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EDITORIAL

At our last OHASA Gauteng branch seminar, a labour 

lawyer addressed us on the following issue, and I 

thought to share it with you.

We have all seen it before: the friend on Facebook 

who posts every intimate detail of her life, from what 

she ate for breakfast to political rants, off-colour 

remarks, and pictures of her late-night debauchery. 

This type of personal behaviour might prevent you 

from landing a job (or even worse might lose you your 

job), as more potential employers are performing 

‘social media background checks’ before they will 

even think about offering you employment.

Take Ms Molar for example. Ms Molar was 22 

years old when she was offered, then denied, a job 

by Dr XX. Right after Molar was offered the job, she 

immediately did what happens all too often – she 

hit the social media playing fields to talk about her 

new opportunity. Her mistake? She posted “Dr XX 

just offered me a job! Now I have to weigh the 

utility of a fatty salary against the daily commute 

to Johannesburg and hating the work.” You decide 

whether this was a mistake or not.

On paper you might be the most ideal candidate 

in the world. However, job seekers should be aware 

of what a search engine and social media search will 

bring up about them. When perusing your name on 

Google, Yahoo, and your social media accounts, ask 

yourself: “What do these searches reveal about me 

that might give someone second thoughts about hiring 

me?” If the answer is not flattering, it is likely that you 

are not putting your best foot forward in showcasing 

the professional representation of who you are.

WHY CLEAN UP YOUR SOCIAL MEDIA?

To understand why registered oral hygienists should 

clean up their social media before they start a job 

search, put yourself in the place of the practice 

manager of a busy dental practice. You have two 

resumes that are equally impressive. What do you do?

Where would a practice manager look to learn 

about how a potential employee acts outside of 

work? Like Dr XX and so many other companies, 

the answer is social media sites, of course. If the 

search on one of the potential employees brings 

up a bunch of photos portraying wild behaviour at 

parties, angry remarks, or off-colour jokes, and the 

search on the other brings up nothing but a few nice 

reviews of local restaurants and some pleasant photos 

on a bird-watching group on Facebook, who do you 

think is going to get the nod? Most employers and/or 

practice managers are looking for professionalism 

within as well as outside of the workplace.

If you have already started your job search by 

the time you are reading this, do not panic! All is 

not lost. Go ahead and clean up your social media 

NOW, not later. Even if you are currently employed 

but considering a move, or you are happy where you 

are and plan to spend the rest of your career there, 

this still applies to you (you will see why in a little bit).

BEING MINDFUL MEANS BETTER OPPORTUNITIES

Does limiting your social presence mean that you are 

stripping your soul of who you really are? Instead of 

thinking of your newfound social media privacy as 

restraining, think of it as taking the appropriate steps 

to being a more socially acceptable professional. 

Your role as an oral hygienist means that you will be 

working with a practice whose patients include families 

with young children. You and your co-workers are 

healthcare professionals who work hard to develop 

special relationships with your patients who, in turn, 

trust you to keep their best interests in mind. How do 

you think the mothers of your patients would react 

if they saw those pictures of you pounding tequila 

shots at ‘Rhapsodys’ on a Tuesday night?

It is not as if your employer or your patients are 

ignorant of the fact that people act differently in 

their free time from the way they do at work. It is 

more about the fact that consumers have a choice 

when it comes to selecting a service provider for 

dental treatments – and the choice which represents 

a caring, safe environment, free from thoughts of 

controversial, non-public behaviour, is generally 

more accepted.

Besides being mindful of your patients, being 

aware of your online activities can help you become 

more mindful in general. Mindfulness is considered 

a virtue, on and off of social media. Here are some 

ways we can all practice being more mindful:

• Being in control of how we act and react to 

events and people around us

• Thinking before speaking

• Being considerate of the feelings of those around 

us

• Having respect for others

• Having respect for ourselves.

Being mindful can seem so obvious, right? But the sad 

thing is that most people rarely practice it. The great 

thing about mindfulness is that it can be learned. You 

just have to be willing to learn it. Cleaning up your 

social media can be a good first step toward achieving 

mindfulness. Going through your social media history 

is a good way for you to see, as if through someone 

else’s eyes, how you appear to others.

Nowhere have we suggested that you should refrain 

from being active on social media. In fact, we encourage 

the use of social media in constructive ways that can 

help you look more professional. For example, you 

can showcase your interest in dentistry by following 

prominent people in the dental industry on Twitter or 

LinkedIn. Your comments on related blogs or online 

industry publications show potential employers that 

you have a genuine interest in what you do and that 

you care about progressing as a professional. 

In addition to becoming more involved in the 

professional aspects of social media networking, 

consider how intelligent you come across in your 

comments. Social media has become notorious for 

promoting bad grammar and terrible spelling. If the job 

you are applying for requires written communication 

with patients, this could be a ‘big deal’. While poor 

grammar or slang may just be a case of ‘letting your 

grammatical hair down’ on social media, you need 

to be mindful that many employers are concerned 

about communication in all mediums. Once you 

receive and accept that offer for your dream job as 

a registered oral hygienist at a growing practice, it is 

important to continue good social media habits. You 

should plan to continue the social media practices 

that helped you gain employment (or at least did not 

hinder you) in the first place.

Social media can be a powerful tool in helping 

you achieve your professional goals. Your online 

persona can demonstrate to potential employers 

that you are thoughtful, professional, respectful, 

and engaged. It can show that you have an 

interest in continuing to learn about the field that 

you have chosen.

One key point to remember: never, ever complain 

about or show disrespect for your employer, co-

workers, patients, or anyone in your industry on 

any social media platform. Think about social media 

as a loudspeaker that is always on, and everyone 

can hear everything you say, including your boss. 

Imagine that every photo and video you post, every 

comment you make, every ‘like’ and ‘follow’ button 

that you click, will be seen by everyone you know. 

When you think about it that way, it will keep you 

focused on what is important.

Being responsible, thoughtful, and considerate – 

being mindful – makes you the kind of person any 

dental practice would be happy to present to their 

patients, and will lead to a long and rewarding  

career!

I would like to wish you the warmest thoughts 

and best wishes for a wonderful holiday and a 

happy new year. ●

SOCIAL MEDIA
THINK TWICE BEFORE POSTING ON 

Natasha Swart
Managing editor
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EDITORIAL
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PRESIDENT’S DESK
FROM THE

Dear OHASA Members and Colleagues

The final quarter of 2014 has knocked on our door. 

The Executive Committee has come to the 

end of its term and all the members have availed 

themselves for a new term of office (2015–2017), 

with the exception of Natasha and Marie. Natasha 

resigned her portfolio at the beginning of the year 

and Marie has come to the end of her journey; she 

will now keep herself busy with all the things that 

she hasn’t had time for during the past few years. 

Marie, words cannot express our gratitude for the 

service you gave to OHASA. As Elna so fittingly said 

when she paid tribute to you, “OHASA was Marie’s 

baby.” We wish you strength and happiness in 

your future projects. The new executive members 

who were proposed and accepted are Mart-Marie 

Potgieter (Eastern Cape Branch) and Sune Herman 

(Gauteng Branch).

The OHASA Annual General Meeting was held 

on Saturday, 8 November 2014 and I would like to 

thank the Western Cape Branch for hosting the event. 

The morning saw the launch of the new Colgate 

Toothpaste which will be in retail in early 2015, and 

we had two lectures after which the committee had 

a quick bite to eat and then went to ready everything 

at the AGM Venue. Dr Nadia Mohammed presented 

a lecture on Early Prevention which ties in with the 

objectives of the Alliance for a Cavity Free Future. 

We had a quick break and then proceeded 

with the AGM. Sadly, once again, there was no 

quorum. This inhibits the operations of the Executive 

Committee as we cannot function without our 

members’ input. I am not sure how to approach 

this. Why do members not send in their proxy 

forms – is it because they do not understand how 

it works? Do they not understand the motions? Or 

have we become so complacent that we simply 

accept anything and everything that the ‘powers 

that be’ decide on? We are an Association and we 

all have a voice. Please, my dear fellow members, 

use your right to help with the decisions that the 

Committee has to make. And remember, if you need 

help to understand how the system works or what 

the motions mean, we are just a phone call away.

In the meantime we are compelled to devise 

another plan to be able to attend to matters as 

they arise. The Executive Committee is open to 

suggestions, but I have approached the website 

designers and asked them if it would be possible 

to do the voting online. They have agreed to look 

at the design of an online ‘voting station’ and I 

hope this will be more successful.

Membership Fees have not been increased for 

2015, but our HPCSA Fees will increase by 7%. As 

soon as I have the exact figures, an e-mail will be 

sent to all members. From the end of this year the 

website will also be able to issue invoices to all 

members so that those who are able to deduct 

membership/registration fees from their income 

tax can do so. 

The Board nominations were handed in to the 

HPCSA and as soon as the Minister of Health has 

made the selection everyone will be informed. 

The official launch of the website also took 

place and Werner and Mieder attended to all the 

problems that attending members raised. I urge our 

members to visit and interact on the website – the 

photographs have been uploaded to the gallery. 

Our seminar certificates will also be issued via the 

website from next year and attendees who have 

not signed in and out will not be able to receive 

their certificates. These certificates will be placed 

on each member’s profile immediately. Invitations 

for seminars will be sent from the OHASA Calendar 

and each branch will have its own e-mail address 

that members can RSVP too.

I would like to thank the outgoing Branch 

Committees who were all fabulous in their respective 

portfolios; no one realises just how much effort and 

dedication goes into running a Branch. I would also 

like to welcome the new Branch Committees; I 

wish them well in their terms of office (2015–2017). 

Information will be updated on the website during 

December. 

The New Executive Committee would like to 

extend Seasons’ Greetings to all our members, 

non-members and dental traders and thank you 

for your support throughout the year. Without the 

dental traders we would not be able to host such 

informative seminars and enjoy all the benefits 

of our membership. We wish you a most blessed 

Festive Season filled with good health, cherished 

family time and a prosperous 2015.

For now live a little, SMILE.

God bless 

Stella ●
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GUEST EDITORIAL

Prof. OA Ayo-Yusuf

HUBBLY BUBBLY/
WATER-PIPE SMOKING: 
AN UNHEALTHY OLD ORAL HABIT 
AMONG YOUNG ADULTS

This ancient practice of recreational use of a 

tobacco smoking device was common in the Arab 

world and dates back several centuries to a time 

when it was used to smoke opium. Water-pipe 

tobacco smoking is therefore a common practice 

in Eastern Mediterranean countries, the Middle 

East and parts of Asia, bound by cultural traditions. 

This tradition of water-pipe smoking (also known 

as a hookah, narghile and in some parts of South 

Africa as ‘Oka pyp’) is no longer restricted to the 

Arab world and has grown in popularity among the 

youth in the western world and recently in Africa, 

including South Africa.

Even new forms of water-pipe have recently 

been introduced onto the markets. These are 

electronic hookah smoking, which includes steam 

stones and hookah pens. Like the E-cigarettes, 

these E-hookah pipes are battery-powered and 

heat up liquid containing nicotine, flavourings, and 

other chemicals into a vapour, which is inhaled. 

However, little is known of the health effects of 

these new products.

The most common hookah or water-pipe smoking 

device remains in its traditional form with some 

modernised elements (Figure 1). The combination of 

flavouring agents and the novelty of the paraphernalia 

used in the smoking process, together with the 

social atmosphere in which smoking often occurs, 

has made water-pipe smoking attractive to girl- as 

well as boy-smokers and even non-smokers. In 

fact, the last five years has witnessed a significant 

growth in hookah lounges (bars or cafés exclusively 

designated for water-pipe smoking) which are often 

located in close proximity to university campuses.

A major reason for the rapid spread of water-

pipe smoking among adolescents and young adults 

is the misconception that it is less harmful than 

cigarettes. The water-pipe is essentially a system 

which enables tobacco smoke to bubble through 

a water chamber prior to inhalation through a pipe. 

This is popularly believed to purify the smoke. Many 

unsuspecting parents do not know that water-pipe 

smoking is tobacco smoking as the tobacco used 

is often sweetened and strongly flavoured (often 

flavoured with honey or molasses and dried 

fruit). Yet, because charcoal is used for burning 

the tobacco, the generation of carcinogens and 

toxicants per session of hookah, which commonly 

lasts about 30-45 minutes, has been found to be 

comparable with that of smoking up to 10 cigarettes 

within half an hour. 

Studies have shown that nicotine levels in saliva 

can increase as much as 600-fold after a 45-minute 

water-pipe smoking session.1 It is therefore clearly 

evident that waterpipe smoking will result in 

nicotine dependence. Apart from nicotine, other 

hazardous substances, present in cigarettes, are 

also found in water-pipe tobacco, and include tar, 

which contains carcinogenic polycyclic aromatic 

hydrocarbons (PAHs), such as benz(a)anthracene 

and benzo(a)pyrene. Other carcinogens in water-

pipe smoke include volatile aldehydes, such as 

formaldehyde and acetaldehyde; carbon monoxide; 

heavy metals; and tobacco-specific nitrosamines.2-3 

The high smoke volume associated with water-pipe 

smoking also means that non-smokers in the area 

where water-pipe smoking occurs are exposed to 

high volumes of these toxicants and are therefore 

at risk of the same diseases. Furthermore, since 

water-pipe smoking occurs within a socio-cultural 

environment where mouth pieces are shared, 

there is a significant risk of transmitting infections 

such as herpes simplex, hepatitis and tuberculosis. 

