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EDITORIAL

FROM THE

EDITOR’S DESK
Dear Colleagues
A warm welcome to each and every one of you
and to this our first quarterly edition of the OHASA
Journal for 2022. As we dive into yet another year
of unknowns, let us take a step back and reflect
on all that has occurred in our world as healthcare
professionals and members of society. I am sure
we unanimously agree that each and every one
of us has been sorely tested both personally
and professionally – to our very limits in many
instances. Many of us have had to make great
sacrifices that we will never speak of. We have all
experienced loss on many levels, yet we continue
to move forward as we stay true to our very nature
as human beings. It is this resilience that ensures
the continuity of humankind.
This edition is diverse and has many facets
that I think should be a focus in our lives going
forward. Thus, we bring you topics that stay close
to our hearts in terms of the protection of members
of our society who are the victims of crimes that
often go undetected; alternatively, they are known
about but largely ignored due to the nature of the
contexts within which they occur. We also report
on the impact of COVID-19 on our quality of life as
dental professionals. This impact reflects in our
mental health as we try to settle into the new era
that we live in – because life as we knew it has
forever changed. This also represents a shift in the
oral health paradigm as we knew it.
Finally, we have included a very interesting study
looking at the oral health status of pre-schoolers
during the COVID-19 pandemic. This study has a
focus on tooth brushing skills and the characteristics
of parents. The reason for the inclusion of this study
is to serve my primary aim of getting you all to start
thinking about how research is done. I urge you to
start reading this article with a notepad by your side.

After reading the entire article twice, think about the
objectives that these researchers started off with,
then what background research was done which will
reflect in the introduction section. After immersing
yourself in the background of the study, keep notes
and then look at the materials and methods that
the research team employed in order to ensure
that they got the data that they needed in order to
answer their research questions. This will reflect in
the results section. Finally, pay close attention to
the discussion and conclusion section as this is a
summation of the results obtained against current
literature and will also highlight any limitations
encountered during this research study. Spend
some time reflecting on this study – I think it is a
study that could very well be replicated within our
South African context.
If there is any interest in research that you
read about in this journal or anywhere else then
please share it or your thoughts with me on
ohasajournal@gmail.com. I am eager to take
our research agenda forward and look forward
to collaborating with anyone who is interested.
Unfortunately, research funds worldwide are currently
limited for oral health topics but I believe that to
start us off here and now, the biggest input from us
will be both motivation and time. We can start by
writing case studies and reviews or perspectives
on any issue that is of interest to us currently. In
time, we will flourish and gain momentum.

Dr Aneesa Moolla
Editor

Stay well
Aneesa Moolla●

OHASA’S VISION OHASA is a dedicated, dynamic, professional association representing hygienists as invaluable members of the health profession team.
OHASA’S MISSION OHASA aims to promote quality oral healthcare by representing, protecting and advancing the profession in partnership with stakeholders.
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FROM THE

Anri Bernardo
OHASA President

It is a great privilege to write to you for the first
time as President of OHASA (2022–2024). This is a
new year with many opportunities and adventures
waiting for all of us. May you, your families and
friends experience a prosperous new year.
The past two years have been roller-coaster
rides for most of us; whether in our personal or
work lives, we have all had to learn how to cope
with different and difficult situations. One thing that
I have learned through the past two years is to have
faith, no matter the circumstance, and have hope
for a brighter tomorrow.
With that said I would like to take this opportunity
to acknowledge and thank the National Exco
members of the previous term, who served with
the utmost dedication under the guidance of Stella
Lamprecht (Immediate Past President). To the new
National Exco (2022–2024), may we follow their
example with the same dedication we experienced
in our predecessors and always strive to do better
for our organisation and profession.
OHASA NATIONAL EXECUTIVE
• Vice-President/President Elect – Cole Gilbert
(Western Cape)
• Secretariat – Robin Cottrell (Gauteng)
• Treasurer – Shaya Pillay (Eastern Cape)

PRESIDENT’S DESK
• Immediate Past President – Stella Lamprecht
(Gauteng)
• Additional Member – Elaine Johnson (KwaZuluNatal) IFDH representative
To all our traders, sponsors, MP Consulting and
Kashan Advertising (our publishers) with whom we
continue to build relationships, thank you for your
support and dedication to OHASA and the Oral
Hygiene profession. May 2022 be a fruitful year
for us all. Thank you to the universities for their
support to OHASA and our members. My wish is
that we work strongly together throughout 2022
to make our profession even stronger.
I would like to remind members that OHASA
membership is due at the end of February 2022.
The registration form is available on the OHASA
website (www.ohasa.co.za). To our loyal members,
be OHASA’s spokespersons out there and let us
increase our membership numbers. In the words of
Helen Keller: “Alone, we can do so little; together,
we can do so much.”
The HPCSA fee for 2022 has not been announced
yet, but as soon as it is available, we will inform
our members.
As I mentioned earlier, let’s make 2022 a year
of great faith and hope for a brighter future. Let
us all stand together and always remember that

each of us is running the marathon of life, but by
taking hands and speaking life over our personal
and professional lives we can conquer this new
year together.
Be blessed
Anri Bernardo ●

