living conditions, dental caries were expected to increase in many
developing countries of Africa. “In many developing countries, access to oral health care is
limited and dental problems are often left untreated. In Africa, the dentist-to-population ratio
is approximately 1:150,000, against about 1:2,000 in most industrialized countries (WHO,
2004)”.

Peterson (2004) emphasizes the change in lifestyle factors which significantly impact on oral
health and oral diseases. Lifestyle factors qualify as major public health problems owing to
their high prevalence and incidence in all the regions of the world. Like all diseases, oral
diseases affect primarily the disadvantaged and socially marginalized populations, causing
severe pain and suffering, impairing functional ability and impacting on the quality of life.
Traditional treatment of oral diseases is extremely costly even in industrialized countries and

is unaffordable in most low and middle-income countries (Peterson, 2004).

According to Thorpe (2006), education and training constitute major challenges in Africa.
The way oral health personnel are currently trained in Africa does not equip them with skills
to deal with community development. Their training focuses on specialized, urban-based,
curative care with little exposure to the realities of life in Africa. In short, it is too technical,
ignores the community, it is not based on real oral health needs, it is based on cure, not

prevention, and it is not subject to systematic planning and evaluation (Thorpe, 2006).

© University of Venda ’
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According to the U.S. Centre for Disease cMLiﬁw:ﬁé: very inexpensive fluoridation of
drinking water has since correlated to significant reductions in incidences of tooth decay (15-
40 percent) in communities across the African countries (Johnston & Shoreline, 2007).
Approximately 1.1 billion people in low and middle income countries lack access to safe
water for drinking, personal hygiene and domestic use. In-Sub Saharan Africa, 42% of the
population is still without healthy water. However while small amounts of fluoride will
prevent tooth decay, excessive amounts can lead not only to irreversible tooth discoloration

called "fluorosis" but also to other health issues, including an increased risk of bone breakage

and osteoporosis (WHO, 2004).

Chikte (2009) indicated that in 1994, an estimated 14 million South Africans lacked access to
a formal water supply, according to the Department of Water Affairs and Forestry (DWAF)
the majority of dental fluorosis sufferers are mainly blacks and they live in rural areas. Ncube
and Schutte (2005) found that the problems of high fluoride ion concentrations were centered
in Limpopo, Northern Cape, North-West and Kwa-Zulu-Natal Provinces and these provinces
have a high population levels still living in rural areas. Efforts to use water as a vehicle to
improve oral health have not been realized yet in accordance with expectations in South
Africa (Chikte, 2009). Oral diseases are common in South Africa, affecting about 70 % of the
population (Venter 2004). According to the South African National Oral Health Strategy
(SAOHS), oral disease levels appear to be increasing in major sectors of the South African

population, especially the under-served, disadvantaged and non-urbanised communities.
1.2. Statement of the problem

Periodontal diseases result from poor oral health. In 2012, Shathini, Vanka, Bhambal,
Saxena, Saxena& Kumar reviewed association of pregnant woman periodontal status to
preterm and low-birth weight babies. The review was done systematically and evidence
based. Their findings were that all studies they reviewed suggested that periodontal disease
may be a potential risk factor for preterm and low birth weight babies. (Shathini ez al., 2012).
In South Africa, there is paucity of data on this relationship.

In September 2011, data from Thohoyandou Health Centre and Tshilidzini Hospital showed
that a total attendance of 730 (298 males and 432 females) patients visited their facilities for
extractions (505 patients), fillings (95 patients) and minor surgeries (44 patients) but there
were no data for pregnant women’s attendance for dental care. According to dental therapists,

pregnant women were reluctant to utilize dental care services during pregnancy. This is

© University of Venda .
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perhaps due to ignorance on the part of pregna omen on the importance of utilizing oral
care services during pregnancy; as such the study aims at looking at knowledge, attitude,

practices and challenges regarding oral health among pregnant women in Thulamela.

1.3 Rationale for the study

Oral problems are risk factors associated with pre-term deliveries and low birth weight. It is
therefore important to assess the knowledge, attitude, practices and challenges related to oral
health in areas such as Thulamela Municipality. This is because Thulamela Municipality is
located in a rural area and the vast majorities of the pregnant women living there have low

education and are of poor socio-economic status.
1.4 Significance of the study

Stakeholders that will benefit from the outcome of this study include health policy makers
with regards to a review of the government policy on maternal and child oral hygiene
services. The findings of the study and recommendations should add value to the body of

knowledge at large and assist in improving maternal health services.

1.5 Purpose

To assess the knowledge, attitude, practices and challenges regarding oral health among
pregnant women attending antenatal clinics in Thulamela Municipality, Vhembe District,

Limpopo Province in South Africa.
Objectives

o To assess the extent of knowledge of oral health among pregnant women attending
antenatal clinics.
 To assess the attitude of the participants with regard to oral health-care in pregnancy.

e To describe the practices of oral health among selected pregnant women attending

ante natal clinic.

* To assess the challenges faced by pregnant women regarding oral health.

© University of Venda ’
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1.6 Definition of terms

Oral Health- is a standard of health of the oral cavity and related tissues which enable an
individual to eat, speak and socialize without active disease, discomfort or embarrassment
and which contributes to general wellbeing (Carneiro, Kabulwa, Makyao, Mrosso & Choum,
2011) For the purpose of this study ‘oral health’ refers to being free from mouth diseases and

pain, for example periodontitis and bleeding gums.

Pregnancy is the period from conception to birth. After the egg is fertilized by a sperm and
then implanted in the lining of the uterus, it develops a placenta and becomes an embryo, and
later into a fetus (Free online Dictionary, 2012). For the purpose of this study, pregnancy is

the period when any woman is carrying a fetus or embryo inside her womb.

Pregnant woman is any woman carrying a fetus in the lining of her uterus. (Free online
Dictionary, 2012). For the purpose of this study a pregnant woman will be defined as any

women carrying a fetus in the lining of her uterus.

Premature babies according WHO (2010) are babies born before 37 weeks from the first
day of the last menstrual period. For the purpose of this study a premature baby is a baby that

is born before 37 weeks of gestation.

Knowledge is facts and information acquired through experience or education, or the
theoretical or practical understanding of a subject (Oxford Dictionary, 2013). For the purpose
of this study, knowledge is understanding of and information on oral health education and

practices that pregnant women have.

Attitude is a predisposition or a tendency to respond positively or negatively towards a
certain idea, object, person, or situation (Business Dictionary). For the purpose of this study

attitude include the views of the participants about oral health care in pregnancy.

Practice is repeated exercise in the performance of an activity or skill so as to acquire or
maintain proficiency in it (Oxford Dictionary, 2013). In this study practice refers to what

pregnant women do in order to keep their good status in oral health.

A challenge is something difficult which requires great effort and determination (Oxford
Dictionary, 2013) in this study challenges refers to circumstances, situations or factors which

prevent pregnant women from accessing dental care.

© University of Venda
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LITERATURE REVIEW

This section includes a review of the previous studies related to oral health in pregnancy and

the model under-pinning this study. The researcher found that there is paucity of data with

regards to oral health during pregnancy, especially in South Africa.
2.1 Data-based literature

2.1.1 Oral health in pregnancy

WHO defines oral health as a state of complete physical, mental and social well-being, not
merely the absence of tooth decay, oral and throat cancer, gum disease and chronic pain
(Beaglehole et al., 2009).WHO recognizes oral health as an integral part of general health.
Oral health and general health share common risk factors related to diet, the use of tobacco,

the excessive consumption of alcohol and HIV (Peterson, 2004). Ninety percent of the global

population has experienced oral or dental problems in their lifetime; these figures are

staggering considering that most oral diseases are completely preventable. Yet, many people

around the world do not have the benefit of oral health education because they lack access to

an oral care provider who can help them learn the benefits of good preventive care (Wilder,

2011).

Several studies have been done globally and in the region investigating about the oral health

status of pregnant women. According to Agbelusi, Akinwande & Shutti (2000), the mean oral

hygiene index score increased pro gressively throughout pregnancy (1st trimester 0.72; second

trimester 1.06: and third trimester 1.23). Community Periodontal Index of Treatment Needs

(CPITN) revealed that of the population, 50% required scale and polish and oral hygiene

instruction, 13.60% required
h that were Decayed, Missing and Filled (DMF) recorded were

oral hygiene instruction only and 32.2% did not require any

treatment. People with teet
1.54. About 52% of pregnant women required amalgam fillings, 23.27% required extraction
due to caries and 16.38% required partial dentures. These findings showed that the more
pregnancy progressed, the more oral hygiene problems and the need for oral care, increased

(Agbelusi et al., 2000).
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Taheri, Azimi, Mathew & Pisgah (2013), ina stw comparing the periodontal status between
pregnant and non-pregnant women, the outcome was that bleeding on probing and loss of
attachment and simplified oral hygiene index is seen more in pregnant women than non-
pregnant women. Therefore their study suggests that clinicians should recommend that
women considering pregnancy have a periodontal evaluation and prophylactic treatment
(Taheri et al., 2013). In a similar study by Annan & Nuamah (2005) they indicate that there
was a higher incidence of gingival bleeding or a worse score for pregnant women (89%) than
non-pregnant women (61%). The commonest method of oral hygiene among both pregnant
and non-pregnant women was a combination of chewing stick and toothbrush with paste. The
second commonest method was chewing stick alone among the pregnant women and among
the non-pregnant women tooth brushing with paste. The mean number of sextants with
gingival bleeding among the second trimester pregnant women was consistently high (more
than three) irrespective of the method of oral hygiene used. The level of gingival bleeding
during pregnancy was not significantly affected by any of the methods of oral hygiene used

(p < 0.05) which was higher during the second trimester compared with the third trimester of
pregnancy (Annan & Nuamah, 2005).

2.1.2 Risk factors for oral diseases in pregnancy

Exposure to risk factors such as low socio-economic status, poor education, HIV infection,
low dental care utilization, poor oral hygiene level, smoking, and psychosocial stress tend to
concentrate in certain populations. These factors are more, or as important, as race and
ethnicity (Wandera, Engebresten, Okullo, Tumwine & Astrom, 2009). According to
Scannapieco, Bush & Paju, 2003 implicated periodontal diseases, as a risk factor for adverse

pregnancy outcomes such as prematurity and low birth weight.

2.1.2.1 Tobacco/Cigarette smoking during pregnancy

Tobacco use is linked with many serious illnesses, such as cancer, lung and heart diseases, as
well as numerous other health problems. Smokers are two to seven times more likely to
develop periodontal diseases than non-smokers (Bountigny, Boschin & Delcourt-Debruyne,
2005). Smoking during pregnancy causes peri-natal morbidity and mortality and it is also
associated with the risk of premature and low birth weight directly and via periodontal
diseases (Bountigny et al., 2005). Tobacco is also a risk factor for oral cancer, oral cancer

recurrence and congenital defects, such as cleft lip and palate in children whose mothers

© University of Venda .
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smoke during pregnancy (Petersen, 2003). study by the American Academy of
periodontology has found that there was a dose-response relationship between cigarettes
smoked and the odds of getting periodontitis. For smokers who smoked more than ten
cigarettes per day, they were found to be three times more likely to have periodontal disease
than non-smokers. Smokers who smoked more than a packet to a packet and half of cigarettes

per day were found to be six times more likely to have periodontal diseases than non-smokers
(Tomar & Asma, 2000).