A recent study has found that water-pipe smokers 

were significantly younger when diagnosed with 

oral cancer compared with non-smokers.4 A recent 

systematic review concluded that that water-pipe 

Prof. Olalekan Ayo-Yusuf

FIGURE 1: Waterpipe apparatus

Hose

Head

Body

Water bowl

Mouthpiece

PAGE 4 OHASA JOURNAL
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tobacco smoking is significantly associated with 

lung cancer, respiratory illness, low birth-weight 

and periodontal disease. In particular, a study 

from Saudi Arabia showed a significant association 

between water-pipe smoking and increased plaque 

accumulation and gingival indices. As compared 

to non-smokers there was almost a four-fold 

increase in reports of periodontal bone loss and 

almost a five-fold increase in pocket depth at >10 

sites with a probing depth >5 mm.5 Other studies 

have demonstrated an increased incidence of dry 

socket among water-pipe smokers compared to 

non-smokers.5 

While there is a need for more well-controlled 

studies on the effect of water-pipe smoking on oral 

cancer, the current evidence of the oral health effects 

of water-pipe smoking highlights the need for oral 

health professionals, particularly oral hygienists, 

to advocate for government regulation to control 

water-pipe smoking. This may include prohibiting 

smoking water-pipes in enclosed and public areas 

and mandating more prominent, graphic health 

warning labels on the devices. Furthermore, oral 

hygienists should educate all their patients about 

the general and oral health risks associated with 

water-pipe use and offer cessation support as they 

would to any other smoker. ●
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Batsheva Sztab

Some of our members completed the Expanded Functions course at the University of the Witwatersrand recently. 

Attendees included Aneesa Moolla, Angelique Kearney, Batsheva Sztab, Candy van Rooyen, Colleen Gelman, 

Cornelia Strauss, Inge Labuschagne, Jackie Teubes, Jeanne Oostehuyzen, Petro Steyn and Philida Schoonwyk.

EXPANDED FUNCTIONS
COURSE
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ABSTRACT

Aim: This study examined the influence of the 

social context in which people live on self-ratings 

of their oral health. 

Method: This study involved a representative 

sample of 2,907 South African adults (≥16 years) 

who participated in the 2007 South African Social 

Attitude Survey (SASAS). We used the 2005 General 

Household Survey (n = 107,987 persons from 

28,129 households) to obtain living environment 

characteristics of SASAS participants, including 

sources of water and energy, and household cell 

phone ownership (a proxy measure for the social 

network available to them). Information obtained 

from SASAS included socio-demographic data, 

respondents’ level of trust in people, oral health 

behaviours and self-rated oral health. 

Results: Of the respondents, 76.3% self-rated their 

oral health as good. Social context influenced 

women’s self-rated oral health differently from 

that of men. Good self-rated oral health was 

significantly higher among non-smokers, employed 

respondents and women living in areas with higher 

household cell phone ownership. Furthermore, 

trust and higher social position were associated 

with good self-rated oral health among men and 

women respectively. Overall, 55.1% and 18.3% 

of the variance in self-rated oral health were 

explained by factors operating at the individual 

and community levels respectively. 

Conclusion: The findings highlight the potential 

role of social capital in improving the population’s 

oral health. 

OPEN ACCESS Int. J. Environ. Res. Public Health 2012, 9 3466 

Keywords: self-rated oral health; social capital; 

mixed-effects model; cell phone ownership; trust; 

South Africa 

INTRODUCTION 

Self-rated health refers to the perception an individual 

has about his/her health. This perception has been 

directly associated with the individual’s experiencing 

physical symptoms.1 Self-rated oral health is commonly 

regarded as a global rating of oral health-related 

quality of life; as it takes into account both the 

physical and psychological dimensions of health.2 In 

particular, people use discomfort in the mouth, the 

inability of the mouth to function properly, as well as 

the effect of adverse oral health on social interactions 

in assessing their own oral health. Factors such as 

higher education3, current employment3,4, being of 

non-African American race5,6, higher income4,7, female 

gender4,5 and younger age5 have all been positively 

associated with good self-rated oral health. Self-rating 

of oral health as being good has also been positively 

associated with a higher number of retained teeth 

and a recent visit to a dental professional8. 

In the 2003/2004 South African Demographic 

and Health Survey (SADHS), 16% of the respondents 

reported having had problems with their mouths 

and/or teeth in the six months preceding the survey.9 

Self-reporting of problems with the mouth and/or 

teeth varied between ethnicities/race groups and 

provinces.9 This geographical variation in self-

reported oral health outcomes could be related 

to variations in the cultural beliefs and traditions, 

education levels, access to and quality of dental 

services and other socio-economic characteristics 

of the individuals and their environment. 

A study by Turrell et al.10 revealed that there 

was a significant positive association between a 

neighbourhood’s socio-economic characteristics and 

self-rated oral health, irrespective of an individual’s 

socio-economic status. Variations in self-rated oral 

health have been attributed to differences in many 

socio-economic and demographic factors which may 

be observed at both the level of the individual and 

the neighbourhood or community.10 Most of the prior 

studies, conducted mostly in developed countries, 

have focused on individual-level socio-economic 

status as determinants of oral health. 

Thus far, only limited information is available on 

the influence of neighbourhood socio-economic 

characteristics on the oral health of South Africans, 

even though addressing socio-economic disparities 

in health resulting from decades of apartheid rule11 

remains a public health priority in South Africa. 

The aim of the present study was therefore 

to examine the influence of the social context in 

which people lived on their self-rating of their oral 

health, independent of personal risk indicators for 

good oral health. 

MATERIALS AND METHODS 

Data Source 

The individual-level characteristics, such as self-

rated oral health, oral health behaviours and the 

socio-demographic characteristics of participants 

in this study were obtained from the 2007 South 

African Social Attitudes Survey (SASAS), while 

the area-level characteristics, outlined further 

on in this paper were obtained from the General 

Household Survey (GHS) conducted in 2005. 

The master samples of both the SASAS and GHS 

datasets consist of enumeration areas, which 

are the smallest geographical units that make up 

municipalities in South Africa. The municipalities 

(the equivalent of US counties) are the lowest level 

of government administration and service delivery, 

hence, they are likely to have meaning for and be 

significant in terms of where the study participants 

reside with regard to potential interventions that 

can be focused on environmental factors that 

may influence their oral health. Therefore, the 

two datasets were linked at the municipality level 

through similar codes that were uniquely assigned 

to each municipality in the two datasets. A new 

dataset was then created to form the basis of 

analysis in the current study. 

The 2007 SASAS was a nationally representative 

sample of adults 16 years and older. Participants 

were selected following a multi-stage probability 

sampling strategy. A sample was drawn from 

the master sample of the South African Human 
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Sciences Research Council (HSRC), which consisted 

of 1,050 enumeration areas drawn from the 2001 

Census. From each of the enumeration areas, ten 

visiting points were randomly selected, resulting 

in a total of 10,500 visiting points in the master 

sample. The enumeration areas were stratified to be 

representative of the socio-demographic domains 

of the province(s), geographical sub-types (tribal 

areas, formal rural, formal and informal urban) 

and the four population groups – black, white, 

coloured (of mixed race) and Indian/Asian – in 

South Africa.12 However, for the 2007 SASAS, a 

total of 4,000 households/visiting points were 

randomly selected from the master sample. Each 

person was then randomly selected from each 

household, without replacement. Efforts were 

made to secure an interview with each selected 

person by making three visits before registering 

the person as non-responding. A sampling weight 

which took into account the response patterns 

was applied to produce a representative sample 

of South Africans ≥ 16 years. 

In the 2005 GHS, multi-stage stratified samples 

were drawn from Statistics South Africa’s master 

samples, which, like the SASAS samples, were 

taken from the enumeration areas established 

during the 2001 Census for the 2005 GHS. The 

detailed methods used in ensuring standardised 

data collection, interviews and consent procedures 

for the GHS have been previously published.13 

The response rate for the 2007 SASAS was 72.6% 

(n = 2,907). For the 2005 GHS, the response rate 

was 87.5% of the targeted 32,146 households (n = 

107,987 individuals). The very large sample for the 

GHS thus provided a unique opportunity to compute 

area-level characteristics for the corresponding 

municipalities where the participants of the 2007 

SASAS lived (average n = 121 households per 

municipality). However, two of the municipalities 

from the 2007 SASAS could not be merged with 

the 2005 GHS data, because there were no 

corresponding municipalities in the 2005 GHS. 

This reduced the sample size by 4%, giving rise 

to n = 2,791. 

Dependent Variable 

Self-rated oral health was assessed by the question 

“How would you rate your oral health?” and 

respondents were asked to pick one of the following 

options: “very good”, “good”, “neither very good 

nor good”, “poor” and “very poor”. Following the 

approach used in similar studies5,10, the options 

were dichotomised into very good/good (good) 

and others (neither good nor poor/poor/very poor). 

Independent Variables 

Individual-level Characteristics 

The participants indicated their education level by 

selecting one of several options, with regard to 

the highest grade completed. The education level 

was then categorised as: (1) None (no education), 

(2) Grades 1–7, (3) Grades 8–12, or (4) Higher than 

Grade 12. 

The respondents were also asked about their 

current employment status by asking them to pick 

one of several options. The options were then 

collapsed into three categories, namely: (1) Employed, 

(2) Unemployed, and (3) Permanently sick/student/

pensioners/housewife not looking for job. 

Subjective socio-economic status or social 

position was assessed on a continuous scale using 

responses to the following question asked in the 

2007 SASAS (as in previous studies14,15): “In our 

society there are groups which tend to be towards 

the top and groups which tend to be towards the 

bottom. Where would you put yourself on a scale 

of 1 to 10, where 10 is the top and 1 the bottom?” 

Participants were asked to indicate if they had 

used dental services in the past year. Considering 

that utilisation of dental services and self-rated 

oral health could be influenced by the presence of 

physical symptoms, participants’ recent history of 

oral health problems was assessed by asking them 

if, within the previous month, they had experienced 

any of the following common oral conditions: (1) 

bleeding gums when brushing (symptoms indicative 

of gum disease), (2) teeth sensitive to heat or cold, 

(3) bad breath, or (4) none. 

Participants were also asked how frequently 

they brush and to indicate if they use additional 

oral hygiene aids such as flossing and mouthwash. 

Current smokers and snuff users were those who 

indicated using the respective products “Every 

day” or “Some days”. 

Similar to the approach used in a previous 

study16, trust was measured by asking respondents 

the extent to which they believed people could be 

trusted (trust is a proxy measure for social capital). 

Area-level Characteristics 

Using the 2005 GHS data, area-level social network 

potential was derived from responses to the 

question “Is there a cellular telephone available to 

this household for regular use?” The response was 

either “Yes” or “No”. The aggregate percentage of 

cell phone availability per household or the ‘cell 

phone network density’ of each municipal area 

was calculated and assigned to the respective 

municipal area where respondents to the 2007 

SASAS resided. 

Also, using the 2005 GHS, the households that 

indicated that they did not consult with a health 

worker were asked why they did not consult with 

any health worker during the past month, and five 

options were provided, including the option “not 

necessary”. For this analysis, the responses were 

dichotomised into two groups of respondents, namely, 

those who indicated they had experienced some or 

other barrier to accessing health services (1), and 

those who indicated experiencing no barrier (0). 

The proportion of those who had experienced a 

barrier in accessing health services was calculated 

for each municipal area as a proxy measure for the 

level of relative ease of access to health services 

among those living in that municipality. 

The participants were asked about the household’s 

main source of water and the respondents had 

to choose one of many options. Their responses 

were dichotomised into piped and non-piped water 

sources, because piped water in South Africa has 

a relatively lower fluoride level (no public water 

fluoridation) than non-piped water sources, such as 

ground water.17 The proportion of households without 

piped water was then computed for each area. 

A question about the main source of energy/

fuel for the household was also asked. Like the 

other questions, it had many options which were 

collapsed into two: (1) those whose main energy 

source was electricity, and (2) those whose main 

energy source was not electricity. The proportion 

of households whose source of energy was not 

electricity was then computed for each area. 

For the purpose of analysis, each of these 

municipal or community-level variable values was 

auto ranked into three categories, namely those 

lower than the 33.3rd percentile, those within the 

33.3rd to 66.7th percentiles and higher than the 

66.7th percentile.  

PAGE 74TH QUARTER 2014 • VOLUME 15 NO. 4



Data Analyses 

The data was analysed using STATA version 10 (STATA 

Corp Inc., College Station, TX, USA). Group differences 

were tested using chi-squares and the t-test for 

categorical and continuous variables respectively. 

