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Children’s oral health in South Africa: Time for action
Dental caries is a common, preventable childhood condition. In
developed countries, its prevalence is between 1% and 12%, while
in developing countries it may be as high as 70%.[1] It is caused by
localised destruction of tooth enamel, by acid from the bacterial
fermentation of dietary carbohydrates.[2] The progression of untreated
dental caries leads to marked morbidity, with throbbing pain, abscess
formation, inability to eat, sleep disturbances, malaise and reduced
quality of life for children being common.[1,2]
The condition affects primary teeth more severely than permanent
teeth. This is because bacterial mouth flora and host defense systems
are still developing in babies and young children. In addition, newly
erupted enamel tends to be more susceptible to demineralisation and
acid attack from bacterial plaque.[3] Furthermore, the consequences
of untreated dental caries may lead to the inability to eat, thereby
affecting nutritional intake in young children, lowering the body mass
index and resulting in an inability to thrive.
The last national Children’s Oral Health Survey undertaken in
South Africa (SA) was conducted between 1999 and 2002. It presented
an overall picture of the poor state of children’s dental health in the
country, with the national prevalence of dental caries being around
60% among 6-year-olds. Furthermore, over 80% of the caries among
children was reported as being untreated.[4]
The high levels of untreated disease in the country have been
attributed to inadequate human resources and dental facilities in
the country.[4,5] This is reflected by a poor oral health professionto-population ratio in terms of dentists, oral hygienists and dental
therapists. Gauteng Province has been reported to present with an
oral health profession-to-population ratio of 1:6 217, and Limpopo
Province has the country’s worst ratio of 1:32 967.[5]
Although there has been no other national survey since 2002, a few
local surveys suggest an ongoing similar trend in terms of the levels of
disease distribution in the country.[6-8] Moreover, the unmet treatment
need index seems to have risen, to just over 90%. This means that
about 90% of the dental caries found in SA children goes untreated.
It is therefore clear that SA experiences a high dental caries burden
among pre- and primary-school children, which is aggravated by
the lack of adequate resources to meet their oral health needs. The
National and Gauteng Oral Health Strategies recommend evidencebased policies in terms of addressing and preventing child dental
caries; however, implementation of these policies has been met by
major challenges.[9,10]
During the evaluation of 10 schools-based oral health programmes
in the District of Tshwane, the complexities and challenges that
oral health providers experience while attempting to implement
preventative policy objectives became apparent. The preliminary
findings of the analysis revealed that none of the 10 schools evaluated
managed to achieve even an acceptable level of adherence (50%) to
policy (Molete et al., 2018).
Challenges that were observed and reported include issues of
having to provide school oral health programmes and services without
chairside assistance, due to staff shortages. Other factors included
defective portable equipment, ill-equipped school facilities, inadequate
teacher co-operation and lack of school health-promotion policies
addressing sugary snack intake (Molete et al., 2018).
In order to address such challenges, energy and resources need to
be geared towards strengthening primary prevention approaches,
in order to address the maintenance of child oral health before
the onset of dental caries. The most appropriate time for such an
approach would be during the postnatal period, when caregivers
are navigating the dietary transition between breast, cup and solid
feeding.[1,3]
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A study conducted at two immunisation sites in Johannesburg among
children (N=446) between 6 months and 6 years old demonstrated
that although the caries level of the children at the sites was below 5%,
the risks that contributed most to early childhood caries included low
educational levels of caregivers, poor behavioural patterns of feeding and
inadequate oral hygiene practices.[11] Such immunisation sites should
therefore be targeted in order to access caregivers and facilitate their
oral health awareness around reducing caries risk factors. These settings
would additionally create an environment of collaboration among a
broader array of healthcare professionals involved in child health.
Oral health programmes at school sites still have a role to play,
as the National Health Insurance white paper reported that the
majority (60%) of healthcare needs among school children stem from
oral health problems.[12] Therefore, secondary preventative efforts at
school settings need to continue; however, monitoring and evaluation
need to occur more regularly, so that areas needing improvement are
consistently addressed.
To address the high prevalence of dental disease among children
in the midst of limited resources, the approaches of both primary
and secondary prevention need to be balanced, in order to ensure
that all children are reached, and exposed to oral healthcare.
Moreover, considering that oral health is integral to general health
and wellbeing, there is opportunity for general health practitioners
and other professionals working with children to work collectively
with oral health practitioners in strengthening preventative efforts,
particularly in remote rural areas, where oral health staff and
resources are few.[5,13] This will contribute towards turning the oral
health aspirations of the country into reality.
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