2.1.2.2 Low level of oral health education in pregnancy

Pregnancy is a particularly important time to promote oral health and healthy behavior,
including education about the prevention of dental caries and gingivitis. Pregnant women
with inadequate knowledge of dental health care and poor dental hygiene practices are two to
three times more at risk of developing these dental diseases (Rakchanok, Ampron, Yoshida,
Harun-Arun-Or-Rashid & Sankomoto, 2010). Boggess,Urlaub,Moos,Polinkovsky,El-
Khorazaty & Lorenz , (2011) suggest in their study that oral health education as part of
prenatal care was found to be a factor that may improve knowledge regarding the importance
of oral health among vulnerable pregnant women, thereby improving their oral health.
Information on oral care among pregnant women in African countries is scarce. For instance,
in Nigeria, only 36.7% of pregnant women reported having received oral care information

from a dentist (Orenuga & Sofola, 2005).

2.1.2.3 Oral manifestation of HIV/AIDS

Thorpe (2006) results of a study indicate that oral manifestations of HIV/AIDS were
widespread and most commonly included fungal infections, such as those caused by candida,
necrotizing gingivitis, or oral leukoplakia. The study on oral complications of HIV disease
suggests that the prevention, diagnosis, treatment and control of oral manifestation should be
part of the objectives for every dental health professional. It is therefore necessary to
integrate continuous and careful medical care of oral health as part of the treatment for the

people with HIV/AIDS (Leao, Rebeiro, Cavalho, Frezzini, &Potter, 2009)

Furthermore, oral candidacies and angular cheilitis were the most commonly seen oral lesions

in these patients with a frequency of 78 (61%) and 51 (40%) respectively (Adeyemi,

© University of Venda .
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Rudolph, Yusuf, Mclntyre, Gray& Martison, 2006@’%ﬂﬁe of oral mucosal lesions, like

candidacies, was also reported to be higher in pregnant than non-pregnant women

(Saddki,Yusoff & Hwang, 2010).

2.1.2.4 Utilization of dental service during pregnancy

Common excuses given by most mothers include perceptions of not having any oral health

9%), long waiting times at the clinic (71.6%), and no immediate treatment

(Saddki et al., 2010). According to Al Habashneh, Guthmiller,

problems (65.

given by the dentist (64.8%)
Levy, Johnson, Squier, Dawson &Fang (2005) in their study on factors related to utilization

of dental services during pregnancy, noted that dental visits during pregnancy were reported

by 49% of respondents; factors identified as significantly associated with reporting dental

visits during pregnancy were personal factors such as greater frequency of visiting the dentist

before pregnancy, financial factors such as not having dental insurance and knowledge of the

possible connection between oral health and pregnancy outcomes. However a study

conducted by Le,Riedy,Weinstein,& Milgrom., (2009) suggested that stressors that include

poor domestic relationships, personal finances, unemployment and dental-related issues such

as negative perceptions of dental experience, attitude toward dental providers, importance or

valuing of oral health, perceived ability to pay for care, time constraints, and dental providers

and office staff's attitudes toward clients were identified as barriers to utilizing dental

services. But the results showed that most women overcame stress or dental-related barriers

to obtain care for 88% utilized dental services and 12% did not. Boggess et al., (2010) in their

study suggest that racial, ethnic and economic disparities are related to oral hygiene practices

and dental service utilization during pregnancy.

2.1.2.5 Poor oral hygiene levels in pregnancy

Social determinants in oral health are also very strong. The prevalence of oral diseases is
increasing in low- and middle-income countries, and in all countries, the oral disease burden

is significantly higher among poor and disadvantaged population groups (WHO, 2012). Most

oral diseases and conditions require professional dental care; however, due to limited

availability or inaccessibility, the use of oral health services is markedly low among older
people, people living in rural areas, and people with low income and education (WHO, 2012).

10
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2.1.3 Knowledge of prevention and treatment of @l’zﬂi&ﬁhﬁes in pregnancy

According to the WHO (2012), the burden of oral diseases and other chronic diseases can be

decreased significantly by addressing common risk factors. These include:

Decreasing sugar intake and maintaining a well-balanced nutritional intake to prevent

tooth decay and premature tooth loss;

« Consuming fruit and vegetables that can protect against oral cancer;

« Stopping tobacco use and decreasing alcohol consumption to reduce the risk of oral

cancers, periodontal disease and tooth loss;

o Ensuring proper oral hygiene and using protective sports and motor vehicle

equipment to reduce the risk of facial injuries and safe physical environments.

Dental cavities can be prevented by maintaining a constant low level of fluoride in the oral

cavity. Fluoride can be obtained from fluoridated drinking water, salt, milk and toothpaste, as
well as from professionally-applied fluoride or mouth rinse. Long-term exposure to an
optimal level of fluoride results in fewer dental cavities in both children and adults (WHO,

2012)

2.1.4 Relationship between knowledge and practice

Knowledge is based on scientific facts and universal truths (Launiala, 2009). According to

Altindag, Connoier and Mocan (2010) there is weak relationships between increased level of

education and improvement in health knowledge. However, a study assessing women's

experiences of dental health in pregnancy and examining their self-care practices,

knowledge,

suggested that there was significant associati
and that lack of knowledge about oral and dental

on between dental knowledge and practices with

both education and socio-economic status,

health was strongly linked to women with lowe
Middleton & Crowther, 2008).

r education achievements and lower socio-

economic backgrounds (Thomas,

According to Nwaiswelo and Masalu (2007) in a cross sectional study they conducted on

Oral health know

Tanzania, they found that only 3.7%
Most of the participants had inadequate oral health knowledge although

ledge and behaviour among pregnant women in Kyela District in Mbeya
of the participants reported having visited a dentist
during pregnancy.

the majority of them were brushing their teeth daily. Likewise, most of the participants had

11
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not received oral health education, and only a few@%@%‘?gported having had dental visits.

Al Habashneh et al., (2005), in their comprehensive study suggested that there was limited
knowledge of the possible relationships between oral health and pregnancy outcomes.
Knowledge about dental problems that may arise during pregnancy is insufficient to
guarantee a good threshold to oral health care for the mother hence the need to promote
information programs and oral health training in the territory, mainly directed at health-care
specialists  (gynecologists, and  obstetricians) and at  pregnant  women

(Capasso,LaPenna,Carcione, Vestri,Polimeni& Ottolenghi , 2011).

According to Sofola (2010), an understanding of what constitutes the entity of oral health is
through several measures and activities includes the acquisition of knowledge, especially on
oral diseases and their prevention, acceptable oral health behaviors such as maintenance of
good oral hygiene and non-harmful dietary practices, as well as utilization of available
facilities. Wilder (2011), lists reasons for failure to implement effective strategies using
evidence from clinical and laboratory studies. The reasons as lack of awareness leading to
delayed treatment; the public and even some oral health care professionals lack awareness of
the importance of oral health education and early therapy and the consequences of not
treating oral diseases, the lack of appropriate oral health care systems and lack of qualified
oral health care professionals, such as dental hygienists in developing countries as
contributing to the problem. Many countries do not have any oral care, much less a dental
hygienist. Much more needs to be done to expand the availability of dental hygiene programs
throughout the world so that everyone on this planet has access to care. The conclusion is that
there is lack of understanding about the benefits of integrating oral health education into

programs designed to promote general health and prevent chronic diseases (Wilder, 2011).

2.1.5 Challenges regarding oral health among pregnant women

2.1.5.1 Service-related challenges

The prevalence of oral diseases varies by geographical region, availability and accessibility
of oral health services. Peterson (2004) state that in many developing countries, access to any
kind of oral health services is limited, and affected teeth are often left untreated or are
extracted to relieve pain and discomfort. In addition, little is known about the use of dental
services during pregnancy (Peterson, 2004). Most women do not access oral health care
during pregnancy despite evidence that poor oral health can have an adverse impact on the

health of a pregnant woman (Buerlein, Peabody & Santoro, 2010).

12
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According to Harold, Sgan-Cohen & Mann (200@(%%%&1 state of access to dental care
has been widely studied and generally found to be closely related to socio-economic
disparities. The goal of oral "health for all" is still far in the distance, almost 30 years after the
Alma-Ata declaration. This state of affairs is unacceptable, especially among developed
countries (Harold ez al., 2007). A study conducted by Gaffield, Colley & Gilbert (2001)
showed that most study participants did not go for dental care during pregnancy; amongst

those who reported having a problem, 50 % did not get dental care.

2.1.5.2. Personnel-related challenges

Prenatal care providers are usually the first health professionals to consult with a pregnant
woman on preparing for a healthy pregnancy, yet many of these health providers are unaware
of the importance of oral health during pregnancy resulting in low priority given to dental
care during pregnancy (Buerlein ef al., 2010). Oral health providers are limited in providing
oral health care during pregnancy by their lack of understanding about its impact and safety.
They withhold or delay treatment of pregnant patients because of fear of injuring the woman

or the fetus (California Dental Association Foundation, CDAF, 2010).

2.1.5.3. Individual-related challenges

The barriers mostly reported during dental visits include difficulty in finding a dentist, lack of
insurance, misconception about safety and appropriateness of dental care during pregnancy,
and sporadic anticipatory guidance during prenatal care and financial ability (Mwangosi &
Kiango, 2012). Factors associated with culture, demographics and early life experiences with
oral health care contributes to beliefs and knowledge about the importance of oral health, oral
hygiene, nutrition practices and health-seeking behavior during pregnancy (Berlin et al.,
2010). Factors for utilizing dental services during pregnancy were studied, and the extent of
the mothers' knowledge regarding oral health during pregnancy and its effects on pregnancy
outcomes. The results showed that factors associated with reporting dental visits during
pregnancy were personal factors, financial factors and knowledge of the possible connection

between oral health and pregnancy (Al Habashneh e al., 2005).

13
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2.1.5.4. Economic challenges &) iz

Social and economic disparities in health are evident in a variety of health outcomes,
including oral health and oral-health-related quality of life. However, even women who have

sufficient dental insurance coverage are often unaware of the importance of visiting a dentist

during pregnancy and when planning to become pregnant (Buerlein et al., 2010). In the

African Region oral health is seen as a very low priority, for extreme poverty means that the

limited resources available to the health sector are directed towards life-threatening

conditions such as HIV/AIDS, tuberculosis and malaria (WHO, 2005).

2.1.5.5. Myths and beliefs as a challenge

According to Launiala (2009), beliefs refer to traditional ideas, which are erroneous from the

biomedical perspective, and which form obstacles to appropriate behavior and treatment-
seeking practices. Dinas, Achyropoulos, Hatzipantelis, Mavromatidis, Zepiridis, Theodoridis,
Tantanasis, Goutzioulis & Bontis, (2007), found that the majority of women believe

treatment during pregnancy might have a negative effect on pregnancy outcome

Dovas,

that dental

and despite the increased prevalence of dental problems among pregnant women, few women

seck dental services. This is attributed to women's erroneous beliefs that dental procedures

during pregnancy are not safe (Dinas et al., 2007).