All statistical tests were two-tailed and the level 

of significance was set at p < 0.05. A multilevel 

binomial logit link model was used to assess the 

effect of community-level factors on self-rated oral 

health after the individual-level factors had been 

controlled for.18 The main outcome variable was 

good self-rated oral health, and three sequential 

models were generated.19 Model 1 was the empty 

model, which contained only the outcome variable 

with no independent variable. Area-level variables 

were added to Model 1 to become Model 2, and then 

the individual-level variables were added to Model 2 

to become Model 3, which was the final model. 

The variance in self-rated oral health at the 

community level was noted for each of the models 

and the changes in these variance estimates were 

recorded as the model was built from an empty model 

to sequentially include the area-level factors and 

individual-level factors. These changes were noted 

to denote the level of contribution made by each 

set of factors/variables toward explaining variations 

in self-rated oral health across municipalities. The 

criterion for inclusion of the variables into the 

logistic model from the bivariate analysis was set 

at p < 0.25, while the decisive criterion for retention 

in the model was p < 0.05.20 

Following a suggestion by Hosmer and 

Lemeshow20, factors that did not meet the p < 0.25 

criterion were finally introduced into the model to 

identify factors that were not significantly related 

to self-rated good oral health in themselves, but 

that made an important contribution in the presence 

of other variables. The log-likelihood ratio test (LR-

test) was then used to examine whether or not the 

multilevel/random effect model was significantly 

better than an ordinary logistic regression model. 

Considering the previously noted modifying 

effect of gender on the observed association 

between level of education and self-rated oral 

health9, the interactions between gender and 

education as well as between gender and social 

positioning as a measure of socio-economic status 

were explored. As a result, additional analyses 

were carried out separately for male and female 

respondents. 

The interaction between gender and indicators 

of social capital was also explored based on 

the findings from other studies showing gender 

differences in the relationship between health and 

social capital.21,22

RESULTS AND DISCUSSION 

Results 

The average age of the study participants was 

36.9 (SD = 0.6) years. Of the respondents, 76.3% 

(n = 2,067) reported good oral health, 51.7% (n = 

1,617) were female and 77.1% (n = 1,755) identified 

themselves as black Africans. The unemployment rate 

among the studied participants varied significantly 

by race, with black Africans having the highest 

unemployment rate. A significantly greater proportion 

of respondents in the age group between 16 and 

24 years than respondents who were 65 years 

and older rated their oral health as good (Table 1). 

Those who reported dental attendance in the past 

year were less likely to have rated their oral health 

as good than those who did not. 

RESEARCH

TABLE 1: Other socio-demographic and behavioural factors associated with self-rated good oral health 

Characteristics
Self-rated good 
oral health % (n)

p-value

Socio-demographic factors 

Gender 0.00 

Male 80.6 (939) 

Female 71.8 (1,189) 

Ethnicity 0.03 

Black 75.6 (1,315) 

Coloured 69.5 (278) 

Indian or Asian 87.7 (273) 

White 81.5 (262)

Age (years) 0.00 

16–24 89.8 (604) 

25–34 84.6 (523) 

35–44 77.3 (474) 

45–54 65.7 (270) 

55–64 53.4 (154) 

>65 38.1 (96) 

Education 0.00 

>Grade 12 90.3 (297) 

Grade 12 89.2 (663) 

<Grade 12 71.5 (1,101) 

None 30.9 (61) 

Employment status 0.00

Employed 85.3 (838) 

Housewives/students/pensioners 81.9 (542)

Unemployed 66.1 (739)

PAGE 8 OHASA JOURNAL



RESEARCH

Characteristics
Self-rated good 
oral health % (n)

p-value

Resident 0.001

Urban 79.4 (1,476)

Rural 70.0 (591)

Social capital proxy measure

Trust in people 0.46

Not trusted 75.4 (1,419)

Trusted 77.6 (708)

Tobacco use

Currently smoking 0.00

No 78.3 (1,675)

Yes 68.6 (433)

Currently using snuff 0.00

No 77.8 (2,048)

Yes 47.6 (60)

Oral health status and behaviour

Past year attendance for dental care 0.03

No 78.5 (1,301)

Yes 71.8 (823)

Recent history of oral health problems

Tooth sensitivity to heat or cold 0.00

No 79.9 (1,851)

Yes 56.9 (277)

Bleeding gums when brushing 0.00

No 80.5 (1,859)

Yes 57.4 (269)

Bad breath 0.00

No 78.5 (1,996)

Yes 55.4 (132)

Oral hygiene practice

Tooth-brushing frequency 0.00

No brushing 51.7 (85)

Brushed not everyday 52.9 (120)

Brushed at least once daily 74.8 (753)

Brushed at least twice daily 85.0 (1,109)

Daily use of mouthwash 0.26

No 75.7 (1,870)

Yes 80.1 (258)

Flossing at least twice a week 0.13

No 75.8 (2,019)

Yes 84.1 (109)

Used toothpicks at least twice a week 0.30

No 75.8 (1,998)

Yes 81.2 (109)
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In general, 61.9% of households reported having a 

cell phone and 12.1% reported having no tap water 

(Table 2). Compared to those who rated their oral 

health as poor, a higher proportion of those who 

rated their oral health as good lived in areas with 

a significantly higher proportion of households with 

a cellphone (58.7% vs. 62.9%; p < 0.01). Self-rated 

good oral health was also more common among 

those who lived in areas with fewer households 

using the public health facilities and areas with 

fewer households that did not have access to basic 

infrastructure such as piped water or electricity 

(Table 2).

It was found that in a multivariate adjusted model 

only cell phone ownership remained significantly 

associated with self-rated good oral health. The 

adjusted odds ratio (AOR) was 1.74 (95% CI; 1.16–2.61) 

in communities with the highest proportion of 

households with cell phones (i.e., the highest cell 

phone density), when compared with those living 

in areas with the lowest proportion of households 

with cell phones (Table 3). After controlling for 

individual-level risk factors, respondents living in 

areas with an intermediate proportion of households 

with cell phones were those most likely to have 

self-rated good oral health. The effect of the highest 

cell phone density was attenuated by the inclusion 

of individuals’ socio-economic circumstances. It is 

pertinent to note that 55.1% of the total variance in 

self-rated good oral health was explained by the 

individual-level factors, while only 18.3% of the 

variance was explained by the community-level 

characteristics.

TABLE 2: Descriptive characteristics of community-level variables by self-rated good oral health

Area-level characteristics %
Total mean 

% (SE)*
Self-rated oral 
health status

Area-level mean 
% (SE)*

p-value for 
differences in 

area-level mean %

Households with cell phone 61.9 (2.0) 0.00

Poor 58.7 (1.6)

Good 69.9 (2.2)

Residents using public health facilities 59.5 (2.6) 0.00

Poor 62.6 (2.4)

Good 58.6 (2.8)

Households without piped water 12.1 (2.3) 0.01

Poor 16.2 (2.9)

Good 11.0 (2.2)

Households that had experienced a barrier in contacting a health worker 25.9 (3.0) 0.01

Poor 29.4 (2.8)

Good 24.8 (3.1)

% households whose main source of energy was not electricity 19.8 (1.9) 0.02

Poor 22.5 (2.1)

Good 19.0 (1.9)

* SE = standard error

TABLE 3: Association of self-rated good oral health with individual and community-level characteristics determined by multilevel logistic regression

Model 1  
(Null model)

Model 2 Model 3

Random effects

Area-level variance (SE) 0.60 (0.14) 0.60 (0.14) 0.22 (0.09)

Fixed effects

Area-level characteristics

Household cell phone ownership Lowest 1.0 (Reference category) 1.0 (Reference category)

Intermediate 1.53 (1.04–2.25) 1.60 (1.12–2.27)

Highest 1.60 (1.12–2.27) 1.48 (1.02–2.15)

Individual-level variables

Gender Male 1.0 (Reference category)

Female 0.61 (0.48–0.78)

Age 16–24 1.0 (Reference category)

25–34 0.67 (0.46-0.97)

35–44 0.48 (0.33–0.69)

45–54 0.24 (0.16–0.34)

55–64 0.16 (0.11–0.24)

>65 0.12 (0.08–0.19)

Education >Grade 12 1.0 (Reference category)

Grade 12 0.89 (0.57–1.41)

<Grade 12 0.55 (0.36–0.85)

None 0.30 (0.17–0.54
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Model 1  
(Null model)

Model 2 Model 3

Employment status Employed 1.0 (Reference category)

Unemployed 0.58 (0.44–0.76)

Housewives/students/pensioners 0.69 (0.50–0.96)

Subjective socio-economic status 1.10 (1.03–0.17)

Trust in people Not trusted 1.0 (Reference category)

Trusted 1.32 (1.04–1.67)

Smoking status/currently smoking No 1.0 (Reference category)

Yes 0.41 (0.31–0.53)

Past use of dental services No 1.0 (Reference category)

Yes 0.59 (0.47–0.74)

Frequency of tooth-brushing No brushing 1.0 (Reference category)

Brushed not everyday 1.74 (1.01–3.01)

Brushed at least once daily 2.90 (1.86–4.54)

Brushed at least twice daily 3.87 (2.47–6.06)

Mouthwash No 1.0 (Reference category)

Yes 2.33 (1.52–3.57)

Tooth sensitivity No 1.0 (Reference category)

Yes 0.54 (0.42–0.71)

Bleeding gums No 1.0 (Reference category)

Yes 0.39 (0.30 – 0.51)

Bad breath No 1.0 (Reference category)

Yes 0.60 (0.42 – 0.86)

–2 Log likelihood 3,021.7 3,013.8 2,275.2

P-value 0.00 0.00 0.00

The significant positive association between 

higher education and self-rated good oral health 

remained clear, with those with no education being 

70% less likely to report good oral health than those 

with a Grade 12 or higher level of education (AOR 

= 0.30; 95% CI; 0.17–0.54) (Table 3). There was a 

significant interaction between gender and trust 

(p < 0.01), as well as between gender and education 

(p = 0.05); therefore the analyses were stratified 

by gender (Tables 4 and 5). Unlike women, men 

who reported that people could be trusted were 

more likely to report self-rated good oral health 

than those who said people could not be trusted 

(AOR = 1.91; 95% CI; 1.29–2.83). Furthermore, unlike 

women, no statistically significant association 

was found among men between self-rated oral 

health and any of the area-level factors (Table 4). 

Moreover, in contrast to women, relative social 

positioning within society was not significantly 

associated with men’s self-rating of their oral 

health. The social gradient with regard to the 

level of education and employment among men 

(Table 4) was steeper than that observed among 

women (Table 5).

TABLE 4: Multilevel model of determinants of self-rated good oral health among men

Characteristics AOR (95% Conf. Interval)

Age 16–24 1.0 (Reference category)

25–34 0.57 (0.29–1.11)

35–44 0.45 (0.23–0.89)

45–54 0.18 (0.09–0.35)

55–64 0.16 (0.08–0.32)

>65 0.17 (0.08–0.36)

Education >Grade 12 1.0 (Reference category)

Grade 12 1.21 (0.62–2.37)

<Grade 12 0.53 (0.30–0.96)

None 0.15 (0.07–0.35)

Employment Employed 1.0 (Reference category)

Unemployed 0.44 (0.29–0.66)

Housewives/students/pensioners 0.69 (0.34–1.39)

Trust in people Not trusted 1.0 (Reference category)

Trusted 1.91 (1.29–2.83)
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Characteristics AOR (95% Conf. Interval)

Currently smoking No 1.0 (Reference category)

Yes 0.37 (0.25–0.53)

Part use of dental services No 1.0 (Reference category)

Yes 0.53 (0.36–0.77)

Frequency of brushing No brushing 1.0 (Reference category)

Brushed not everyday 1.83 (0.82–4.10)

Brushed at least once daily 3.16 (1.63–6.12)

Brushed at least twice daily 4.12 (2.10–8.06)

Bad breath No 1.0 (Reference category)

Yes 0.56 (0.34–0.94)

Bleeding gums No 1.0 (Reference category)

Yes 0.34 (0.22–0.53)

AOR = Adjusted odds ratio

Irrespective of gender, self-rated good oral 

health was less likely among those who reported 

frequently bleeding gums, tooth sensitivity and 

bad breath. Furthermore, non-smokers and those 

who reported frequent tooth-brushing were 

significantly more likely to have self-rated their 

oral health as good than smokers and those who 

do not brush daily or who brushed less frequently 

respectively.