2.2 Common oral problems in pregnancy

Pregnant women are an important target group for good dental care during and following

pregnancy. They are very receptive to information and keen to do the best they can for their

teeth and that of their coming babies (Fel
curring in pregnancy are related to fluctuations in

ton, Chapman & Felton, 2009). Oral changes due to

the complex physiologic alterations 0C
levels of estrogen and progesteronc, leadin

and a decrease in host immunc compet

g to an increase in oral vasculature permeability
ence, thereby increasing susceptibility to oral
infections. Rakchanok et al., (2010) showed that the prevalence rates of gingivitis during
pregnancy range between 30 and 100%, and that susceptibility to oral diseases and conditions

can increase during pregnancy-

14
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2.2.1. Dental Caries i
Dental caries in pregnant women can be aggravated by frequent snacking, cravings for sweet

foods and nausea. Some pregnant women dislike the taste of tooth paste; this can lead to

reduction in frequency of tooth brushing resulting in dental caries (Felton et al., 2009).

2.2.2. Pregnancy gingivitis

The prevalence of gingivitis during pregnancy varies from 30% to 100% (Leiff, Boggess,

Murta, Jared, Madianos, Moss, Beck & Offenbacher, 2004). The accumulation of hormones

in gingival tissues affects gingival vasculature, the local immune system and its reaction to

dental plaque.

Kreisler & Willershausen, 2003).The immunological changes during pregnancy
, is associated with reduced phagocytosis, altered lymphocyte response and

production (Zeeman, Veth & Dennison, 2001). This causes the

(Christoffers,
on the other hand
depressed antibody
accumulation of dental plaque in a pregnant woman which easily results in gingivitis
(Christoffer et al., 2
and the symptoms inclu

foods, occasional irritatio

003). Nausea and hormonal changes aggravate gingivitis in pregnancy
de bleeding during brushing, spontaneous bleeding when eating crisp

n of the gums and halitosis (Felton e al., 2009).

2.2.3. Periodontal infection

Periodontitis is inflammation of the supporting structures of the teeth and research has shown

that untr

birth and 1

cated periodontal infection in pregnancy can result in pre-term labour, premature
ow birth weight (Felton et al., 2009). Periodontal disease is caused by gram-

erobic bacteria. These bacteria are capable of producing a variety of chemical

negative ana
mediators, such as prostaglandins, interleukins and tumour necrosis factor that

ct the pregnant woman (Practice Guidelines, 2006). Pregnancy is associated

ibody production (Zeeman et al., 2001) and microbial dental plaque is the

inflammatory
can directly affe

with depressed ant
initiator of periodontitis. The initiation process of periodontal disease mainly relies on the
immunological response of the individual to the infection (Kinane & Bouchard, 2008).

2.3 Systemic causes

In their investigation, El-Gharib et al., (2010) found a significant connection between
periodontal disease and the incidents of premature labour. The bacteria in dental plaque are

15
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the leading cause of gum diseases and bacterial ﬂ@)ﬁ‘%@éx‘ﬁ;‘;med about an hour after tooth-
brushing. Its formation can, however, be prevented by regular tooth brushing, the use of
dentifices and dental education. Oral health is subject to a number of risk factors such, as
high sugar consumption, poor nutrition, poor basic hygiene, tobacco use, HIV, hormonal
changes associated with pregnancy, stress and socio-economic factors, in general, the link

between gum diseases and systemic health is well established (Beaglehole ez a l., 2009).

The study documenting the effects of hormones on the oral health of pregnant women

suggested that 25-100% of these women experience gingivitis and up to 10% may develop

more serious oral infection. Evidence suggests that oral infections, such as periodontitis

during pregnancy, may increase the risk of pre-term or low birth weight deliveries

(Offenbacher et al., 2001

disease prevention and health
her fetus (Gaffield, Gilbert, Malvitz & Romaguera, 2001).

). During pregnancy, a woman may be particularly amenable to

promotion interventions that could enhance her health or that of

2.4 Measures taken to improve the situation or solve the problem

The WHO Regional Committee for Africa adopted a Regional Oral Health Strategy for the

period 1999-

countries to imp

2008. The aim of the strategy was to strengthen the capacity of member
rove community oral health by developing appropriate national oral health
lementation plans, with emphasis on the prevention, early detection and

policies and imp

management of oral diseases (WHO, 2005). One of the major barriers to improvement of oral

health in the Afric
health policy to guide its oral health activities (WHO, 2005). Internationally the WHO has

tried to come up with

an Region is the absence, in most countries, of a clear statement on oral

actions for fighting this silent epidemic and the National Call Action to

America reported that “no less than a silent epidemic of oral diseases

promote Oral Health in
able citizens, poor children, the elderly, and many members of racial

is affecting most vulner

and ethnic minority groups”(NIH, 2003).

As a primary preventative measure, the American Dental Association (ADA) recommends

that pregnant women eat @ balanced diet and avoid refined sugars, brush their teeth

thoroughly using fluoride toothpaste twice a day, floss daily and have preventive exams and
cleanings during pregnancy. According to the ADA, annual exams and routine cleanings
during pregnancy are perfectly safe and further recommend the second trimester as the safer

trimester for dental treatment because the first trimester is the developmental stage for the

baby (Pepin, 2011).
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2.5 Model )i

2.5.1 Knowledge, Attitude and Practice (KAP) Model

Knowledge, attitude and practice (KAP) studies are highly focused evaluations that measure
changes in human knowledge, attitudes and practices in response to a specific intervention,
usually outreach, demonstration or education (Shah, Pamar, Ramkishan & Mehta, 2011)
Knowledge, attitudes and practices (KAP) surveys are possibly the most frequently
conducted studies in health-seeking behavior research (Hausmann-Muela, Ribera &
Nyamongo, 2003). Such studies collect information on what is known, believed and done in
relation to a particular topic (WHO, 2008). In a survey study about knowledge, attitude and
practice of oral health in pregnant women, the KAP level of oral health was mainly affected
by the level of education, occupation of the subjects, and occupation of their mates. Pregnant
women were found to be deficient in oral health knowledge and had incorrect oral-health-

caring behavior (Tang, Zhu, Wang & He, 2011).

2.5.1.1 Knowledge

Knowledge, Attitude and Practice studies tell us what people know about certain things and
their understanding of any given topic (Kaliyaperumal, 2004). In this model the knowledge
part is normally used to assess the extent of community knowledge about diseases, conditions
and other types of knowledge, such as culture specific knowledge and knowledge related to
health systems (Launiala, 2009). This model is embedded within the traditional focus of
health education. It is a model with a positive vision of science, treating the behavioral
change as a logical individual decision: an individual can be expected to change an unhealthy
habit to a healthy habit in the light of information on the health benefits of that change
(Smyth, Caamafio & Fernandez-Riveiro, 2007). Knowledge is only factor influencing
treatment-seeking practices, and in order to change behavior, health programs need to address

multiple factors, ranging from socio-cultural to environmental, economical, and structural
factors (Launiala, 2009).

2.5.1.2 Attitude

Attitude is how the subjects under study feel, which refers to their feelings towards the

subject under study, as well as any preconceived ideas that they may have towards the subject

17
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(Kaliyaperumal, 2004). In this regard this study s§@) T7555s the views of the participants

under study about oral health services in antenatal clinics. Measuring of attitudes in KAP
method has been criticized probably because of the substantial risk of falsely generalising
opinions and that attitudes are interlinked with the person's knowledge, beliefs, emotions, and
values, and they are either positive or negative. When confronted with a survey question,

people tend to give answers which they believe to be correct or in general acceptable and

appreciated. Sensitive topics are particularly demanding (Launiala, 2009).

2.5.1.3 Practice

Practice refers to the ways in which participants under study demonstrate their knowledge

and attitude through their actions

factors as the principal determinants of

(Kaliyaperumal, 2004). The model considers individual
disease, biological or behavioral (Smyth ez al., 2007).

Health-seeking behavior or practice may differ from one person to the other. The choice of

treatment depends on the severity of the symptoms. It is common for people to wait and see

how the symptoms develop before deciding on the choice of treatment. Mild symptoms can

be treated at home, and if it persists, one may visit a health centre, or relatives may seek

treatment from a traditional healer (Launiala, 2009).

2.5.1.4 Strengths of the KAP Model

The strengths of the KAP model is attributable to characteristics, such as its easy design,

quantifiable data, easy inte
o a wider population, cross-cultural comparability and speedy

2009). According to WHO, (2008) this model can identify

fs, or behavioral patterns that may facilitate understanding and

rpretation and concise presentation of results, generalisation of

small sample of results t
implementation (Launiala,
knowledge gaps, cultural belie

action. as well as pose problems or create barriers in practicing good oral care. It is a model
4

with a positive vision of science, treating the behavioral change as a logical individual
dual can be expected to change an unhealthy habit to a

healthy habit in the light of information on the health benefits of that change (Smyth et al .,

2007).

decision, in a sense that an indivi
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2.5.1.5 Weaknesses of KAP Model

Some researchers have criticized the KAP model for taking for granted that the data provided
offers accurate information about knowledge, attitudes, and practices that can be used for
program planning purposes (Launiala, 2009). The model may therefore be considered as not
perfect in terms of practical application in health education, since it does not take into

account the subject’s environment and socio-cultural context (Smyth et al., 2007).
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METHODOLOGY

The approach of the study was quantitative and according to Dawson (2010) quantitative

research generates statistics through the use of large scale survey, using methods such as

questionnaires and structured interviews. The design used was cross-sectional and this

method was chosen because it enables a researcher to collect data at one point in time

(Akinsola, 2005).

3.2 Area of the study

Thulamela Municipality has an estimated population of 537 454 people. The municipality is

situated 70 km east of Makhado, 180 km north east of Polokwane, the capital city of

Limpopo Province in South Africa. Thulamela Municipality is further demarcated into
Thulamela A and Thulamela B. The focus of the study will be Thulamela B which is further

divided into 3 local areas which are Sibasa, Shayandima and William Eddie local areas.

Table 3.1: September 2011 Statistics of Antenatal visits for the Clinics under Thulamela B. Source:

Vhembe District Department of Health (Grand total 2120)

Sibasa Local Area

Shayandima Local Area

William Eddie Local Area

Dzingahe Clinic 49 Dzwerani Clinic 55 Damani  Clinic 31
Fondwe Clinic 66 Lwamondo Clinic 96 Gondeni  Clinic 25
Mbilwi  Clinic 37 Magwedzha Clinic 29 Makonde Clinic 29
Murangoni Clinic 16 Muledane Clinic 78 Mukula Clinic 92
Pfananani Clinic 129 Mulenzhe Clinic 38 Sterkstroom Clinic 39
Phiphidi  Clinic 92 Shayandima Clinic 29 Thondotshivase Clinic 50
Sibasa Clinic 242 Tshisaulu  Clinic 96 Tshiombo Clinic 50
Tshififi  Clinic 89 Tswinga  Clinic 63 Vhufuli Tshitereke Clinic 83
Thohoyandou Health Centre 325 William Eddie Health Centre 232
Total 1045 484 591

20
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There are 24 clinics and 2 health centres undé@%ﬁ“ﬁ%glaa B; these are Thohoyandou Health
Centre and William Eddie Health Centre. The Vha-Venda and Tsongas were the original
inhabitants of the area but now it is dominated by the Vha-Venda. The statistics of ante-natal

visits for the clinics and Health Centres in Thulamela B are shown in Table 3.1.

3.3 Study population

The population studied was pregnant women attending antenatal clinics at Thulamela local

area B.
3.4 Sample and Sampling

3.4.1 Sample

The sample size was calculated using the Slovin’s formula below, where N is the total
number of people who are attending antenatal clinics in Thulamela local municipal (B), n is

the sample size and e is the accepted level of error of 0.05.

sini
"= 1+ (Ned)
2120
"= T+ (2120 x 0.052)
2120
n= ————
1+(5.3)

2120

o

Sample size (n) = 337.

An extra 10 % of the sample size was added to cater for non-response, therefore an extra 34

pregnant women was added to 337 ; the questionnaires was distributed to 371 pregnant

women.
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3.4.2 Sampling
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3.4.2.1 Sampling of Clinics

Cluster sampling method was used and geographical clusters were chosen. In this study the

clusters were formed by clinics in urban, semi-urban and rural areas of Thulamela local area

B. The urban group consisted of the clinics that were situated in Thohoyandou town, the semi

urban consisted of those clinics that were nearer to the town while the rural group was made

up of those clinics that were far away from Thohoyandou Town.

Table 3. 2: September 2011 Statistics of Antenatal visits for the Clinics under Thulamela B Sampling

Frame showing Clusters. Source: Vhembe District Department of Health (Grand total 2120)

Clinics in Town(Urban)

Clinics near Town(Semi-Urban)

Clinics away from town.(Rural)

Muledane Clinic 78

William Eddie health Centre 232

T/ndou HealtCentre 325

Tshififi Clinic 89

Vhufuli Thitereke Clinic 83

Shayandima Clinic 29

© University of Venda

Sibasa Clinic 242 Dzingahe  Clinic 49 Tshiombo Clinic 50
Mbilwi Clinic 37 Dzwerani  Clinic 55 Thondotshivhase Clinic 50
Magwedzha _Clinic 29 Sterkstroom Clinic 39

Tshisaulu Clinic 96 Mukula Clinic 52

Tswinga Clinic 63 Makonde Clinic 29

Lwamondo  Clinic 96 Gondeni Clinic - 2§

Damani Clinie: 31

Fondwe Clinic 66

By Murangoni Clinic 16
Pfananani Clinic 129

- Phiphidi Clinic 92
Mulenzhe Clinic 38

Total 633 332 932
Sample 101 88 148
22
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Two clinics were randomly selected per cluster. The names of all the clinics per cluster were
written on pieces of paper, the pieces with the names for urban cluster were put in a bowl in
order to select two clinics, and the same was done for semi-urban and rural clusters. After the
above procedure, two clinics were sampled from each cluster. Clinics selected from the urban
cluster were Thohoyandou Health Centre and Sibasa Clinic, selected from semi-urban cluster
were Tshififi Clinic and Tswinga Clinic and clinics selected from rural cluster were William
Eddie Health Centre and Mukula clinic. The number of participants that were to participate in

each selected clinic was calculated.

3.4.2.2 Sample

Table 3. 3: The Sample of participants attending anti-natal clinics in Thulamela B

Urban Tota | Number of | Semi Tot | Number of | Rural Tota | Number of
Cluster |1 Participan | Urban al Participan | Cluster 1 Participants
ts Cluster ts

1.Thohoy | 325 | 58 3.Tshififi | 89 52 5.William | 232 | 121

andou Clinic Eddie

Health Health

Centre Centre

2.Sibasa |242 |43 4. Tswing | 63 36 6.Mukula | 52 27

Clinic a Clinic Clinic

Grand 567 | 101 Grand 152 | 88 Grand 284 | 148
Total Total Total

3.4.3 Sampling of participants

A sample of 337 participants was randomly selected; 337 is 15.9% of the total population.
The 15.9% of participants was selected from each cluster as shown in Table 2 above. During
the day of administering the questionnaires only pregnant women who volunteered to

participate at selected clinics, were given questionnaires to complete.
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3.5 Research Instrument
A structured self-administered questionnaire was used to collect data and it comprised of
close-ended questions. The questionnaire was developed in English (Appendix A) and

translated into Tshivenda (Appendix B) in order to accommodate participants who are not

literate in English.
The questionnaire had 5 sections as follows:
Section A: Socio Demographic information, such as age, marital status, level of education.

Section B: Knowledge of the participants about the importance of oral health during

pregnancy.

Section C: Attitude of the participants about oral health in pregnancy and oral health services

in antenatal clinics.
Section D: Oral health practice of pregnant mothers participating in this study.

Section E: Challenges that participant encounter in accessing oral health services.

3.6 Pre-testing of the instrument

The questionnaire was administered to 34 pregnant women which is 10 % of 337. They were
not part of the sample that formed the study but were having the same characteristics as the
actual respondents. This process is referred to as ‘test of face validity’ (Akinsola, 2005). The
findings were that some questions did not measure Knowledge Attitude Practice and
Challenges regarding oral health therefore some questions were removed and some were

restructured.

3.6.1 Reliability

Test-retest reliability of the questionnaire was done on 10% of 337. Completed
questionnaires were collected for analysis and. arrangements were made with the same
participants to come back to the clinic for retest. After two days as per arrangements the same
participants returned to the clinic and the same questionnaire was administered. The findings

were that the same results were produced by both questionnaires.
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3.6.2 Validity
Validity of the questionnaire was checked whether it was successful in measuring what it
purports to measure. The process of validation was done by consulting literature on other

related questionnaires, consulting supervisors and experts in the field of oral health.
3.7 Data collection procedure

Prior arrangements were made with the clinics to invite the participants to come to the clinic
on the agreed days. The researcher with the assistance of research assistance assembled
participants in a comfortable place to complete thz questionnaire. In the study 340
questionnaires were administered in all 6 selected clinics. Twenty five questionnaires were

spoiled with gaps therefore 315 questionnaires were considered valid.

Those who were not able to read and write English or Tshivenda were assisted to complete
the questionnaires. The questionnaires were completec there and collected immediately to

reduce non-response.

3.8 Data analysis

Data was analysed using SPSS Version 19. Descriptive statistics such as frequency

distribution and tables were used. In addition a Chi square test was used to check for

statistical significance.
3.9 Ethical Considerations

3.9.1 Ethical clearance

The proposal was presented to the University of Venda Public Health Department, and then
to the Higher Degree’s Committee, School of Health Sciences. It was then sent to the Senex
Committee for approval and to the University ethical clearance committee for final approval
(Appendix F). Permission to conduct the study was sought from the Department of Health

Limpopo (Appendix C) and approval was obtained from the Department of Health Limpopo
(Appendix G) and Vhembe District and (Appendix H)
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3.9.2 Beneficence
The principle of beneficence was applied in this study by ensuring that the participants’ well-

being is maximised. The research was beneficial as it created new knowledge and brought no

harm to the participants.

3.9.3 Informed Consent

The purpose of the research was explained to the participants for them to give an informed
written consent (Appendix D). The informed consent form was also translated to Tshivenda.
Only those who completed the consent form were allowed to participate. Participants were
also informed that participation is voluntary and that they may withdraw from the study at
any time, if they so wish. For participants under the age of 18 years, consent was sought from

their parents before they were allowed to participate according to South African law of full

legal capacity.

3.9.4 Confidentiality

The participants were informed that their information was going to be treated with the highest
confidentiality. As a measure of ensuring confidentiality, the questionnaires were not

requiring participants to provide their names or identity number.

3.9.5 Autonomy

The participants were given full disclosure of the nature of the study, the benefits and an

extended opportunity to ask questions before the data collection.

3.10 Limitations of the study

The results of this study should be interpreted with caution because the participants are rural
based women attending local clinics where the facilities may not be up-to-date with oral
health equipments. It is believed that the level of knowledge, attitude, practices and

challenges of urban women regarding oral health care may be different.

The participants may not have been able to express their real opinions because the study used

a close ended questionnaire which only allows them to answer direct questions without

© University of Venda ”
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study.

The study only focused on pregnant women in Thulamela B local municipality who were
attending ante-natal clinics. Due to the small sample used the findings of the study could not

be generalized to all pregnant women in South Africa.

3.11 Dissemination of results

versity of Venda School of Public Health

The findings of the study will be presented to Uni : ‘

and Limpopo Department of health. Dissemination includes making copies of the report
pop _ ;

available to the University of Venda library, conferences and in peer reviewed papers.

© University of Venda "
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RESULTS

4.1 Introduction

This chapter presents the findings of the study. Interpretation of data was done using

frequency tables and Pie charts while inference was drawn using chi-square test. The findings

have been divided into four sections as follows; Section A: Socio-demographic

characteristics of participants, Section B: Knowledge of the participants about the importance

of oral health during pregnancy, Section C: Attitude of the participants about oral health in
pregnancy and oral health services in antenatal clinics, Section D: Oral health practices of

pregnant mothers and Section E: Challenges that participant encounter in accessing oral

health services.
4.2. Socio-demographic characteristics of participants

pated in this study, their age ranged between 15 to 44years of

year Standard Deviation (SD=5.8). As shown in Table 4.1, 47
4%) participants were between 20-

A total of 315 women partici

age with a mean age of 25.1

(14.9 %) participants were between 15-19 years, 121 (38. !
24 years, 81(25.7%) were between 25-29 and 66 (21.0%) participants were aged 30 years and
y # 0

above,

One hundred and eight-two (57.8%) participants were single, 124 (39.4%) were married
e hundred an - .

while 6 (1.9%) were divorced and 3 (1%) were widowed.

p of participants were high as only 13 (4.1%) of them did

Th tion of this grou
i s i 148 (47.0%) attended school up to secondary level and 154

not go beyond primary education, . ~ : :
(48 i‘V) :1/ h IZ level of education was tertiary S IR Sk, sy clBcation
.9%) highest le

was defined as any qualificatio
d their source O

) and other family members (2.2%).

n in addition to the matric. Majority (81.5%) of the
loyed an f financial assistance was from boyfriend

participants was unemplo
0,
(12.7%), Parents (39.4%); husbands (33.3%

28
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Table 4.1: Demographic information of

Characteristics

Age

15-19

20-24

25-29

30>

Total

Marital status
Single
Married
Divorced
Widowed
Total

Level of education
Primary
Secondary
Tertiary

Total
Employment status
Yes

No

Total
Financier
Boyfriend
Parents
Husband
Others

NA

Total

B
(&) et
the respondeMs

i %
- 14.9
i 38.4
o 25.7
p 21.0
315 At
182 57.8
G 39.4
; 1.9
: 1.0
315 1
- 4.1
e 470
4 48.9
315 i
- 8.5
256 e
314 i
s 12.7
i 39.4
- 333
. 22
39 12.4
315 ol

© University of Venda
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4.3 Background information on previous pregna

participants wWere pregnant for the first time while 90

As shown in Fig. 4.1a, 163 (52%)
second time. Thirty eight (12%) participants

(29%) participants were pregnant for the

reported they were pregnant for the third time and 15
) and 2 (1%) participants were pregnant for the fifth

(5%) participants reported they were

pregnant for the fourth time while 7 (2%

and sixth time respectively during the study.

n L‘H%.’