TABLE 5: Multilevel model of determinants of self-rated good oral health among women

Characteristics AOR (95% Conf. Interval)

Households with cell phone Area with lowest proportion 1.0 (Reference category)

Intermediate 1.96 (1.28–3.01)

High 1.74 (1.11–2.74)

Age 16–24 1.0 (Reference category)

25–34 0.68 (0.42–1.09)

35–44 0.46 (0.29–0.74)

45–54 0.26 (0.16–0.42)

55–64 0.15 (0.09–0.26)

>65 0.10 (0.05–0.17)

Education >Grade 12 1.0 (Reference category)

Grade 12 0.64 (0.33–1.24)

<Grade 0.44 (0.23–0.83)

None 0.35 (0.15–0.79)

Employment Employed 1.0 (Reference category)

Unemployed 0.68 (0.47–0.98)

Housewives/students/pensioners 0.65 (0.44–0.98)

Subjective social position rank 1.17 (1.08–1.27)

Currently smoking No 1.0 (Reference category)

Yes 0.40 (0.27–0.59)

Past use of dental services No 1.0 (Reference category)

Yes 0.61 (0.45–0.81)

Tooth sensitivity No 1.0 (Reference category)

Yes 0.48 (0.34–0.67)

Bad breath No 1.0 (Reference category)

Yes 0.56 (0.34–0.92)

Bleeding gums No 1.0 (Reference category)

Yes 0.40 (0.28–0.57)

Mouth wash No 1.0 (Reference category)

Yes 2.63 (1.51–4.60)

Frequency of tooth-brushing No brushing 1.0 (Reference category)

Brushed not everyday 1.67 (0.80–3.48)

Brushed at least once daily 2.62 (1.45–4.75)

Brushed at least twice daily 3.60 (1.99–6.50)

AOR = Adjusted odds ratio
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Discussion

In addition to exploring personal risk factors, this 

study examined the influence of the social context 

in which people lived on their self-ratings of their 

oral health. This study found a positive association 

between area-level and individual-level social capital 

and self-rated good oral health, after controlling 

for potential confounders at the individual level. In 

particular, male participants who trust people and 

women who live in areas with high household cell 

phone ownership were more likely to rate their oral 

health as good, independent of the level of any 

other social disadvantage. However, there was no 

evidence of a significant independent association 

with the other area-level factors explored in this study.

In general, living in an area with high cell phone 

ownership/network density increases the odds that a 

person will rate his/her oral health as good. A previous 

study has suggested that the use of cell phones and 

other mobile technologies is important in developing, 

strengthening and maintaining friendships, and they 

also affect relationships with family members.23 Thus, 

cell phone ownership, which may reflect the level 

of infrastructural development in an area, may also 

represent a component of social capital, which has 

previously been shown to be positively associated with 

better self-rated oral health.24 Cell phones are used for 

social interaction25, and socially connected individuals 

may have greater social support, which may in turn 

lower the risk of psychological stress among people.26 

Psychosocial stress has in turn been demonstrated to 

be a significant determinant of poor oral health27 and 

is well-represented in Locker’s model of oral health.28

However, none of the area-level variables, 

including cell phone ownership, was significant in 

men. This suggests that unlike women, the social 

context in which men live does not influence their 

self-ratings of oral health as much as it influences 

those of women. Individual level social capital, 

namely trust, was significant only among men, 

thus supporting previous reports that men are 

more individualistic and more engaged in formal 

collaborations29 and not as community-oriented and 

informal in their associations as women.29,30 Women 

belong to more informal groups, which allow them 

to form stronger kinship and friendship relations31, 

which can be used in influencing health-related 

behaviours.32 It is more likely that oral functional 

limitation or impairment that compromises social 

functioning will have a greater impact on women’s 

health-related quality of life.

The observation that area-level cell phone ownership 

was relevant only for women’s oral health may also be 

related to the fact that in South Africa, more women 

than men own cell phones33 and that women are 

more likely to use the cell phones mainly for social 

reasons, such as maintaining informal relationships, 

and also to contact family or friends in case of an 

emergency. By contrast, men use cell phones more for 

work-related issues such as maintaining employment 

or professional contacts, which are forms of formal 

relationships, than for social reasons.33

This study, like other studies, has shown that a 

greater proportion of males than females rated their 

oral health as good.34,35 This observation may be 

related to the fact that, on the one hand, women 

have been found to be more likely to report oral and 

facial symptoms than men36 and, on the other hand, 

it has been shown in this study and others36,37 that 

people often rate their oral health as poor because 

they display oral symptoms. The observed gender 

differences in self-rated oral health may also be 

related to the fact that women have been shown 

to be more self-critical.38 Gender differences in 

self-rated oral health may also reflect the fact that 

women in South Africa have a significantly lower 

disposable income and level of education39 and 

thus have less access to oral healthcare.

Consistent with the findings of previous studies6,10,40, 

both higher education and employment status, which 

were the objective measures of the individuals’ 

socio-economic status, were related to self-rating 

of oral health as good. It has been suggested that 

subjective social status, which is an important 

correlate of health, captures the dimensions of 

social status that the indicators of objective socio-

economic status cannot.41 Increased subjective 

social status has been associated with reduced 

levels of psychological distress, which in turn has 

a positive effect on health.14 It was therefore not 

surprising that respondents had better self-rated 

oral health for every increment in social position 

ranking. However, it should be noted that the effect 

of subjective social status on self-rated oral health in 

this study was particularly relevant only for women. 

Indeed, women (unlike men) have been suggested 

to take into account both emotional stress and 

physical health when rating their health.42

Therefore, a woman who scored herself higher on 

the subjective social status gradient would perhaps 

be more likely to have less emotional stress and 

would be more likely to rate her oral health as good 

than another woman who rated herself lower on 

the social status gradient.

 The elimination of the initially observed racial 

differences in self-rated oral health after controlling 

for individual-level and area-level socio-economic 

factors suggests that racial differences in self-rated 

oral health are mediated by differences in individual 

socio-economic circumstances and the social context 

in which different races live in South Africa. Indeed, 

whites and Indians, who constituted the highest 

proportion of those with self-rated good health, 

often reside in urban areas43 with better health and 

social infrastructure (including cell phone networks) 

and employment opportunities, and therefore have 

more access to social capital and dental services 

than members of other race groups.

Interestingly, those who have made use of dental 

services in the past were less likely to rate their oral 

health as good. It has been previously reported44 that 

the most common reason for dental visits in South Africa 

is to address particular symptoms. Indeed, preventive 

dental visits have been associated with a self-rating of 

oral health as good, while restorative or symptomatic 

visits have been associated with a self-rating of oral 

health as poor.45,46 Thus, consistent with a previous 

study’s findings34, those who reported oral health 

problems such as tooth sensitivity, bleeding gums and 

bad breath were significantly less likely to self-rate 

their oral health as good. Similarly, smokers who tend 

to develop halitosis, tooth-staining and suppressed 

gingivitis47 and are less likely to make use of dental 

services for routine care48,49 were also found to be 

less likely to self-rate their oral health as good. In line 

with a previous study’s findings, there was a positive 

association between optimal oral hygiene practices 

such as brushing at least twice daily and the use of 

mouthwash and good self-reported oral health.35

One of the limitations of this study was that it was 

cross-sectional, which precluded clear evidence 

on causality, given the limited information on the 

temporal order of events. However, the inclusion 

of the 2005 GHS data provided some information 

on a temporal order of events for area-level factors.

Admittedly, some people living in the respective 

areas during the 2007 SASAS may well not have 

resided in the same area in 2005. It is, however, 

unlikely that the proportion of people who moved 

out of the municipalities had changed so significantly 

over the two-year period as to significantly change 

the findings in this study.

Using self-rated oral health over a clinical 

measurement may have introduced reporting bias, 

but it has been argued that self-reported health 

status is a better determinant of demand for care or 

services than professional and clinical diagnosis; so 

the use of this patient-centred measure may inform 

service demand and thus service planning better.50

It is pertinent that there was still a large unexplained 

residual random effect after controlling for potential 

confounders. The residual effect could be a result of 

some as yet unmeasured factors, such as the level of 

fluoride in the water in the different areas, which has 

been shown to influence the prevalence of dental 

caries51 – a condition that may affect respondents’ 

self-rating of their oral health status. Finally, the area-

level measures had different variances which might 

have influenced their level of relative contribution in a 

multivariate analysis. Despite this study’s limitations, it 

has produced useful information that has the potential 

to influence policy and practice and to inform further 

studies on the social and environmental determinants 

of oral health.   
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The strengths of this study lie in the use of large, 

nationally representative datasets and the use of a 

statistical approach that allowed for the separation 

of composition influences from contextual influences 

on health outcomes.

CONCLUSIONS

This study’s findings are consistent with the social 

health framework that suggests that self-rated health 

is a combination of considerations of physical oral 

functioning and of social relationships.52 In particular, 

this study’s findings highlight the role of a hitherto 

understudied, but growing, community resource, namely 

cell phones in low- and middle-income countries, 

which was shown in this study to attenuate the impact 

of socio-economic disadvantages on oral health.
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ABSTRACT

Dental professionals are uniquely poised to 

contribute to the battle against tobacco use. When 

tobacco users receive a consistent anti-tobacco 

message from a variety of healthcare providers, 

the likelihood of success in the battle to quit is 

increased. Most people receive many warnings 

in the media about the negative health effects of 

tobacco, especially those regarding cancer and 

heart disease. Smokers and smokeless tobacco 

users may not be as knowledgeable about the 

negative oral manifestations of tobacco use, and 

dental hygienists can be instrumental in educating 

their patients on these effects. Including questions 

about tobacco use in the health history is a vital 

first step to identifying patients who may benefit 

from tobacco intervention counselling in the dental 

office. Once identified, the hygienist can proceed to 

discover the patient’s motivation to quit, and assist 

in providing information that may be of help to the 

patient in ceasing tobacco dependency. Helping and 

encouraging patients in their battle against tobacco 

use is an important way that dental hygienists can 

contribute to their patients’ improved health.

Key words: tobacco cessation; oral hygiene 

counselling; smoking; smokeless tobacco

INTRODUCTION

In the United States, cigarette smoking is the single 

most preventable cause of death. Approximately 

25% of American adults were tobacco users in 

1999, and nearly one out of five of all deaths can 

be attributed to smoking.1 In addition, oral cancer 

caused by smokeless tobacco claims over 8,000 

deaths each year in the United States.2 As dental 

professionals, we are in a unique position to 

potentially benefit our patients by educating and 

encouraging them in their battle to quit tobacco 

use. Dental practices may see patients who do 

not routinely visit their physicians, and hearing 

consistent anti-tobacco messages from multiple 

sources should increase the chance of success. 

Dental professionals can assist their patients to 

quit tobacco use by providing information, support, 

and encouragement.

NICOTINE – A POWERFUL DRUG

Tobacco is an extremely addictive substance, 

primarily because it contains nicotine. Nicotine is 

a poison that can stop a person’s breathing at high 

doses, although smokers absorb small amounts. 

Beginning users typically experience dizziness and 

nausea, which are symptoms of low-level nicotine 

poisoning.3 Another side-effect that nicotine users 

experience is higher respiration, blood pressure and 

pulse rates, all of which have a negative effect on 

health over time.4 Nicotine is absorbed very rapidly 

into the bloodstream and reaches the brain where 

it can cause feelings of alertness with the first dose, 

and a calm, relaxed feeling with subsequent doses.1 

Tobacco users achieve a ‘high’ similar to cocaine 

and amphetamine users. In fact, nicotine alters 

brain chemistry by disrupting neurotransmitters, 

interrupting some of them and stimulating others. 

This leads to a dependence on nicotine to facilitate 

clear thinking, that is, tobacco users require nicotine 

to feel ‘normal’. One of the symptoms of withdrawal 

from tobacco is decreased mental sharpness, 

which subsides with time, but can lead to relapse.3 

Besides the physical addiction of nicotine, there is 

also psychological, emotional, social, and habitual 

addiction which together creates a powerful force 

that is difficult to overcome.

DISEASES ATTRIBUTED TO TOBACCO USE

Tobacco usage is responsible for a wide range of 

diseases and deaths every year. It is estimated that 

30% of all cancers are caused by tobacco usage. 

Most people are aware that lung cancer can be 

directly attributed to smoking. In fact, nearly 90% 

of lung cancers are caused by smoking.5 Because 

nicotine is metabolised in the liver and excreted 

in the kidneys, these organs would be presumed 

to be affected as well. This is reflected in some 

of the other types of cancer that are attributed to 

tobacco use, such as bladder (47%), kidney (48%), 

pancreatic (29%), and stomach (17%) cancers.6 Also, 

70–90% of oral and oropharyngeal cancer patients 

use tobacco. Oral cancer rates increases greatly 

in those who not only use tobacco, but also drink 

moderate to heavy amounts of alcohol.1 In addition 

to cancers, tobacco is accountable for numerous 

other serious diseases and ailments. Cigarette 

smoking is a chief contributor to cardiovascular 

disease, and tobacco users have between twice 

and thrice the risk of developing the disease as 

non-smokers.5 Smoking increases the tendency of 

the blood to clot, which leads to an increased risk 

of strokes. In fact, smoking is thought to account 

for 27,500 annual deaths, or 20% of all deaths 

attributed to strokes.6 Decreased lung function and 

lung diseases are also directly credited to smoking. 

Smokers suffer from an increased severity of colds.

WHY OFFER TOBACCO COUNSELLING DURING 

A HYGIENE VISIT?