WFirst

m5zcond
# Third "No
¥ Fourth Byes

u Fifth

wSith

Fig. 4.1a: Number of pregnancy Fig.4.1b: Any Preterm delivery

# High blood prassuré
# Physical abusz
# Unknasn
Fig.4.1: History of previous pregnancy

Fig. 4.1c: Cause of Preterm delivery

Figure 4. 1: the number of pregnancy for the partimpantS.
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44 Knowledge of the participants about the importance of oral health during

Pregnancy

ores were given based on

Knowledge was assessed using multiple choice questions and s
1 =low knowledge; A score of 2=moderate

correct or incorrect answers. A Score of 0-
knowledge and a score of 3-4 = high knowledge

Table 4. 2: Knowledge of oral health during pregnancy.

Frequency | Percentage

| Variable

What are the oral health problems that can affect a pre nant woman = =5

Highknowledge ___———— 63 ik

Moderate knowledge 62 22.9
Low knowledgl & . - i —w—rir—i

Bleeding of the gum may result from 153 505
High knowledge 37 3
Moderate knowledge 81 208

Low knowledg o . —w—immrmmmommmts

What are the foods that cause toothdecay ————— 204 753
9.2

High knowledge 25
Moderate knowledge _—— 42 15.5

Low knowledge

186 68.6

How can we improve oral health
High knowledge 41 15.1

Moderate knowledge 44 16.2

Low knowledge .
W 204 75.3

| Bleeding during pregnancy can be 2
0 0

Hich knowledge
67 24.7

Moderate knowledge
Low knowledge

3.9%) of the participants had high knowledge on the oral

A . iority (5
s shown in Table 4.2, majority hile 62 (22.9%) had low knowledge.

: w
health problems that affect women in pregnancy

: ing pregnancy a3
Regarding the cause of bleeding 84T during
whil 31g(29 55 sy Knowledge and 37 (13.7%) showed moderate knowledge.
. .8%) show

that causes tooth decay 2
w knowledge. The knowledge on how

(56.5%) had high knowledge

04 (75.3%) participants showed high

However with regards to foods

trated lo

level ile 42 (15.5%) demons .

; ?hof knowledge whi L 186 (68.6%) participants demonstrated high knowledge, 41
ral health can be improved, '

(16.2) demonstrated low knowledge and
(15.1%) demonstrated mode

be done tO avoi
nd 67 (24.7%) showed

rate knowledge and 44
d bleeding
low knowledge.

gums during pregnancy, 204 (75.3%)

with regards to what can

showed high knowledge 2
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Table 4.3: Knowledge and Age of participants.
FT Age (in years) Chi- square and p-
ariable 15-19 [ 20-24 [ 25-29 | 30> | value
What are the oral health problems that can
affect a pregnant woman
High knowledge 20 55 38 33 | X°=4.314 p=0.890
Moderate knowledge 7 27 18 10
Low knowledge 11 22 15 15
Bleeding of the gum may result from
High knowledge 21 70 33 29 | X°=19.596 p=0.021
Moderate knowledge 8 22 32 19
Low knowledge 9 12 6 10

What are the foods that cause tooth decay

25 79 58 42 | X°=6.389 p=0.700

High knowledge
Moderate knowledge 7 17 9 9
Low knowledge 6 8 4 7

How can we improve oral health
High knowledge 21 74 49 42 | X°=9.697 p=0.376
Moderate knowledge 7 16 15 6
Low knowledge 10 14 1) 10

Eleeding during pregnancy can be avoided

b

High knowledge 26 175 |59 |44 | X’=5.264p=0.510
Moderate knowledge 0 0 0 0
Low knowledge 12 29 12 14

d no significant age difference in the level

As shown in Table 4.3, most of the variables showe
ariable with significant age difference in level

of knowledge across all age groups. The only v
e cause of bleeding of gums during pregnancy

of knowledge was the knowledge on th

(X*=19.596 p=0.021).
ge about oral health care during pregnancy was

This result shows that the level of knowled
majority of participants demonstrated high level of

high. Although this indicates that the
knowledge, there was a significant difference across age group regarding the cause of

bleeding gums during pregnancy-

© University of Venda »
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4.5 Attitude of the participants towards oral health N#fing pregnancy

Table 4. 3: Attitude of the participants with regards to oral health during pregnancy

Vari n (%)

89(28.6) 11336.3) | 7925.4) | 30(9.6)

Pregnancy increases oral problems

40(12.9) 98(31.5) 122(39.2) | 51(16.4)

Oral health services in clinic is good
Antenatal clinic is well equipped for

36(11.6) 106(34.1) 114(36.7) | 55(17.7)

oral care

49(15.8) 125(40.2) | 93(29.9) | 44(14.1)

Oral health education is offered

51(16.4) 103(33.1) 109(35.0) | 48(15.4)

Dental therapy is safe during pregnancy

An unborn bl;}t])y is not affected by poor 52(16.7) 112(36.0) 108(34.7) 39(12.5)
oral care

Oral health exam is always done during 69(22.2) 128(41.2) 80(25.7) 34(10.9)
antenatal i s i s

SD= strongly disagree; D = Disagree; A = Agree; SA= strongly agree

s strongly disagree and 113 (36.3%) disagree that

Table 4.4 shows that 89 (28.6%) participant
e 30 (9.6%) strongly agree and 79 (25.4%) agree.

pregnancy increases oral problems whil

Regarding oral health services, 51 (16.4%) . . :
that there is good oral health service in the antenatal clinic they attend while 40 (12.9%)

) disagrees. On whether the clinic is well equipped for oral
%) disagrees while 55(17.7%)

participants strongly agrees and 122 (39.2) agrees

strongly disagrees and 98 (31.5%

6%) strongly disagrees and 106 (34.1

care ices, 36 (11 i
services ( nine (15.8%) strongly disagrees and 125

strongly agrees and 114 (36.7%) agrees. Forty-

ion is offere
(40.2%) disagrees that oral health education 1S 0 er | |
9.9%) agrees. Regarding whether dental therapy is safe during

d at antenatal clinics and 44(14.1%)

strongly agrees and 93(2
4%) strongly disagrees and 103(33.1

safe hence 48(15.4%) strongly agree
heth. b baby is not affected by poor oral care, 52(16.7%) participants strongly

whether unborn baby

di 4 112 (36.0 %) disagrees while 39(12.5%) strongly agrees 108 (34.7%) agrees.
sagrees an ;

With | examination during pregnancy SRSRERI0) miSugyy disngres. and128
ith regards to ora ntenatal while 34 (10.9%) strongly agrees and

%) disagrees that dental therapy

pregnancy, 51(16. s and 109 (35.0%) agrees. On

during pregnancy is

il 1 a
(41.2%) disagree that it is always done during

80(25.7%) agrees.

33
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Table 4. 4: Age and attitude of participants.
Table 4.5 shows no significant difference in attitude across age groups at

B

&) )university of Venda
@)=

p< 0.05.

— Age (in years) Chi- square and p-
Variable [5-19 | 20-24 [ 25-29 [ 30> | value
| Pregnancy increases oral problems T 13f 1M |18 X6
Strongly disagree 1 p=0.263
disagree 23 . s e
| Agree - 25 {38 7
4 9
| Strongly agree - L
Oral health services in clinic is good ; 7 : T | X’=9.866 p=0.628
Strongly di £ e
disa;rgeg disagree 12 33 27 24
| Agree HEERR L. 36 §3
Strongly agree A UL 7 el
Antenatal clinic is well equipped for
oral care 5 3|9 7 | X’=8.141 p=0.774
| Strongly disagree Evmsi Y W8T
il e 1
| Strongly agree 218
Oral health education is offered ; 20 16 5 X?=9.586 p=0.652
| Strongly disagree Gt BBE 28
disagree —T—I—’T 25 23
Agree —T()—-——T 3 10
| Strongly agree Y
Dental therapy is safe du,rigg_[?{j__wl‘f—ﬁ-_f————ﬁ————l—z——" 10 1 X?=10433
Strongly disagree p=0.578
d- PR gy 80 o oy 88ixnondl
| disagree 13 46 26 24
Agree Y i 14 5
SonRIV agfee = . e T
An unborn baby is not affected by poor
| oral care eSS L L0 [ X 8.710 p=0.727
| Strongly disagree T i L8 25
disagree a0 | MR 24
 Agree S i e L
Strongly agree e
Oral health exam is always done during )
antenatal TT 14 17 X“=10.730 p=0552
| Strongly disagree TT 41 29
| disagree pomm kL SN T
Agree oo i ene Bl
Strongly agree RIS

34
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€8 Pisctlces of participants regarding oral health

Fig. 4.2a shows how often participants visit the dentist, about a quarter of the participants do

not visit the dentist at all, almost one out of every five visit the dentist on a six monthly basis

while 16.6% visit the dentist only once a year. The majority of the participants (38.7%) visit
the dentist only when there is need.

Fig. 4.2b: Indicates how often participants brush their teeth. The results show that 110
(35.1%) of the participants brush their teeth once a day while 20
y and 1(0.3%) participant does not bru

2 (64.5%) of the participants

sh her teeth everyday.

brush their teeth twice a da

) of the participants brush their teeth twice a day (in

As shown in Fig. 4.2c, majority (50.2% .
brush their teeth after eating, 14 (4.5%)

2.5%) par’ticipants

the morning and at night), 39 (1 : ; .
re eating while 103 (32.9%) participants brush their teeth in

participants brush their teeth befo

the morning only.

articipants reportedly changed their toothbrush after 6
ange their toothbrush after 12 months and 42 (13.4%)
dy also found that 193 (61.7%)

Fig. 4.2d shows that 206 (65.8%) P

months while 65 (20.8%) of them ch

change their toothbrush longer than 12 months. This stu i
i ris

participants use soft bristle toothbrush, while 119 (38%) use a har

in Fig. 4.2¢).
(0.3%) participant does not use toothbrush at all (as shown in Fig

tle toothbrush and 1

- ioants would visit the clinic when they
Fig. ority (66.8%) of the participan
ig. 4.2f shows that the majority R

2%) participants would ignore the pain a

have dental problems while 60 (19

would self-medicate at home.
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Fig. 4.2a: How often do you vis

14{4%)

Fig4.2c: When do you bru

Fig 4.2e: what type of to

Figure 4. 2: Practices of particip

shyour teeth?

= Not at all

w5 Manthly
g Oncaayear

wwhenneedad

it the dentist?

m After eating
®Bafore 2ating
# Inthe morning

» Morning and Night

! ; & :)univgnity of Venda

W Hot everyday

B Once aday

W Twice a day

Fig. 4.2b: How often doyou brush yourteeth?

W After 6 months

W After 12 months

¥ Llongzr

Fig4.2d: How often do you change yourtooth brush?