Dental practices are uniquely situated to provide 

tobacco cessation counselling as part of their 

practices. As approximately 50% of the population 

visits the dentist in any given year, this allows a 

large portion of the population to be reached.8 

Oral hygiene visits typically last 45–75 minutes, 

significantly longer than physician visits, and 

largely emphasise prevention. This places tobacco 

cessation counselling comfortably within the 

hygiene appointment. The negative manifestations 

of tobacco use can be approached from a dental 

standpoint, and once the patient’s receptiveness 

is known, counselling can progress from there.   
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COUNSELLING PATIENTS – THE FIVE A’S

The National Cancer Institute recommends guidelines 

for tobacco intervention that can be followed in a 

clinical setting. Known as the five A’s, the steps are 

ask, advise, assess, assist and arrange.9 The clinician 

must ask the patient whether they use tobacco, 

advise the patient to quit, assess the willingness of 

the patient to stop tobacco use, assist the patient 

in finding the information and help he or she may 

need, and arrange to follow up with the patient to 

support their attempt to quit.4 Most oral hygienists 

express a willingness to learn cessation techniques 

(85%), although the lack of dental-based tobacco 

cessation education programmes is a concern 

expressed by 92.3% of hygienists.10 Clearly, the 

need for more continuing education programmes 

for those already practising, and including tobacco 

cessation intervention as part of the oral hygiene 

school curriculum, would be of benefit. Counselling 

patients who are willing to attempt to quit can be 

a significant factor in determining success. Those 

who receive counselling achieve a 7–14% quit 

rate compared to only 4% of those who try to stop 

unassisted.10

Ask

The first step in tobacco cessation intervention is to 

ask the patient if he or she uses tobacco. The health 

history should include tobacco usage questions. If 

the patient indicates a positive response for tobacco 

use, then more information must be gathered. 

Questions to be asked include type of tobacco, 

amount, frequency, length of time patient has used 

tobacco, previous quit attempts, and desire to stop.11 

Those who do not use tobacco should be praised 

for their good judgement, especially adolescents 

who are at an increased risk of beginning tobacco 

use.6 In fact, almost all tobacco use begins before 

high school graduation, with 90% beginning before 

the age of 21. Young people begin for a variety of 

reasons. Some want to appear ‘cool’ or grown 

up, others begin as a result of tobacco company 

promotional activities; still others succumb to peer 

influence.12 Because those who start at an early age 

tend to become more severely addicted, the need 

to assert a positive message supporting abstinence 

from tobacco products in young people is paramount 

in fighting tobacco use.

Advise

Patients who use tobacco should be advised to quit. 

Then, they should be counselled on the negative 

effects of tobacco use, especially oral manifestations, 

as people may be less familiar with those, and may 

be more receptive to receiving advice on oral health 

issues in the dental practice. It is important to be 

non-judgmental and positive so that the patient 

may be more apt to listen. Explaining the benefits 

to be gained from quitting can be an important 

motivating tool as well.

Assess

A step recently added to the National Cancer 

Institute guidelines is to assess the willingness of the 

person to quit. Many are not interested in quitting, 

and pressing the point could lead to alienation 

of the patient. Perhaps the patient will be more 

interested in approaching cessation in the future. 

Also, it is important to determine whether or not it 

is an opportune time to stop. Stressful situations 

such as job strain, family tension, moving, or any 

unusual events that may make quitting more difficult 

should be avoided.

Assist

After the patient expresses a readiness to stop 

tobacco use, the clinician should assist in setting 

a realistic quit date. Setting a specific date implies 

a commitment, allows time to prepare, and avoids 

procrastination.11 During the preparation period, 

situations that encourage tobacco use, such as 

being around other people who smoke, should be 

addressed. Family and friends should be informed 

of their intent to quit in order to enlist their support. 

Information that may be helpful to the patient should 

also be made available. A supply of pamphlets 

should be kept on hand in the dental practice, 

and a list of tobacco cessation support groups 

should be provided. Those who take advantage 

of support offered through group meetings or 

phone counselling double their chances of being 

successful.13 Most brochures and programmes 

are offered free of charge and can be found by 

contacting health agencies.

Another strategy that increases the odds of being 

successful is nicotine replacement therapy (NRT). 

Those who are heavily addicted may benefit the 

most from NRT. In a 1999 review of 94 NRT trials, it 

was determined that providing some sort of nicotine 

replacement increased quit rates by 150–200%.14 

When combined with counselling, quit rates improved 

even more. Using a nicotine replacement drug 

helps to relieve symptoms of nicotine withdrawal. 

These symptoms include anger, anxiety, difficulty in 

concentrating, irritability and restlessness.15 There 

are five NRT’s currently on the market. Two are 

available over the counter, the nicotine patch and 

Nicorette, the nicotine chewing gum. A nasal spray 

and an inhaler are also available by prescription. 

Another replacement drug is an antidepressant 

called Zyban or bupropion. This drug is found to 

be effective in relieving the symptoms of nicotine 

withdrawal, without using nicotine.4 When an NRT 

is used, patients must be instructed to gradually 

lessen the strength and frequency of replacement, 

weaning themselves over a period of 3–6 months.15

Arrange

The final step in an intervention is to arrange to 

follow up with those patients who have made a 

commitment to cease tobacco use. Individuals 

should be contacted one week prior to quit date, 

one week after, and then again one to two months 
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later.11 Providing support after the decision has been 

made can be helpful in maintaining cessation over 

the long term. Those individuals who have tried to 

quit and failed need to be counselled so they can 

be encouraged to try again. Most people fail the 

first time; success is usually achieved after two to 

four attempts.12 Those who fail should examine 

the reasons why, and avoid those situations in the 

future. Enlisting more support from family, friends 

or support groups may aid future attempts. Also, if a 

nicotine replacement drug was not used, including 

them in future attempts may increase the odds of 

quitting for good.

Tobacco cessation training has not been 

traditionally taught in dental schools. In the mid-

1990s, only 25% of dental schools, and 36% of 

dental hygiene schools included questions about 

tobacco use on their health history forms. This is 

reflected in practice, with an estimated 30–50% of 

dentists and 25% of hygienists asking patients about 

tobacco use. When asked about their reluctance to 

approach tobacco cessation intervention, most cited 

lack of training, time, and financial incentives.9 The 

American Dental Association has encouraged dental 

professionals to take an active role in this battle and 

there is an upward trend among schools providing 

cessation training as part of their curriculum.16

ORAL IMPLICATIONS OF TOBACCO USE

Because oral hygiene visits emphasise prevention, 

incorporating an anti-tobacco message into the 

routine should be an easy fit. However, in a 1996 

study surveying oral hygienists in Iowa, only 4.6% 

of oral hygienists reported asking their patients 

routinely about tobacco use. Of those who asked, 

35% of hygienists advised their smoking patients to 

stop, and 57% recommended that their smokeless 

tobacco patients quit. Assisting patients to quit was 

much less frequently attempted, with 13% helping 

smokers, and 20% supporting smokeless tobacco 

users.10 Higher intervention rates with smokeless 

tobacco users may be because of the thorough 

training given in hygiene school in detecting 

oral cancer lesions, and hygienists may be more 

comfortable approaching patients with visible 

lesions directly attributed to smokeless tobacco 

use. The effects of using smokeless tobacco are 

often readily apparent in the oral cavity. A study 

reported by Stevens et al. of 245 smokeless 

tobacco users found that 78.6% had observable oral 

lesions.16 The effects of smoking on the oral cavity 

are less easily demonstrated. Smoking adversely 

affects host immune response systems which can 

lead to reduced resistance and reduced bone 

mineral content as compared to non-smokers.17 

Smokers therefore have a greater incidence of 

periodontal disease, decreased attachment levels, 

deeper pockets, recession, and greater furcation 

involvement, which can be masked by pale, fibrotic 

gingiva. Treatment results for periodontal patients 

who smoke are generally not satisfactory; healing 

is compromised.8

Many patients may not be aware of the possible 

oral manifestations of tobacco use, and educating 

them could provide one more reason for them to quit.

Ideally, tobacco cessation counselling should be 

a part of oral hygiene practice. As the different areas 

of the healthcare system become more integrated, 

it is reasonable to assume that dental professionals 

can take a more active role in providing support for 

such a widespread public health problem. When 

more healthcare professionals are involved in the 

tobacco cessation message, more patients will be 

reached, and ultimately fewer individuals will use 

tobacco. The dental practice can start by adding 

tobacco usage questions to the health history 

and by providing information and encouragement 

to those patients who are receptive. Frequently, 

dental professionals have close relationships with 

their patients, and a well-intentioned message 

encouraging tobacco cessation could be successful 

in assisting someone to quit. ●
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PATIENTS ARE ASKING 
ABOUT E-CIGARETTES
WHAT DO WE TELL THEM?

SUMMARY

E-cigarettes are electronic devices that deliver 

vaporised nicotine liquid into the lungs. Since the 

introduction of e-cigarettes in 2004, the market 

in the UK has rapidly expanded and increasingly 

people are asking health professionals about them. 

This article gives an overview of e-cigarettes, their 

use, their regulatory status and evidence for their 

safety, quality and efficacy. Advice about e-cigarettes 

for dental health professionals to give patients is 

provided, as well as the five questions, proposed 

by Action on Smoking and Health, to consider 

when deciding whether to permit or prohibit use 

of e-cigarettes on premises.

INTRODUCTION

E-cigarettes (also known as electronic cigarettes, 

electronic vaping devices or electronic nicotine 

delivery systems [ENDS]) are battery operated 

devices with the function to vaporise nicotine. This 

creates a smoke like effect that can then be inhaled 

and exhaled, replicating smoking behaviour without 

the use of tobacco.1

First developed in China in 2003, e-cigarettes 

are now retailing worldwide. This is a fast growing 

market likened to a ‘gold rush’, 2 with dedicated 

e-cigarette companies being joined by the leading 

tobacco companies, some of which are launching their 

own products or buying e-cigarette companies.3, 4

The UK market is growing, with an estimated 

1.3 million e-cigarette users in 2013,5 and is worth 

approximately £100 million per year6. With more 

healthcare workers and patients asking about 

e-cigarettes, the aim of this article is to provide 

an overview of e-cigarettes and the implications 

of their use for the dental team.

WHAT ARE E-CIGARETTES?

E-cigarettes comprise three main components: a 

battery, a cartridge and an atomiser, which is an 

electronic heating element for vaporisation of the 

liquid. The basic types of e-cigarettes include the 

disposable e-cigarette, a rechargeable e-cigarette 

with replaceable cartridges prefilled with liquid, and 

a rechargeable e-cigarette with a liquid refillable 

cartridge/tank (Figure 1).

The cartridge contains a liquid known as e-liquid, 

e-juice, or smoke-juice. The ingredients may contain 

nicotine, flavourings, water, and citric acid as well 

as either propylene glycol and/or glycerol. The 

nicotine concentration depends on the brand and 

the product, ranging from 0 mg/ml to 24 mg/ml 

and may be labelled as nicotine-free, or referred 

to as mild/low, regular/medium or strong/high. In 

addition e-liquids with 36 mg/ml to 50 mg/ml of 

nicotine are available.

A wide range of natural and/or artificial flavours 

may be incorporated into the nicotine or nicotine-free 

versions, for example, traditional tobacco flavours, 

fruit, chocolate and various novelty flavours such 

as candy floss and margarita.

The replaceable cartridges for e-cigarettes 

are preloaded with e-liquid, and bottles of 10, 30 

or 50  ml of e-liquid are available for the liquid 

refillable e-cigarettes.

Depending on the e-cigarette device, activation 

of vaporisation of the e-liquid may occur when 

‘drawing’ on the device, or by use of a switch, which 

activates the atomiser to vaporise liquid that can 

then be drawn into the lungs. This process may be 

termed either ‘vaping’ or ‘smoking’. In this article 

the use of an e-cigarette will be termed vaping, and 

the use of a tobacco cigarette termed smoking.

In contrast to a tobacco cigarette, which may 

provide between 10 to 20 puffs per cigarette and 

has a natural endpoint, the number of puffs from 

an e-cigarette depends on brand, product and 

the way it is used. The range for disposable and 

replaceable cartridges is reported to be from 150 

puffs to 300 puffs, where 300 puffs is equivalent to 

40 cigarettes7 and a 10 ml bottle of e-liquid used in 

refillable e-cigarettes is equivalent to 200 cigarettes.8 

E-cigarettes are available to buy on the internet, at 

dedicated e-cigarette shops, in the supermarkets and 

other retail shops, and at street vendors.

FIGURE 1: Three types of e-cigarettes: disposable e-cigarettes, rechargeable cartridge e-cigarettes, and 
rechargeable liquid refillable e-cigarette (photograph by PSP Worsley)
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WHO USES E-CIGARETTES AND WHY?

E-cigarettes are relatively new on the South 

African and UK market. Their use is mainly among 

tobacco smokers, which in England are 19.6% of 

the population.9

The results of the Smoking Toolkit Study (STS) on 

e-cigarettes in England showed that the ‘current 

use’ (people who are using e-cigarettes at the 

time of the survey) has steadily increased among 

smokers, rising from 2% in 2011 to 15% in 2013.
9

The Action on Smoking and Health (ASH) survey 

on e-cigarettes found that current use among 

ex-smokers had increased from 1% in 2011 to 3% 

in 2012; among adults who had never smoked 

current users were 0%; current use among 

children aged 11 to 18 was rare and there was 

little use reported among children who had or 

who currently smoked.
10

In the ASH survey 24% of smokers and 5% of 

ex-smokers had ‘tried’ e-cigarettes (people who 

had tried but no longer used e-cigarettes). Among 

adults who had never smoked 1% had tried them 

and among children who had never smoked 1% 

had tried them.
10

While the use of electronic cigarettes in children 

is low in the UK, the results of surveys from the 

United States have revealed an increasing trend in 

the use of e-cigarettes among children.11

E-cigarettes are claimed to be cheaper than 

tobacco cigarettes. A price comparison by one 

company estimated the cost of using e-cigarettes 

to be 80% cheaper than smoking tobacco 

cigarettes.
12 

The estimated cost for an e-cigarette, equivalent 

to 20 tobacco cigarettes is less than £2
13 compared 

to the average cost of about £7 for 20 tobacco 

cigarettes; the 20% tax on e-cigarettes is lower 

than the 80% tax on tobacco cigarettes.
14 Users 

of e-cigarettes give a range of reasons for vaping 

some of which are listed in Table 1.