Do not use krush
soft brush
Hard brush

oth brushdo you use?

ants regarding ora

® (gnorea the pain

W Taks pain
medication

w Visit the clinic

Fig, 4.2f: What do you dowhenyouh
problem? you have dental

] health care during pregnancy

36
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4.7 Challenges encountered while accessing oral\e#alth ¢are during pregnancy

Table 4.6 shows that 100 (32.1%) participants reported that their antenatal clinic does not
offer oral health services and among those whose antenatal clinics does not offer oral health

services, 56(60.9%) participants said they are referred to another health facility that offers

oral health services while 36(39-1%) participants are not referred.

The majority of the participants indicated that they have challenges accessing transport from
home to the clinic. One Hundred and ninety-eight (63.5%) participants need transport to get

to the clinic while 114 (36.5%) participants would just walk to the clinic. Table 4.6 shows the

reasons why participants may not want to visit the dentist. Majority (60.0%) of the
pain as the main reason

get appointment as their reason, 69 (22.1%) reports that they

participants reported fott’ OF for not consulting with a dentist, 37

(11.9%) reports difficulty to
%) gave other reasons for not visiting the Dentist

have no money for transport and 47 (15.1

other than the above reasons. Table 4.6 also shows that most (56.4%) of the participants have

) have access to dental assistants, 70 (22%) participants have

access to a nurse, 28 (9.0%
) have access t0 private dentist. Majority (65.7%) of

access to hospital dentist and 38 (12.2%

cess to oral health care during pregnancy and those who paid for

the participants had free ac
dental services either paid cash (20.8%) or used medical aid (13.5%).

Table 4. 5: Challenges of the participants with regards to accessing oral health services
ith descriptive statistics.

during pregnancy interpreted W
Variable n (%)
Does your antenatal clinic offer oral | No 100(32.1)
health services Yes 212(67.9)
If your answer is no, ar¢ you No 56(17.9)
| referred Yes 36(11.5)
What is the distance from your Needs transport 198(63.5)
home to the clinic Walkable 114(36.5)
What are your reasons for ot | Difficult to get appointment 37(11.9)
visiting a dentist Fear of pain 159(60.0)
No money for transport 69(22.1)
b Others ; 47(15.1)
Which _ dental _ professional is | Dental assistant 28(9.0)
accessible to you Hospital dentist 70(22.4)
Nurse 176(56.4)
Private dentist 38(12.2)
Do you pay for dental services Free 205(65.7)
during pregnancy Paycash 65(20.8)
Use medical aid 42(13.5)

RN L. s e T
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CHAPTER RgYE==
DISCUSSIONS

5.1.1 Socio-demographic characteristics of participants

A total of 315 women participated in this study, their age range was between 15 to 44 years

with a mean age of 25.1 years (SD=5.8). Majority (38.4%) of the participants were between
the optimal child bearing ages (20-24 years). The mean age of participants in this study is
lower than that in two similar studies conducted in Nigeria (Adeniyi et al, 2011) and

Australia (Thomas et al., 2008) where majority of the participants were likely to be 30 years

and above. This suggests that women in the present stu
ely to be unemployed and as a result, become financially

dy were younger at the time of

pregnancy and are also more lik
dependent on their parents, boyfriends and relatives. This is shown in Table 4.1.

Studies on the effects of oral infections on pregnancy have presented evidence to show that
al infection during pregnancy a

gh the present study did not seek to establish the

there is an association between OF nd preterm deliveries

(Offenbacher et al., 2001). Althou
relationship between oral infection and
had any history of preterm deliveries. Fourteen (4%
and for the majority, the cause was Jargely unknown.

and another participant said her preterm delivery was
ence of preterm delivery has been put at

eveloping countries (Steer, 2005) but prevalence of preterm

and 6.3% (Jeffcoat et al., 2003).

preterm deliveries, the participants were asked if they

) participants reported preterm delivery
One participant reported physical abuse
as a result of hypertension in

pregnancy. Generally, the preval 5% in developed

countries and as high as 25% in d
birth as a result of oral infection is between 3.3%

5.1.2 Knowledge of the participants about the importance of oral health during

pregnancy

wledge regarding the effect of dental and oral infections on pregnancy and

Inadequate kno
denta

child birth is a risk factor for developing
h inadequate

of developing dental diseases (Rakchanok et al.,

f oral health knowledge during pregnancy is

| diseases which may result in untoward

knowledge of oral health have been

pregnancy outcomes. Pregnant women Wit

o to three times more at risk
0

shown to be tw

2010). Therefore, improving the level

p women make informed ¢ rove pregnancy outcomes. Although

important to hel hoices to 1mp

: 38
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o@)"mﬂﬂbral infections (Boggess et al.,

some studies have shown low level of knowledge
health and pregnancy outcomes (Al

2011) and the possible relationship between oral

Habashneh et al., 2005; Mwaiswelo & Masalu, 2007), the present study shows that

n overall high knowledge on the oral

during pregnancy, most of them could identify conditio

health conditions that affect women

participants have a
ns that affect women in pregnancy,

also knew how oral health could be improved during pregnancy. This

and majority of them

may be as a result of the high level of education of the participants and this high level of
knowledge would increase the acceptability of health promotion strategies in the future.

hown in the present study cuts across all the age groups and

The high level of knowledge s
nt age difference

of knowledge

across all the parameters on which knowledge was tested with no significa
across all age groups. The only variable with significant age difference in level

was the knowledge on the cause of

The reason for this difference is not

bleeding gums during pregnancy (X2=19.596 p=0.021).

lear and needs to be investigated.

5.1.3 Attitude of the participants towards oral health

The attitude of an individual or the views expressed by an individual may predispose them to

untoward health outcomes,

and having a positive attitude towards utilizing the health facility

d brings an individual closer to making use of such facility. The

and the services provides an
f of the participants have a positive view of the

present study found that slightly more than hal

state of the dental facility an
may be as a result of the different location of clinics used in thi

d the services provided in the antenatal clinic they attend, this

s study. Those participants in

the clinics located in the rural areas may not have access to dental facilities and some of them
sitive outlook towards oral health facility may have been

are also not referred. This po
jon of these participants. However, a similar study conducted

influenced by the level of educat

in Nigeria suggests that the level

e towards oral health care

t al., 2011).

of knowledge and positive attitud

may not always result to positive oral and dental practices (Adeniyi e
It has been shown that pregnancy may predispose Of aggravate underlying oral or dental

in its self not an established cause O
y five of the participants believes the contrary. This

f oral or dental disease (Laine, 2002). In the

condition but
ust above three out of ever
gnant woman

this, they may not pay attention to good oral and dental practices during

present study, j
needs oral care during pregnancy and

implies that they do not believe that a pre

by the stroke of

pregnancy.

39
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Oral health education is an important part of gener@"z"r'f@ﬁ«wdéte
of the world population has experienced one form of

rson, 2004), the need for oral

health education is crucial as about 90%

oral or dental problem in their lifetime. Many people around the world do not have access to

oral health education because they lack access to oral care provider (Wilder, 2011). Oral

effect pregnancy may

articularly important in pregnancy because of the
ed (Agbelusi et al.,

health education is p
al disease if optimal oral hygiene is not maintain

have on oral and dent

2000). The availability

of oral health education was not evenly distributed in this study; it is

alf of participants that adequate health education is not provided.

the view of more than h
Hence, about half of the p

and oral examination during

articipants are ill informed regarding the safety of dental therapy
pregnancy and the effects of oral and dental diseases on the

outcome of the pregnancy. Hence, in a study conducted in Nigeria about a third of pregnant
women reported having received oral care information from a dentist (Orenuga & Sofola,

2005).

5.1.4 Practices of participants regarding oral health.

tudy despite their high level of

Dental visit is poor among participants in the present $
e dentist at all and the majority

education. About a quarter of the participants do not visit th
t the high level of oral health

only visits a dentist when there is a need. This shows tha

knowledge and high le

influenced their practice. Similarly,
a dental facility.

vel of education displayed among the participants in this study has not

Adeniyi et al. (2011) reports that 37.1% of their

participants never visited

atal Association (ADA) it is recommended that pregnant

According to the American De .
a day (Pepin, 2011) because of the increased secretion of

women brush their teeth twice
estrogen and progesterone) during pregnanc

i that allows
gestational hormones (espec1ally 0 y
a nesting p
present study finds that almost two out of every three

swelling of the gums and provide Jace for microorganisms that would cause oral

infection (Adeniyi et al, 2011). The

participants brush their teeth twice a day, this is in accordance with the recommendation of

| health outcomes for the participants. The remaining

the ADA and this could improve ora ‘
rush according to the ADA recommendation may be

third of the participants who do not b

lacking in oral health Kknowledge regarding the benefits of brushing more regularly during

pregnancy.
toothbrush is used is considered important, a toothbrush will experience
ea

The period of tim
r a pro

longed period of time the bristles will

@ 3 fo
wear and tear as it is been used, when used

40
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become worn-out and the brush would lose its x@;%%'avlffaeffectiveness. Therefore, it is
ur months (CDC, 2013). The

recommended that toothbrushes be changed every three to fo
ir toothbrush longer than six

that about a third of the participants used the

present study found
nt, the toothbrush is not effective in mainta

ining dental hygiene and if

months and at this poi
the bristle is hard, it may further cause irritation to the gum. Although there is no consensus
on the perfect type of toothbrush but it has been suggested that a toothbrush with a soft bristle
dual who brushes frequently because brushes with hard bristles

may be better for an indivi
2010). Relating this to the present

hen used frequently (Salmeri,

may result in gum irritation W
icipants use hard bristled toothbrush and this may lead to gum

study, about a third of the part
irritation and eventual swelling if they brush frequently as it is expected during pregnancy.

ority of the participants would visit the clinic when

The present study also found that maj
practice as it will afford them an opportunity to get

they have dental problems. This is @ good
te when no help can be rendered by the medical

prompt attention rather than presenting 1a

professional.

health care during pregnancy

5.1.5 Challenges encountered while accessing oral

es with geographical area and it

The availability and accessibility of oral health services vari

is more difficult to access OT

al health services in developing countries. Reasons have been put

forward to explain why women do not access oral health care during pregnancy. In the
articipants have no oral health services in the antenatal clinic

ferred and eventually they do not get access

g is supported by Peterson

present study, a third of the p
e of them are not re

they attend and two out of fiv
e during pregnancy. This findin

to any form of oral health car

(2004) who states that the access

to oral health care is limited in developing countries.

A lot of factors have been suggested as the reason for not accessing oral health services; the

present study found that the most rep
distance to the clinic. TWo out of ever

clinic, in the event that they do not have

t to go. This is unlike thos

orted challenge in access of oral health services was
y three participants need transport to get to the dental
enough money for transport to get to the clinic, they

e who stay close to the clinic and can easily walk

may decide no : -
ic. Fear of pain is also reported as a major factor preventing women from

th care and the less reported factors include difficulty to get appointment

nd insufficient money for transport. It is important to note that antenatal
e at the Primary Health Clinic (PHC) but some women prefer private

e charged fees. As sho

down to the clin
accessing oral hea
to see the dentist, a
care is generally fre

wn by the present study, one out of every five

clinics where they ar

m
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h for oral services. Similar to@'mﬁr'ﬁé"éﬁt study, other studies on the

participants paid cas
rted service access related difficulty

challenges in accessing oral health care have also repo

(Peterson, 2004) s0cio-economic related problems (Bue

WHO, 2005).

rlein, Peabody & Santoro, 2010;

dental professional easily accessible to the participants is the

The present study found that the
hat antenatal services are offered at the PHC and nurses are

nurse and the reason for this is t
is therefore important to ensure that nurses at the PHC are

easily accessible to the women. It
ral health needs of pregnant women.

adequately trained to attend to the o

5.2 CONCLUSION

ate as only one out of five participants

In conclusion, this study found a high unemployment r
ure of the rate of unemployment in

may not represent the true pict

was employed but this
pregnant women residing in a rural

sample was drawn from only

South Africa because the
irth as reported by the participants

community with few industries and the rate of preterm b

was only 4% and this is within acceptable limits

ntify oral health conditions that affect women in pregnancy

Most of the participants could ide
and majority also knew how oral he
participants had high knowledge on
how it can be avoided. The high leve
the age groups and all the param
knowledge found in this study shows

available and could also increase the ac
found does not translate to good ora

alth could be improved. The present study also found that

the causes of bleeding gums during
ent study cuts across all

pregnancy as well as

| of knowledge shown in the pres

eters on which knowledge was tested. The level of

that participants are likely to seek medical help if it is

ceptability of health promotion programs in the future.

| health practices.

However, the high level of knowledge

Regarding attitude towards oral health, some of the participants had negative views about the
bility of equipment for oral care in their clinic.

quality of oral health services and the availa

The majority of the p

e that there is an association between pregnancy

articipants do not believ
and poor oral care. It was also found that the availability of oral health education was not
evenly distributed in this study; it is the view of more than half of participants that adequate

health education was no
ental therapy and oral ex

s on pr egnancy outcome

t provided. Hence, about half of the participants were ill informed
regarding the safety of d amination during pregnancy and the effects
s. This implies that they do not believe that

of oral and dental disease
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o
a pregnant woman needs oral care during pregnan@"ﬁﬁ?f’ﬁ”&"fhe stroke of this, they may not

pay attention to good oral and dental practices during pregnancy.

mong participants in the present study despite their high level of

Dental visit was poor a
t the high level of oral health knowledge and high level of

education. This shows tha
education displayed among the participants in this study has not influenced their practice. The

t majority of the participants wou
is a good practice as it will afford them an opportunity to get

present study also found tha 1d visit the clinic only when

they have dental problems. This
prompt attention rather than presenting late when no help can be rendered by the medical

professional.

e in some antenatal clinics and majority of them

Oral health services were not availabl
n during dental procedure as the major challenge

reported distance from clinic and fear of pai

in accessing oral health services. This may account for the low clinic attendance shown in

ental professional that was easily accessible to

this study. In addition, it was found that the d

the participants were nurses. It is therefore important to ensure that nurses at the PHC are

adequately trained to attend to the oral health needs of pregnant women.

5.3 RECOMMENDATIONS

heir policies on oral health education and ensure that they

1. The Government should review t
help in developing a program to check

o time. This will

evaluate these policies from time t
cticing what they have learnt.

whether the pregnant women are pra

2. Oral health professionals should deliver comprehensive oral health education to pregnant

nding antenatal clinics in other to correct their negative views with regards to oral

women atte

health care during pregnancy-

Health should collaborate with Non-Government Organization (NGO)

increase oral health campaign:

ers to teach the importance o

3. The Department of
s using print and electronic media as

and the Community to
f oral health in pregnancy.

well as Community lead

4. The Government should equip oral health services in local antenatal clinic so that pregnant
cs to avoid in other to avoid the cost of transportation from

women will utilise nearby clini

home to clinic.
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APPENDIX A: Questio@m&mgnsh Version)

Questionnaire

Please answer the following and ask for help if you do not understand.

SECTION 1: Demographic data

1. How old are YOUT .couccicamiiimmisiissns
2. What is your marital status?

(1).Single

(2).Married

(3).Divorced

£ e W B W

(4).Widowed

3. What is your level of education?

]

(1). Primary level

£

(2). Secondary level
(3). Tertiary

4. Are you employed?
(1).Employed
(2).Unemployed.

5. If you have answered NO to the question above, who is taking care of you?
(1).Boyfriend
(2).Parents

(3).Husband

e e

(4).0meNN....... it
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History of pregnancy

f)
6. ThiS iS IMIY.cocsesssossssaapsssannssppepasssasatstsiss 2
(1). First pregnancy

(2). Second pregnancy

1S Il

(3). Third pregnancy
(4). Fourth pregnancy

(5).Other'(Specify). ... -»sssssensenssnaarza st

had any baby born before term (9 months)?

7. Previous deliveries, have you ever
(I).Yes
[]

(2).No

If yes, state the cause.......c.oxoeoo*
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SECTION 2: Knowledge of the respond wegarding dental hygiene and therapy during

pregnancy
This Table will assist you to respond to questions 14-19, please refer to it when responding to

those questions. List of possible answers to question 14-19

Knowledge scale 0-1= low knowledge, 2=Moderate knowledge and 3-4=high knowledge

o

Gum pain
Visiting Clinic

Increasing the frequency of brushing teeth
Fruits

Bleeding of gums

Listening to oral health talk on radio
Milk

Important

Eye infection

Healthy diet

Not brushing teeth

Breath freshener

Flossing after meals

Oral Infection

Cake

Health talks in clinics
Hospital

Sweets

Tooth decay

Brushing twice a day
Sweetened drinks

Visiting the Dentist
Ice-Cream

Swelling of gums

Reading oral health pamphlets
Chicken pox

Not important

9. What are the oral health problems that can affect a pregnant woman?
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10. Bleeding of the gums may results from t following;

© University of Venda
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SECTION 3: Attitude of the respondents ar&%ﬁg dental hygiene and therapy during

pregnancy
Description SDID | A | SA
13 Pregnancy increases oral problems
16. Oral health services in antenatal clinics is good
17. Antenatal clinic is well equipped for oral care.
18 Health education on oral health is offered during antenatal care.
19. Dental therapy is safe during pregnancy.
20. An unborn baby is not affected by poor oral care during
pregnancy
33, Oral health examination is always done during antenatal care

SD=Strongly Disagree; D=Disagree; A=Agree; =Strongly Agree

SECTION 4: Practice of respondents regarding dental hygiene and therapy during

pregnancy.

22. How often do you visit the dentist for routine check up?

(1).Once a day...

24. When do you brush your teeth?

(1) In the morning ONlY....coomuimrrinnn

(4) Morning and at night.

© University of Venda

(3) Only when there is

(3).Do not brush every day.

(3) Before

57




¢

26. What type of toothbrush are you using Mﬁe “Hioment?

(1) Soft bristle tooth-brush..........cocooeveeveenn.

Do not have a toothbrush.............ceeeenee

SECTION 5: Challenges being faced by respondents regarding oral health and therapy
in pregnancy

27. Does your antenatal clinic offer oral health services?

(1). YEBS i s conitosd RV ML) ooiitinnssnians
28. If your answer is no, are you referred...........c.eet

29. What is the distance from your home to the clinic?

(1) Needs transport..........cocoeeeeeeene

29. What are your reasons for not visiting a dentist during pregnancy?

(1). Difficult to get appoOiNtMENt. .......coorrmewrsiereesreess
Transport difficulty.........c.cocoeveeees

30. Which dental professional is accessible to you?

(1) NUISE...ocvmrmenerencurumnsmseacesess (2)Dental  asSIStanCe.........cowwesesvescusssuesen: (3) Hospital

Dentisty . dics i

31. Do you pay for dental service during pregnancy?

(2)Pay  Cash.....commmnensiieninnense (3)Use medical

UNIVEN LIBRARY
Library Item :

WiaRmmi
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Mbudzisavhathu

Ndaela

Kha vha fhindule mbudziso dzi tevhelaho, vha humbele thuso hune vha si pfesese.

KHETHEKANYO 1: Data dza Murafho

1. Vha na minwaha mingana? ...
2. Tshiimo tsha vhudzekani ndi tshifhio?

(1).Vha vhothe

(2).Vho malwa

S R g

(3).Vho talwa

(4).Vha tshilikadzi

3. Tshiimo tsha nthesa tsha pfunzo ndi tshifhio?

(1). Tshiimo tsha phuraimari (]

]

(2). Tshiimo tsha sekondari

-

(3). Tshiimo tsha ntha ha sekondari
4. Vha a shuma?

(1)Ee

(2).Hai

© University of Venda
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5. Arali vho fhindula Hai kha mbudziso ya @&%’Wyﬂ%ogomelwa nga nnyi?

(1). Munna

(2). Vhabebi

(3). Mufunwa a sa
(4). Vhanwevho
Divhazwakale ya

6. Tshivhalo tsha

(1). U thoma u dihwala.

(2). U dihwala lwa vhuvhili.

(3).U dihwala lwa
(4).U dihwala lwa

(5). Tshinwe (Kha

7.U beba lwo fh

athu u mala

vhuimana

u dihwala ndi vhungana?

vhuraru.

5 S i S

vhuna

vha buletshedze)........ccovvviraeeninnn

iraho, ho vhuya ha vha na

(minwedzi ya mifanu na mina)?

(1). Ee
(2). Hai

8. Arali hu ee, kh

#
O

a vha sumbedze tshivhangi...........ccooomeeeimrnaneee

© University of Venda
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KHETHOKANYO 2: Ndivho ya vhavhudziswa nga ha mutakalo wa hanwani kha
vhafumakadzi vho dihwalaho. Mutevhe hoyu u do vha thusa u fhindula mbudziso 14-19, kha

vha sedze khawo musi vha tshi fhindula idzo mbudziso. Mutevhe wa phindulo dzi

konadzeaho kha mbudziso 14-19. Tshikalo thsa ndivho 0-1 ndivho thukhu 2 ndivho ya

vhukati 3-4 ndivho ya ntha

Vhutungu ha marinini.

U dalela Kiliniki

U engedza u hwaya mano
Mitshelo

Maruda

U bva malofha kha marinini.

U silingwa na u tanza

U thetshelesa nga zwa mutakalo wa mulomoni radioni
Mafhi

Ndi zwa ndeme

Zwiliwa zwa pfushi

Vhutungu ha mato

Zwi vusuludza mufemo muswa
Nguda Mutakalo

Sibadela

Malegere

U sina mano

U hwaya mano luvhili nga duvha
Zwinwiwa zwi tapitelaho

Nanga ya mano

U zwimba ha marinini

U vhala bugu, magazini, kana mabammbiri nga ha mutakalo wa mano.

U sa hwaya mano

U somola

U kavhiwa nga zwitshili mulomoni

Zwimunemune zwa swigiri

Asi zwa ndeme

© University of Venda 61
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9. Ndi dzifhio thaidzo dza mutakalo wa iiioni“dzi nga kwamaho mufumakadzi o

dihwalaho?

e A . "
11. Ndi zwifhio zwiliwa kana zwinwiwa zwine zZwa vhanga u sina ha mano?