WHAT IS THE CURRENT LEGISLATION AND 

REGULATION OF E-CIGARETTES IN THE UK?

In the UK, e-cigarettes are regulated as general 

consumer products and have to meet the General 

Products Safety Regulations 2005, the Chemical 

(Hazard Information and Packaging for Supply) 

Regulations 2009, and are monitored by Trading 

Standards.1 They are not subject to the stricter 

medicines regulations unless they claim or imply that 

they can assist in giving up smoking16 and at present 

no e-cigarettes are regulated as medical products.

The advertising of e-cigarettes is becoming 

reminiscent of the tobacco cigarette advertising of 

the past; glamorous, desirable, sexy, and fashionable, 

with marketing being directed at both smokers and 

non-smokers.2 Adverts for e-cigarettes are subject 

to few restrictions at present. The e-cigarette may 

not be shown in television advertisements but can be 

shown on posters, on the internet, etc. Advertisements 

for e-cigarettes cannot claim or imply that they are a 

smoking cessation tool, a harm reduction tool, harmless 

or risk free unless there is evidence to support the 

claims.17 Despite these restrictions, a recent report 

found that e-cigarettes were being promoted as ‘a 

healthier and safer source of nicotine’ and ‘good for 

cutting down, quitting or switching from traditional 

cigarettes’.2 In 2014 the Committee of Advertising 

Practice (CAP) launched a public consultation to develop 

clear advertising rules for the e-cigarette industry.18

E-cigarettes are not subject to tobacco control 

measures and therefore they may be vaped in 

public spaces unless organisations have imposed 

restrictions on their use.

In March 2014 an Act was passed allowing for 

regulations to prohibit the sale of nicotine products, 

including e-cigarettes, to under 18-year-olds in 

England.19 The Welsh Government is considering 

a similar ban.20 Some e-cigarette manufacturers 

and retailers have put in place self-imposed sales 

restrictions to those aged 18 years and older.

WHAT IS THE PROPOSED LEGISLATION AND 

REGULATION OF E-CIGARETTES IN THE UK?

In June 2013, following consultations and research 

into e-cigarettes by the Medicine and Healthcare 

Regulatory Agency (MHRA) an announcement 

was made that the UK Government had “decided 

that the MHRA will regulate all nicotine containing 

products (NCPs) as medicines so that people using 

these products have the confidence that they are 

safe, are of the right quality and work”.21 Public 

Health England is in favour of the regulation of all 

NCPs, including e-cigarettes as medicines.22 These 

pronouncements concurred with the proposal 

from the European Commission to the European 

Parliament that in the revised version of the 2001 

Tobacco Products Directive (TPD) e-cigarettes 

should be regulated as medicines. However in 

February 2014 the European Parliament approved 

a revised EU TPD.24 The TPD makes a distinction 

between e-cigarettes that make medicinal claims 

such as aiding smoking cessation, and e-cigarettes 

which do not, referred to as ‘consumer cigarettes’ 

in the TPD. E-cigarettes that make medicinal claims 

will be regulated under medicines regulation and 

‘consumer e-cigarettes’ will need to meet the TPD 

regulations listed below:

• Nicotine containing liquids placed on the market 

should not exceed 20 mg/ml

• E-cigarettes placed on the market should deliver 

a consistent nicotine dose

• E-cigarette products must be child- and tamper-

proof

• E-cigarettes must meet certain safety and quality 

requirements

• E-cigarette packaging must include health 

warnings, information on addictiveness and 

toxicity and a list of all the ingredients.

In addition, there is to be monitoring of the market for 

evidence of e-cigarettes leading to nicotine addiction 

or acting as a gateway to tobacco consumption. 

It will be up to each Member State to decide on 

age limits, regulation of flavouring and rules on 

‘vape’-free environments.24,25 The decision by the 

European Parliament not to regulate all e-cigarettes 

as medical products “has raised some uncertainty 

about the MHRA licensing plans”.2 The MHRA will 

continue to advise e-cigarette companies to licence 

their products.23   

TABLE 1: Reasons given for use of e-cigarettes 1,9,10,15

For creational purposes

As preferable to smoking tobacco cigarettes

As an alternative to tobacco cigarettes where smoking is prohibited

To reduce exposure of others to second-hand smoke

As a cheaper alternative to tobacco

As a harm reduction tool to help reduce the quantity of tobacco being smoked

As a smoke cessation tool to help reduce and quit tobacco
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WHAT EVIDENCE IS THERE ABOUT THE SAFETY, 

QUALITY AND EFFICACY OF E-CIGARETTES?

There is increasing research into e-cigarettes, but 

at present the evidence base for their safety, quality 

and efficacy is not extensive. In 2013, the World 

Health Organisation (WHO)26 stated, “the safety of 

ENDS has not been scientifically demonstrated”and 

“the potential risks they pose for the health of 

users remain undetermined”. This concurs with the 

findings of the MHRA, which recently completed 

market and scientific research of NCPs including 

e-cigarettes. They concluded that, “although there 

is no evidence to suggest that using electronic 

cigarettes is more harmful than smoking tobacco 

cigarettes there remains a paucity of scientific 

evidence on the long-term effects”.16

In addition to the undetermined long-term safety 

concerns of the effect of e-cigarettes on health, 

variations have been found in the quality of the 

e-cigarette products in relation to the ingredients of the 

e-liquids, which could vary in nicotine concentration 

within the same batch; could contain additional 

additives and contaminants; and could vary in the 

effectiveness of nicotine delivery from devices.16 
Concern was raised at a recent European Commission27 
meeting by two e-cigarette associations that “there 

were still quality and safety issues with some products 

and that not all producers of electronic cigarettes 

were ‘responsible’ manufacturers”.

Although the safety of e-liquids for both short- and 

long-term health requires further research, ASH5 has 

stated that “they are likely to be a safer alternative 

to smoking”. In a study of 20 tobacco cigarette 

smokers who substituted tobacco cigarettes with 

e-cigarettes for two weeks all the tobacco smoke 

toxins tested for were substantially reduced.28 
A study on vapour produced from 12 brands of 

e-cigarettes, which analysed toxicants normally 

found in tobacco cigarette smoke, found that 

the toxicants (some of which were carcinogenic) 

examined for were present, but at a ratio of nine to 

450 times less than in tobacco smoke.29 Another 

study found that exhaled vapour produced from 

three models of e-cigarettes contained nicotine and 

that people in close proximity would be exposed 

to the nicotine but it would be at levels ten times 

lower than nicotine from tobacco cigarette smoke.30

While the use of “e-cigarettes may be useful in 

reducing the harm of cigarette smoking in those 

unable to quit’28
 it ‘may involuntarily expose non-

users to nicotine”.30

Nicotine is an addictive substance and can be 

toxic; however, studies on NRT have not found 

nicotine to be implicated in cardiovascular disease31
 

or in cancer.32  While tobacco is known to be harmful 

to periodontal health,33
 nicotine itself may be 

implicated in adverse effects on the periodontium 

through various mechanisms such as peripheral 

vasoconstriction.34

THE EFFICACY OF E-CIGARETTES IN SMOKING 

CESSATION

Quitting smoking by stopping abruptly or by gradual 

reduction with or without aids such as nicotine 

replacement therapy (NRT) and/or support35 has, 

until the 2013 National Institute for Care and Health 

Excellence (NICE) guidance on tobacco harm 

reduction,36 been the main approach to reducing 

tobacco consumption. 

The STS9 showed that the percentage of smokers 

attempting to stop smoking in 2013 ranged from 

29–36%, and that smokers trying to quit and who used 

support in the form of smoking cessation services, 

over the counter NRT or medical prescriptions, 

were increasingly using e-cigarettes to support 

their quit attempt. The efficacy of e-cigarettes as 

a smoking cessation tool has yet to be scientifically 

demonstrated26, but anecdotal findings from 

newspaper articles15 and comments from online 

newspaper threads indicate that some users are 

reporting that use of e-cigarettes has enabled them 

to quit smoking tobacco.

A recent randomised control study by Bullen 

et al.37 investigating quit rates using e-cigarettes 

and nicotine patches over a six-month period, 

found that there was no statistically significant 

difference between the quit rate in the group using 

e-cigarettes delivering nicotine (quit rate 7.3%), 

compared with the group using nicotine patches 

(quit rate 5.8%). An additional finding from the 

study was that, at six months, 57% of those in the 

e-cigarette delivering nicotine group had reduced 

their tobacco consumption by half or more.

THE EFFICACY OF E-CIGARETTES IN HARM 

REDUCTION

Harm reduction may be defined as “the long-term use 

by smokers of less harmful non-tobacco products, 

with or without a quit attempt”.38 The recent NICE 

guidance on Tobacco harm reduction approaches 

to smoking36 advises that a tobacco harm reduction 

approach may be helpful for people who:

• May not be able to stop smoking (or do not want 

to stop) in one step

• May want to stop smoking, without necessarily 

giving up nicotine

• May not be ready to stop smoking, but want to 

reduce the amount they smoke.

A broad range of harm reduction strategies is 

advised, including the use of NRTs, which are 

licensed nicotine products. E-cigarettes are not 

licensed as NRTs and because at present their 

safety, quality and efficacy cannot be assured, they 

are not recommended. Products on the market 

that are regulated as medicines, and mimic the 

hand-to-mouth action of smoking, are inhalators 

for example, Nicorette, NicAssist. The inhalators 

do not have an atomiser and the liquid nicotine 

concentration is 15 mg/ml.

Surveys are showing that, despite e-cigarettes 

not being recommended as a harm reduction 

approach, there is an increasing use of e-cigarettes 

by smokers to help them reduce the amount of 

tobacco they smoke,10 with 10% of smokers now 

using them as a harm reduction measure and this 

has overtaken NRTs.9

EVIDENCE OF E-CIGARETTES AS A ‘GATEWAY’ 

TO TOBACCO USE

There are concerns that the use of e-cigarettes 

containing nicotine, a highly addictive psychoactive 

drug, may act as a ‘gateway’ to the use of tobacco 

products by those who have never smoked.39, 40 Some 

argue that it is preferable for those who decide they 

may wish to smoke to choose e-cigarettes rather 

than tobacco cigarettes.41
 At present the surveys 

in the UK have shown that there is little uptake of 

e-cigarettes by children or those who have never 

smoked,10
 but the De Andrade et al.2

 report found 

marketing strategies targeted two groups: the 

committed smoker, who may think about quitting; 

and the younger social smoker and non-smoker. 

It may be too early in this emerging market to find 

evidence of e-cigarettes as a ‘gateway’ to smoking.

EVIDENCE OF VAPING RENORMALISING SMOKING

Smoking was a social norm in the UK in the 1950s 

and 1960s, advertised widely and allowed in public 

places, on transport and often in the workplace. 

The comprehensive range of tobacco control 

measures introduced gradually over recent years 

has meant that many of those in their early 20s 
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today have grown up without the same exposure 

to smoking behaviours as experienced by their 

parents/carers or grandparents. There is a concern 

that vaping, which mimics smoking behaviour and 

is being widely advertised and allowed anywhere 

(unless banned) may renormalise smoking.38, 

42
 Distinguishing between vaping and smoking 

may be obvious for some but not for others, for 

example, children43
 – it may be difficult to police 

and it may be too early for research to establish 

if, or how, vaping changes the perceptions of 

smoking.

WHAT DO WE TELL PATIENTS? ADVICE ABOUT 

E-CIGARETTES FOR PATIENTS

Dental teams already have an important role to play 

in advising patients to cease tobacco consumption. 

A recent publication of the second edition of 

Smokefree and smiling44
 reiterated the advice to 

be given to patients to aid cessation of tobacco 

use. At the moment e-cigarette use as a smoking 

cessation tool is not supported.22
 However, patients 

may be using and asking the dental team about 

e-cigarettes, so what do we tell them? Based on 

the literature reviewed above, current advice about 

e-cigarettes for patients is summarised in Table 2. 

However, dentists and dental care professionals 

need to recognise the potential for changes to 

this advice as regulations24
 change and findings 

from research on the safety and effectiveness of 

e-cigarettes are published.

PERMISSION OR PROHIBITION OF E-CIGARETTES 

USE ON YOUR PREMISES

With the lack of regulation and legislation regarding 

where e-cigarettes can be vaped, organisations such 

as train operators, chains of pubs, and a number of 

schools and work organisations have implemented 

their own regulations (Figure 2). 

ASH43 has produced a comprehensive guidance 

sheet with five questions to ask (Table 3) before 

deciding whether to permit or prohibit e-cigarette 

use on premises. Knowledge of current legislation 

and regulations as well as the safety of e-cigarettes 

and their potential to renormalise smoking behaviour 

may help inform decisions on whether to permit or 

prohibit the use of e-cigarettes on your premises.

WHAT ARE THE PUBLIC HEALTH ARGUMENTS 

FOR AND AGAINST E-CIGARETTES?

Statistics from Cancer Research UK45
 show that 

tobacco consumption is the “single greatest cause of 

preventable illness and early death with an estimated 

102,000 people dying in the UK in 2009 from 

smoking-related diseases including cancers”. Some 

argue that e-cigarettes may be a potential revolution 

to public health41,46 because there is acceptance 

that they are likely to be less harmful than tobacco 

cigarettes,5 that e-cigarette use is predominantly by 

former smokers10 and studies show that their use 

can reduce tobacco consumption.37 While some 

suggest that is it preferable that adolescents try 

e-cigarettes rather than tobacco cigarettes,41 others 

are concerned that the marketing, combined with 

the lack of regulations, may lead to widespread use, 

a re-socialising of smoking,42 and an undermining 

of the prevention and cessation services.1 Whether 

e-cigarettes are an effective smoking cessation tool 

and harm reduction tool has yet to be established. 

Nicotine is highly addictive, and whether vaping of 

e-cigarettes will perpetuate nicotine use or act as 

a gateway to smoking is as yet unknown.

CONCLUSION

Further research is needed on the safety, quality 

and effectiveness of e-cigarettes and also on their 

efficacy as a smoking cessation and harm reduction 

tool. With the rapid expansion of this market and the 

availability of new and changing products, smokers, 

former smokers and those who have never smoked 

are already deciding the purpose of e-cigarettes. 

Delays in regulation and legislation may potentially 

allow the markets to determine the course of their 

use. Meanwhile, as health professionals, we need to 

be able to answer the questions raised by patients 

about e-cigarettes and keep abreast of this rapidly 

developing market. ●

TABLE 2: Advice about e-cigarettes for patients (April 2014)

The long-term safety of e-cigarettes is not yet established16,25,26

E-cigarettes are likely to be less harmful than tobacco cigarettes1,5 

The effectiveness of e-cigarettes as either a smoking cessation tool or a harm reduction tool is 
not yet established25,26

At present no e-cigarettes are licensed as a medicine16,44 and patients are recommended to use 
licensed NRT products to quit or reduce tobacco consumption1,43,45

Advice to patients who are unable or unwilling to use licenced NRT products is that although the 
safety of e-cigarettes cannot be assured, they are likely to be a lower risk option than continuing 
to smoke1

Advise patients that there is the potential for advice about e-cigarettes to change as findings from 
research about the safety and effectiveness of e-cigarettes is published

Advise patients that referral to the Stop Smoking Services is an option to consider

TABLE 3: Questions to ask when deciding to permit or prohibit e-cigarette use35

What are the issues you are dealing with?

What do you need to control?

Do you have concerns about the possibility of harm from NCPs?

Will restricting or prohibiting the use of NCPs support compliance with smoke-free policies?

Do you want your policy to help improve people’s health?
FIGURE 2: Organisations are implementing their own 
policies regarding use of e-cigarettes
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As a dentist in general practice, I was recently given 

first-hand experience of over-servicing by a local 

colleague when one of my regular patients came back 

to see me after a two year absence. At his last visit 

two years earlier, routine bitewing radiographs had 

confirmed that he required only minimal treatment, 

which included the possible need to root fill the 

lower left first permanent molar. The patient then 

decided to seek a second opinion, whereupon the 

second dentist carried out extensive restorative 

treatment. After experiencing a few problems 

over the next year or two, the patient decided to 

return. Radiographic examination revealed that 

twelve posterior crowns had been placed by the 

new dentist, who had also endodontically treated 

all twelve of the teeth.

COMMENTARY

The Health Professions Council of South Africa 

defines ‘over-servicing’ as the “supply, provision, 

administration, use or prescription of any treatment or 

care (including diagnostic and other testing, medicines 

and medical devices), which are medically and 

clinically not indicated, unnecessary or inappropriate 

under the circumstances or which is not in accordance 

with the recognised treatment protocols and 

procedures, and without due regard to both the 

financial and health interests of the patient”.1 

Furthermore, “the healthcare practitioner shall 

not provide a service or perform or direct certain 

procedures to be performed on a patient that are 

neither indicated nor scientific or have been shown 

to be ineffective, harmful or inappropriate through 

evidence-based review”.2 The duty of care is an 

important professional and ethical responsibility 

and in a healthcare profession such as dentistry, 

there is a more benevolent and protective aspect of 

one’s duty of care both in terms of an expectation 

that the dentist will always try to do the best for 

the patient and in the principle of ‘do no harm’. The 

legal aspect of one’s duty of care is concerned with 

the exercise of reasonable skill and care and the 

ethical dimension is to put the patient’s best interest 

first above personal or professional interests.3

Oral health professionals have a duty of care 

and it is based on clinical diagnosis at the point of 

treatment. Different oral health professionals may 

prefer and offer different treatment options as a 

result of their education and experiences and may 

have preferred choices for each clinical situation 

depending on accepted practice. However, the patient 

should be part of the treatment decision-making 

process at all times from the start and through to 

completion. It follows that oral health professionals 

must be truthful when recommending treatment, 

when describing different treatment options and 

when explaining what they involve and how they 

compare. Treatment recommendations should be 

based on the patient’s clinical condition, his or her 

needs and concerns and current evidence-based 

best practice. As part of obtaining valid, informed 

consent, there should be a discussion with the patient 

regarding the most appropriate options. Patients 

should not be misled into accepting treatment that 

they do not need, nor allowed to agree to a certain 

item of treatment being provided because they have 

deliberately been left unaware of other treatment 

alternatives, or other material facts that might have 

influenced the decision.4 In addition, oral health 

professionals should not succumb to the entreaties 

of a patient and suggest a treatment plan that is not 

in line with his or her own ethical standards or to 

suit the patient’s medical aid benefits. Instead he 

or she should have a discussion with the patient, 

explain his or her position and if the patient does 

not accept it, offer to refer the patient elsewhere.

Sound treatment planning begins with and is 

founded on the principles of beneficence, non-

maleficence and veracity. Beneficence refers to 

doing good and the active promotion of goodness, 

kindness and charity. All oral health professionals have 

the responsibility to provide beneficial treatment, to 

benefit patients by not inflicting harm, by preventing 

and removing harm. Dental practice is firmly rooted 

in the principle of “primum non nocere – first do 

no harm”. Veracity is the principle of truth telling, 

and it is grounded in respect for persons and the 

concept of autonomy. The oral health professional 

has a duty to communicate truthfully. This principle 

expresses the concept that professionals have a duty 

to be honest and trustworthy and the oral health 

professional’s primary obligations include respecting 

the position of trust inherent in the oral health 

professional-patient relationship, communicating 

truthfully and without deception, and maintaining 

intellectual integrity.5 When oral health professionals 

deliberately take improper advantage of the fact that 

the patient is not in a position to know precisely what 

treatment is being provided for them, this position 

of trust is violated and is therefore unethical as well 

as a breach of contract and/or a criminal offence. 

Maintaining professional integrity and autonomy 

should be a priority.

Before subjecting a patient to any proposed 

treatment, his/her tacit agreement is essential. 

This is both an ethical and a legal requirement. A 

competent patient will be able to make a choice 

based on an understanding of the information given 

to him/her, an appreciation of the diagnosis, the 

procedure proposed and its consequences, and 

will be able to reason and weigh up the various 

treatment options. According to the National Health 

Act, No. 61 of 2003, Chapter 2 Section 6, the following 

information must be given to the patient (user of 

healthcare service)6:

• Range of diagnostic procedures and treatment 

options available

• Benefits, risks, costs and consequences associated 

with each option

• User’s right to refuse care and explain implications, 

risks and obligations of such refusal

• Furthermore, this information must be provided 

in a language that the patient understands and 

in a manner that takes into account the patient’s 

literacy level.

CONCLUDING REMARKS

Oral health professionals should follow high 

ethical standards and a patient’s best interest 

should be the primary goal and always take 

precedence over any consideration of profit or 

personal gain. An oral health professional who 

recommends and performs unnecessary dental or 

oral hygiene treatment or services is engaged in 

unethical conduct. Unnecessary services include 

treatment that is not required given the patient’s 

current clinical circumstances and desires and the 

substitution of more extensive and consequently 

more expensive (and profitable) procedures for 

a simpler, more effective and less expensive 

procedure. Providing unnecessary services may 

also have legal implications and can amount to 

fraud with the associated legal ramifications. The 

challenge is to be able to differentiate between 

the concept of ‘overtreatment’ and a ‘difference of 

opinion’. It is important to recognise that there are 

OVER-SERVICING
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differences of opinions regarding the approaches 

to treating patients. Therefore, comprehensive 

and accurate records would be needed by both 

attending oral health professionals to support 

their clinical judgement, if this case ever resulted 

in a complaint.
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The Eastern Cape branch comprises 35 members of whom one is an Allied member. The following is 

a brief overview of activities during the year.

EVENTS 

Registration meeting – 22 February 2014 

• Lectures were presented by Dr C Botha and 

Dr D Hoskin

• CPD points: 1 Clinical and 2 Ethical points

• A new Periodontist in town was invited to 

introduce herself to the hygienists in Port 

Elizabeth.

Half-day CPD seminar – 5 April 2014

• Lectures were presented by Prof. Morkel, 

Dr Patricia van Zyl from UWC, and Dr Stander 

(local Periodontist)

• CPD points: 4 Clinical and 2 Ethical points

• Four traders (Medident, Elativision, Ivodent and 

GSK) had exhibition stands.

Full-day CPD Seminar 1 November 2014

• Lectures were presented by Dr S Singh 

(Orthodontist), Dr Christina Strydom (3M), 

Dr Crystal Watson (social worker) and 

Christine de Sousa (OH)

• CPD points: 5 Clinical and 2 Ethical points 

• The following traders had exhibition stands: GSK, 

Wright-Millners, Ivodent, Dental Warehouse, 

Rollybrush, 3M, Colgate and Oral B.

A special thank you to the traders who exhibited at 

our events this year – without your support these 

days would not have been possible.

SCHEDULE OF EVENTS FOR 2015

24 January 2015 – Registration meeting

16 May 2015 – CPD seminar

3/10 October 2015 – CPD seminar

2015 COMMITTEE

Chairperson: M Potgieter

Treasurer: S Pillay

CPD Committee: S Botha, T Nell, N Grobler

Secretary: C Klokow

SEMINAR DATES FOR 2015 

• Saturday, 21 February 2015 at 3M Woodmead, 

Johannesburg 

• Saturday, 9 May 2015 at the Oral and Dental 

Hospital (TUKS), Pretoria 

• Saturday, 1 August 2015 at the Oral and Dental 

Hospital (TUKS), Pretoria 

• Saturday, 31 October 2015 at 3M Woodmead, 

Johannesburg

Eastern Cape delegates

ETHICS

The new OHASA Gauteng Branch Committee: Sune Herman (Treasurer), Daveyrose Ralephenya (CPD), Londandani 

Mmabara (Vice-chairperson), Marlene Aucamp (Secretariat) and Angelique Kearney (Gauteng Branch Chairperson).
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CONTINUOUS PROFESSIONAL DEVELOPMENT

QUESTIONNAIRE
CPD

No. 4 2014

GENERAL

Socio-environmental factors associated with self-rated oral health in South 

Africa: a multilevel effects model

1. Self-rated oral health is commonly regarded as a global rating of oral 

health-related quality of life as it takes into account both the physical and 

psychological dimensions of health.

a. True

b. False

2. The 2009 South African Social Attitudes Survey (SASAS) was a nationally 

representative sample of adults 16 years and older.

a. True

b. False

3. The enumeration areas were stratified to be representative of:

a. Socio-demographic domains of the province(s)

b. Geographical subtypes

c. The four population groups

d. All of the above

e. None of the above

4. A higher proportion of those who rated their oral health as good lived in 

areas with a significantly higher proportion of households with a cell phone.

a. True

b. False

5. The social context in which women live does not influence their self-ratings 

of oral health as much as it influences those of men.

a. True

b. False

6. Subjective social status, which is an important correlate of health, captures 

the dimensions of social status that the indicators of objective socio-economic 

status cannot.

a. True

b. False 

An oral hygienist’s role in tobacco cessation

7. Approximately 25% of American adults were tobacco users in 1999 and 

nearly one out of five of all deaths can be attributed to smoking.

a. True

b. False

8. Symptoms of low-level nicotine poisoning for beginning smokers are:

a. Dizziness and nausea

b. Higher respiration, blood pressure and pulse rates

c. All of the above 

d. None of the above 

9. Nicotine alters brain chemistry by disrupting neurotransmitters, interrupting 

some of them and stimulating others.

a. True

b. False

10. Smoking is thought to account for 27,500 annual deaths, or 20% of all 

deaths attributed to strokes.

a. True

b. False

11. The steps, known as the “five A’s”, are advise, ask, assess, arrange and 

assist.

a. True

b. False

12. Smokers who receive counselling achieve a 7–14% quit rate compared to 

only 4% of those who try to stop unassisted.

a. True

b. False

13. During smoking counselling questions should be asked such as:

a. Type of tobacco

b. Frequency

c. Previous quit attempts

d. All of the above

e. None of the above

14. In a 1999 review of 94 NRT trials, it was determined that providing some 

sort of nicotine replacement increased quit rates by 150–200%.

a. True

b. False

15. Smoking adversely affects host immune response systems which can lead 

to reduced resistance and reduced bone mineral content as compared to 

non-smokers.

a. True

b. False

Instructions for completing the CPD questionaire will be 
e-mailed to each OHASA member. If you do not receive your 
e-mail, please contact the editor.