© University of Venda 62
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13. U bva malofha mulomoni zwi nga th@&wmﬂgani?

KHETHEKANYO 3: Mbonalo ya vhavhudziswa nga ha mutakalo wa hanwani kha

vhafumakadzi vho dihwalaho.

© University of Venda

Fﬁaluso ATendesi | ATendi | NTenda | NTendesa
1S. U dihwala zwi engedza u lwala ha
hanwani
16 Tshumelo ya mutakalo wa
mulomoni ndi yavhudi tshikaloni.
17 Tshikaloni hu na tshomedzo
dzothe dza mano/thodea dza
thaidzo dza mulomoni?
18. Pfunzo ya mutakalo /vhutanzi vhu
fushaho nga ha mutakalo wa
mulomoni vhu a wanala
tshikaloni
T9- Dzilatho ]a mano tshifhingani
tsha u dihwala Jo tsireledzea
20. Nwana a sa athu bebwa ha
kwamei nga u sa thogomela
mulomo vho dihwala
by U sedzwa mulomoni zwi itiwa
tshithinga tshothe tshikaloni
63
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KHETHEKANYO 4: Ndowendowe ya vhavhudziswa nga ha mutakalo wa hanwani kha

vhafumakadzi vho dihwalaho
22. Vha dalela lungana nanga ya mano u tolwa lwa tshifhinga tshothe.

(2)Luthily nga awaba.........c.com mmvsnves
(Sxhcthivi v lothahi........oineeiviiee

(1) Nga murahu ha minwedzi ya 6........ccocvveininennnn.

(3)Vha tshi pfa u vhutungu SIS <. .. i cxismivmnioni

23. Kha duvha vha hwaya mano lungana?

(DLuthihi........cccccovsnseaes (Q)Luvhili.........ccceiesiusnsnns (3)A thi hwayi na luthihi

24. Vha hwaya mano lini?
(1) Nga matsheloni fhedzi.........coocovveieennns (2)Vha tshi fhedza ula........ccooovmiiiiinninnn.

(3)Vhasa athuula......coooovvvenineens (4)Nga matsheloni na nga madekwana

25. Ndi lungana hune vha tshintsha bulatsho ya mano?

(1)Nga murahu ha minwedzi ya 6.....ccoevvnnviieniniennns (2)Nga murahu ha nwaha (3) Athi

tshintshi

26. Ndi lushaka lufhio lwa bulatsho ya mano lune vha shumisa zwino?

(1)Bulatsho ya mano MASEKENE. ....cvevereeverernnesnsessusseanaensas (2)Bulatsho ya mano o

khwathaho..........ccccoeuenee (3) A thi na bulatsho ya mano.

27. Vha itani arali vha na u sa dipfesesa kha mutakalo wa mano zwa zwino ndi uri vha

tshi pfa vhugungu mulomoni kana marinini a tshi bva malofha?

()Ndi litsha u dzhicla nzhele  VRULUNGU. ..o (2)Ndi  dalela

Kb, i i kit (3)Ndi nwa philisi dza u thivhela vhutungu.

© University of Venda .
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APPENDIX C: Application letter to coMc”f research

Department of Health.

Ref : 11612600 P.O Box 358
Enq : Musehane F. Sibasa
Cell No : 0720718368 Venda

0970

The Head of Department
Department of Health
Private Bag X 9302
Polokwane

0700

Dear Sir/Madam

REQUEST FOR PERMISSION TO CONDUCT RESEARCH

I am a Masters of Public Health student at the University of Venda, School of Health

Sciences. Based on the curriculum of my program, I am required to conduct a research in a

study that will benefit the community. I therefore request permission to conduct the study.

The study is entitled “Knowledge, Attitude, Practices and Challenges regarding oral health

among pregnant women in Thulamela Municipality, Limpopo Province, South Africa”.

The study will focus on pregnant women who are attending antenatal clinics in Thulamela

Municipality (B).

This study is vital because poor oral hygiene and poor-therapy-seeking behavior during

pregnancy contributes to oral infections that predispose pregnant women to delivering low

© University of Venda 66
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birth weight and premature babies. It is ther€lore imperative to assess pregnant woman level

of knowledge on dental hygiene and therapy, their practices and any challenges they

encounter in accessing this services.

The results of this study will assess the level of knowledge of dental /oral hygiene and

challenges in seeking therapy during pregnancy and to improve policies on prenatal care.

Kind Regards

F.Musehane

Signature

© University of Venda ”
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APPENDIX D: Consent form (English Mion)

Participant Consent Form

Research Title : Knowledge, Attitude, Practice and Challenges regarding oral health among

pregnant women in Thulamela Municipality, Limpopo Province, South Africa.

Researcher : F.Musehane.
Cell No : 0720718368.
E-mail :ndivhumuse@yvodamail.co.za

I am a Masters of Public Health student at the University of Venda, School of Health

Sciences. Based on the curriculum of my program, I am required to conduct a research where

I will collect data on my research title.

Your willingness to participate in this research project will be greatly appreciated. Kindly

complete the consent form on the space provided below should you consent to participate.

Kindly take note of the following:

e Your participation in this study is voluntary.
e You may withdraw from the study at any time.
e The information you provided will be treated as confidential.

For any queries about this research, please contact the researcher at the above contact

details.

Researcher’s signature...........ooveuvuvineienannnn

Participant
I (full name and SUIMAIIE). ..o escineisbosnsonssnnsanasssiosssihussbsnnnsanss ID
NO.oisinasisn PRGN have read the content of this form and I willingly consent to

participate in this study project.

Participant’s signature

© University of Venda g



APPENDIX E: Consent form (Venda Versi&@) e

Muengedzedzo wa vhuraru

Fomo ya thendelo ya mudzheneleli (Venda Version).

Thoho ya thodisiso: Ndivho, Mbonalo, Maitele na Thaidzo dzi elanaho na mutakalo wa

mulomoni kha vhafumakadzi vho dihwalaho kha vhupo ha Masipala wa Thulamela, Vundu la

Limpopo, Afrika Tshipembe.

Mutodisisi: Mufumakadzana F.Musehane
Nomboro ya Lutingo thendeleki: 072-071-8368

E-meili: ndivhumuse@vodamail.co.za

Nne, Fulufthedzani Musehane, ndi mutshudeni wa Masitasi kha Muhasho wa Mutakalo wa

Nnyi na Nnyi kha Yuniversithi ya Venda kha Tshikolo tsha Saintsi dza Mutakalo.

Zwi tshi elana na vhuteapfunzo ha mbekanyamushumo yanga, zwi khou todea uri ndi ite

thodisiso hune nda do kuvhanganya data.

Dzangalelo Javho kha u dzhenela thandela hei ya thodisiso li do takalelwa nga maanda.

Kha vha dadze fomo ya thendelo kha livhaka lo netshedzwaho afho fhasi arali vha tshi tama u

shela mulenzhe
Kha vha dzhiele nzhele kha zwi tevhelaho:

U shela havho mulenzhe kha ngudo hei ndi ha u tou funa.

Vha nga kha di dibvisa kha ngudo hei tshifhinga tshinwe na tshinwe.

Vhutanzi he vha netshedza vhu do dzhiwa vhu tshidzumbe.

e Arali vha na mbudziso inwe na inwe nga thodisiso iyi, kha vha kwamane na

mutodisisi kha nomboro dza vhukwamani dzi re aftho ntha.

Mudzheneli: Npe (Madzina nga vhudalo na tshifani)

No.ya ID

Tsaino ya mudzheneli

© University of Venda e
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Ndo vhala hei fomo ya thendelo na L@ﬂmmmu tenda na u pea thendelo ndi sa

kombetshedzwi u shela mulenzhe kha thandela ya ngudo hei.

Datumu

Tsaino ya mutodisisi-

70
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RESEARCH AND INNOVATION
OFFICE OF THE DIRECTOR
NAME OF RESEARCHER/INVESTIGATOR:

Ms F Musehane

Student No: 11612600

PROJECT TITLE: Knowledge, attitudes, practices, and
challenges regarding oral health amonq pregnant
women in Thulamela Municipality, Vhembe
District, Limpopo Province, South Africa.

PROJECT NO: SHS/13/PH/07/1018

SUPERVISORS/ CO-RESEARCHERS/ CO-INVESTIGATORS

NAME INSTITUTION & DEPARTMENT ROLE
Prof HA Akinsola University of Venda Supervisor
Mrs JT Mabunda University of Venda Co-supervisor
Ms F Musehane University of Venda investigator - Student
ISSUED BY:

UNIVERSITY OF VENDA, RESEARCH ETHICS COMMITTEE

Date Considered: November 2013 £ 2 ; .
Decision by Ethical Clearance Committee Granted qi}\‘ A :
Signature of Chairperson of the Committee: ...............\c.. PR VA S

Name of the Chairperson of the Committee: Prof. G.E. Ekosse
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University of Venda

PRIVATE BAG X5050. THOHOYANDOU, 09507 LIMPOPO PROVINCE?. SOUTH AFRICA
TELEPHONE (015) 962 8504/8484 /8313 FAX (015) 962 8439

“A quality driven financially sustainable, rural-based Comprehensive University”
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OVINCIAL GOVERNMENT

Enquiries: Latif Shamila

Musehane F

University of YVenda
Private Bag X5050

Thohoyandou
0950

Greetings,

Ref.4/2/2

- e REPUBLIC OF SOUTH AFRICA

Re: Knowledge, practice and challenges regarding oral health among pregnant woman in
Thulamela Municipality, Vhembe District, Limpopo Province, South Africa.

The above matter refers.
1. Permission to conduct the above mentioned study is hereby granted.

2. Kindly be informed that:-
» Further amangement should be made with the targeted institutions.

« In the course of your study there should be no action that disrupts the services.

o After completion of the study, a copy should be submitted to the Department to serve

as aresource.

» The researcher should be prepared to assist in the interpretation and implementation

of the study recommendation where possible.

Your cooperatign will be highly appreciated.

% 2 Fotece)

&3 fps

Date e

Head of Qef)anment

O ———

TPt il o

18 College Street, Polokwane, 0700, Private Bag x9302, POLOLKWANE, 0700
Tel: (015) 293 6000. Fax: (015) 293 6211/20 Website: http/www.limpopo.gov.za

© University of Venda
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REPUBLIC OF SOUTH AFRICA

DEPARTIETT OF WS
PSS DrsToire T

Eng: Neluvhada LR
Date: 15 Apr 2014

To: Musehane F
Attention: Thulamela Sub-District Manager.
Fram Acting Senior Manager PHC

SUBJECT: RE-REQUEST TO CONDUCT STUDY AT 6 CLINICS

1. The above matter has reference.

2. The Department of Health has acknowledged your co

Mmuniqué received on the
15 April 2014 for the above mentioned.

Hoping that you will find this in order.

Ao

ACTING DISTRICT EXECUTIVE MANAGER DATE: 16/04/2014

Private Bag X5009 THOHOYANDOU 0950
Oid Parliamentary Building Tel: (015) 962 1848, (015) 962 1852, (015)962 1001/2/3/4/5/6
Fax: (015) 962 2373/ (015) 9622274/ 4623,

© University of Venda
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