PAGE 254TH QUARTER 2014 • VOLUME 15 NO. 4



1
DENTIST RECOMMENDED  
BRAND FOR SENSITIVE TEETH*No.1

All personal information supplied will only be 
used for the purpose of this CPD programme

CPD Programme

Earn
2 CPD
Points

25595 Sensodyne CPD Programme 2014 single pages OHASA 12.11.14.indd   1 2014/11/12   4:28 PM

Patients are asking about e-cigarettes. What do we tell them?

16. The basic types of e-cigarettes include the disposable e-cigarette, a 

rechargeable e-cigarette with replaceable cartridges prefilled with liquid 

and a rechargeable e-cigarette with a liquid refillable cartridge.

a. True

b. False

17. Four hundred puffs from an e-cigarette are equivalent to 40 cigarettes and 

a 10 ml bottle of e-liquid is equivalent to 200 cigarettes.

a. True

b. False

18. A price comparison by one company estimated the cost of using e-cigarettes 

to be 70% cheaper than smoking tobacco cigarettes.

a. True

b. False

19. Some reasons given for use of e-cigarettes are:

a. As an alternative to tobacco cigarettes where smoking is prohibited

b. To reduce exposure of others to second hand smoke

c. As a harm reduction tool to help reduce the quantity of tobacco being 

smoked

d. a and c

e. a, b and c

20. Tobacco Products Directive (TPD) regulations state the following:

a. Nicotine containing liquids placed on the market should not exceed 

30 mg/ml

b. E-cigarettes must be child- and tamper-proof

c. E-cigarette packaging must include health warnings, information on 

addictiveness and toxicity and a list of ingredients

d. a, b and c

e. b and c

21. A study that was done on exhaled vapour produced showed that people in 

close proximity would be exposed to the nicotine but it would be at levels 

ten times lower than nicotine from tobacco cigarette smoke.

a. True

b. False

22. Quit rates using e-cigarettes and nicotine patches over a six-month period 

show that there is no statistically significant difference between the quit 

rate in the group using e-cigarettes delivering nicotine compared with the 

group using nicotine patches.

a. True

b. False

23. Harm reduction may be defined as “the long-term use by smokers of less 

harmful non-tobacco products, with a quit attempt”.

a. True

b. False

24. Vaping mimics smoking behaviour and is being widely advertised and 

allowed anywhere (unless banned).

a. True

b. False

25. It is argued that e-cigarettes may be a potential revolution to public health 

because there is acceptance that they are likely to be less harmful than 

tobacco cigarettes and that their use can reduce tobacco consumption.

a. True

b. False

ETHICAL

Over-servicing

26. The Health Professions Council of South Africa defines over-servicing as 

the “supply, provision, administration, use or prescription of any treatment 

or care (including diagnostic and other testing, medicines and medical 

devices), which are medically and clinically not indicated, unnecessary 

or inappropriate under the circumstances or which is not in accordance 

with the recognised treatment protocols and procedures, and without due 

regard to both the financial and health interests of the patient”.

a. True

b. False

27. The ethical aspect of one’s duty of care is concerned with the exercise of 

reasonable skill and care and the legal dimension is to put the patient’s 

best interest first above personal or professional interest.

a. True

b. False

28. Treatment recommendations should be based on:

a. The patient’s clinical condition

b. His/her needs and concerns

c. Current evidence-based best practice

d. a and b

e. a, b and c

29. Veracity is the principle of truth telling and is grounded in respect for 

persons and the concept of autonomy.

a. True

b. False

30. Before treatment commences, the following information must be given to 

the patient:

a. Range of diagnostic procedures and treatment options available

b. Benefits, risks, costs and consequences associated with each option

c. User’s right to refuse care and explain implications, risks and obligations 

of such refusal

d. a and c

e. a, b and c

CONTINUOUS PROFESSIONAL DEVELOPMENT
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ADVERTORIAL

Dr. Mark Hughes
Dentist, London
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*With twice daily brushing

Should you require more information or safety concerns regarding Sensodyne®, please feel free to call us on: +27 (11) 745 6001.
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ADVERTORIAL

Development of a Fluoridated, Daily-Use Toothpaste Containing NovaMin® 
Technology for the Treatment of Dentin Hypersensitivity

Teresa May Layer, PhD
GlaxoSmithKline Consumer Healthcare

Weybridge, Surrey, UK

(J Clin Dent 2011;22[Spec Iss]:59–61)

What is NovaMin® technology?

How does NovaMin® help to reduce dentine hypersensitivity?

Calcium sodium phosphosilicate (CSPS) is an inorganic amorphous compound, which contains only calcium, sodium, phosphate and silica. 

It was originally developed for use in bone regeneration and has now been developed into an ingredient for the treatment of dentine
hypersensitivity – NovaMin®.

Late
1960s

• First bioactive glass invented by Larry Hench (University of Florida).
• 45S5 Bioglass®, calcium sodium phosphosilicate, shown to form a strong bond with bone and stimulate new bone growth.

Mid-
1990s

• Gary Hack and Leonard Litkowski, (University of Maryland, Baltimore) and David Greenspan adapted calcium sodium 
phosphosilicate for use in dentine remineralisation.

• NovaMin® contains calcium, sodium, phosphate and silica as an amorphous matrix.

2003
• NovaMin® Technology Inc. was formed to commericalise the use of calcium sodium phosphosilicate in oral healthcare.
• Studies conducted to confi rm the mode of action of NovaMin® and its effi cacy in providing relief from dentine hypersensitivity.

2010
• GlaxoSmithKline acquires NovaMin® Technology Inc.
• GlaxoSmithKline develops Sensodyne Repair & Protect, powered by NovaMin®.

There are two basic approaches to the treatment of dentine hypersensitivity – nerve depolarization and physical occlusion.

• NovaMin® works by occlusion.

Research has shown that NovaMin® forms a strong attraction to collagen.

• Because dentine consists of a high proportion of collagen; it is suggested that NovaMin® will bind to exposed dentine surfaces and physically 
occlude dentine tubules.

The formation of a hydroxyapatite-like layer sets NovaMin® apart from all other materials that have been shown to act as physical occluding materials.

GET YOUR CERTIFICATE IMMEDIATELY!
Scan the QR code or visit http://bit.ly/1vSIU7v to 
view the full trial and complete the questionnaire.
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Formation of a hydroxyapatite-like layer

Soluble silica plays a key role

Interaction with collagen

When NovaMin® particles come into contact with saliva, sodium ions are released and the local environmental pH increases. Bioavailable calcium 
and phosphate ions are also released.

The combination of sodium ions and elevated pH facilitates the precipitation of a calcium phosphate hydroxycarbonate apatite layer.

The release of silica provides a nucleating site, making it one of the 
key enablers in the early stages of precipitation hydroxyapatite.

Nucleation is a physical reaction, which occurs when components
in a solution start to precipitate out, forming nuclei which attract
more precipitate. 

NovaMin® particles interact with exposed collagen, resulting in the 
development of the negative surface charge at the particle surface, 
allowing them to remain on the dentine surface.

Once deposited onto the dentine surface, the particles continue to react and act as a reservoir for the continued long-term release of calcium
and phosphate.

Sensodyne® Repair and Protect is the fi rst fl uoridated daily toothpaste containing NovaMin®.
Several considerations were taken into account when formulating this toothpaste:

Continuous release of calcium 
helps to maintain protective effects and 
provides for continual tubule occlusion.

The HCA layer is resistant to acid challenge and is 
mechanically strong.

NovaMin® reacts with surface, releasing calcium, 
sodium and phosphorous ions that result in the 

formation of an HCA layer.

NovaMin® is attracted to exposed dentine surface.

Non-aqueous base was used to 
protect the CSPS from reacting 

before use

Protect the CSPS 
particles

Sodium monofl uorophosphate 
was chosen because of the 

calcium content

Appropriate fl uoride 
source

Mint fl avour was identifi ed from 
consumer research

Consumer-acceptable 
aethestics

Key Formulation Considerations

References:
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and phosphate.

The development of Sensodyne® Repair and Protect toothpaste
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Name:

Telephone No:

Email:

Postal Address:

HPCSA No:

Fax No:

1. NovaMin™ is an inorganic amorphous compound that contains only calcium, sodium 
and silica.

T F

2. The hydrodynamic theory for dentine hypersensitivity hypothesises that open dentin 
tubules allow � uid � ow that excites the nerve endings in the dental pulp.

T F

3. NovaMin™ works by penetrating into the dentine tubules, depolarising the nerve 
synapses, and preventing the conduction of pain impulses.

T F

4. NovaMin™ was originally used in the development of new bone regenerative materials. T F

5. NovaMin™ binds to Type I collagen � bres in the dentine. T F

6. Sensodyne® Repair and Protect contains 7,5% calcium sodium phosphosilicate. T F

7. When NovaMin™ comes into contact with saliva, a slow release of potassium ions 
occurs which decreases the local environmental pH.

T F

8. The hydroxyapatite-like layer formed on dentin is resistant to acid but not mechanical 
challenges.

T F

9. Calcium sodium phosphosilicate (CSPS) particles can act as reservoirs to continuously 
release calcium and phosphate ions into the local environment.

T F

10. NovaMin™-containing � uoridated toothpaste imparts signi� cant tubule occlusion and 
dentin remineralisation following four days of twice-daily brushing in the presence of an 
acid challenge.

T F

INSTRUCTIONS: 1. Fill in your particulars below. 2. Circle the correct answer next to each of the ten questions. 3. 
Scan and email completed questionnaire to: sensodyne@ogilvy.co.za
Note: Questionnaires will be marked on a weekly basis and a CPD Certi� cate will be issued to you provided you 
achieve the 70% pass rate.

All personal information supplied will only be used for the purpose of this CPD programme

DTO/001/P00009/2014/0027

GET YOUR CERTIFICATE IMMEDIATELY!
Scan the QR code or visit http://bit.ly/1vSIU7v to 
view the full trial and complete the questionnaire.
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Member of

APPLICATION FOR OHASA FULL 
MEMBERSHIP FOR 2015

APPLICATION

PERSONAL DETAILS

Title  Surname First Name(s)

Maiden Name  Maiden Name

HPCSA No. OH  HPCSA No. OH

Physical Address  Physical Address

 Postal Code Postal Code

Tel No. (Work) Tel No. (Home) Fax No.

Cell Phone No. E-mail

PLEASE MARK ALL SECTIONS WITH X

Branch: Western Cape  Eastern Cape  Gauteng  Kwazulu-Natal  Free State 

OHASA Membership: Current Member New Member

1.  ANNUAL OHASA FULL MEMBERSHIP

 R550.00 (paid on or before 28 February 2015)

 Additional R220.00 Administration Fee (if paid after 28 February 2015)

Full Membership fee of R550.00 includes the following:

• 2 Full-day CPD Seminars of at least 8 - 9 CEUs each organised by your OHASA Branch free of charge (18 CEUs per year including 5 Ethical CEUs)

• 4 CPD Questionnaires inserted in OHASA Journal free of charge (4 x 3 CEUs per Questionnaire = 12 CEUs)

Total of 30 CEUs per year including 5 Ethical CEUs free of charge. Membership cards only issued if paid before the 31st March 2015.

2.  SIX INTERNATIONAL DENTISTRY SA JOURNALS 

 R245.00 (Annual Subscription for six Journals)

 R646.65 (Includes six CPD Questionnaires) (Subscription optional) 

 R484.65 (25% discount if paid in full for the year before 28 February 2015)

Signature        Date

Please complete this application form and fax or email it with a copy of your payment to:

Fax:  086 696 7313 Postal Address: OHASA Secretariat
PO Box 830
Newlands, PRETORIA 0049

OHASA Bank Details: ABSA Bank Account No.: 2870164818

Email:  stella1805@gmail.com Branch Code: 630 642

FOR OFFICE USE ONLY

Western Cape  Eastern Cape  Gauteng  Kwazulu-Natal  Free State

HPCSA No. OH OHASA Membership No. Processing Date
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continuing the care that starts in your chair

NEW!

COSMETIC

BACTERIA
L

Enamel 
Cavities 
Sensitivity

Gum
Plaque 

Halitosis

Tartar
Whitening
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*against acid erosion

THE NEW STANDARD 
IN TOOTHPASTE

3X BETTER
PROTECTION

VS. LEADING TOOTHPASTE*
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