UPCOMING EVENTS FOR THE YEAR
•
•
•
•
•
•
•
•

SADA OHASA International Oral Health month – March 2022
KwaZulu Natal Branch meeting – 26 March 2022
Western Cape Branch meeting – 14 May 2022
Gauteng Branch meeting, Midrand – 21 May 2022
Gauteng Branch meeting, Centurion – 23 July 2022
International Symposium on Dental Hygiene – 11–13th August 2022, Ireland
Eastern Cape Branch meeting – 10 September 2022
Western Cape Branch meeting and AGM – 28–29 October 2022

1ST QUARTER 2022 • VOLUME 23 NO. 1

PAGE 3
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DOMESTIC VIOLENCE AGAINST
WOMEN DETECTED AND
MANAGED IN DENTAL PRACTICE
A SYSTEMATIC REVIEW
Cláudio Tarso de Jesus Santos Nascimento1, Murilo Navarro de Oliveira2, Maria Tereza Campos Vidigal3, Gabriel Santiago
Giuglio Inocêncio4, Walbert de Andrade Vieira5, Ademir Franco6,7,8, Meire Coelho Ferreira9, Luiz Renato Paranhos10
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6
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ABSTRACT
This study aimed to investigate the knowledge of dental care professionals
to identify and manage clinical situations that indicate violence against
women. PRISMA guidelines were followed and a systematic review
protocol was registered in PROSPERO. The systematic search was
designed based on the PICo strategy. Six databases were used as primary
research sources (PubMed, Scopus, LILACS, SciELO, Web of Science, and
Embase). Three databases (OpenGrey, OpenThesis, and OATD) were used
to detect the “grey literature”. Observational studies (cross-sectional,
cohort, or case-control) were included, and there were no restrictions
of year or language of publication. Two authors selected and extracted
the data from the eligible studies. The risk of bias was assessed with
the JBI Critical Appraisal Checklist. The search resulted in 10,115 studies.
Eleven met the eligibility criteria and were included in the qualitative
synthesis. The studies were published from 1994 to 2018. All studies
presented low risk of bias. Among the dental care professionals, only 1–7.1%
of the dentists included injury search and examination of their patients for
signs of violence. Less than 47% of the professionals had knowledge to
identify violence injuries. When it comes to knowledge to identify signs
of domestic violence, positive answers were below 24%. Considering all
the variables assessed in this study, dental care professionals presented
deficiencies regarding the knowledge and management of situations of
domestic violence against women. Educational strategies are necessary to
prepare dental care professional to identify and report suspicious cases.
Keywords: COVID-19 · Domestic violence · Intimate partner violence ·
Forensic dentistry
INTRODUCTION
In the World Report on Violence and Health (WRVH), the World Health
Organization (WHO) defined violence as “the intentional use of physical force
PAGE 4

or power, threatened or actual, against oneself, another person, or against a
group or community, that either results in or has a high likelihood of resulting
in injury, death, psychological harm, maldevelopment, or deprivation” (WHO,
1996). From the environmental perspective, interpersonal violence may involve
family or community. Family violence may target children, intimate partners,
and the elderly. Among intimate partners, women are more susceptible and
more frequently victimized (Krug et al., 2002).
Violence against women is defined by the United Nations as “any act of
gender-based violence that results in, or is likely to result in, physical, sexual,
or mental harm or suffering to women, including threats of such acts, coercion
or arbitrary deprivation of liberty, whether occurring in public or in private
life” (OHCHR, 1993). Epidemiological investigations reveal that up to 35% of
women worldwide will experience gender-based violence (Flury et al., 2010).
Similarly, WHO specifies that nearly 30% of women will face physical or sexual
violence in their lives (WHO, 2018).
Regarding the current global situation, COVID-19 pandemic negatively affected
the exposure of women to domestic violence. Consequently, an increased
number of reports was detected (Moreira & Costa, 2020). Investigations have
indicated a major vulnerability of women to interpersonal violence in periods
of lockdown and social distancing (Sánchez et al., 2020). Other authors,
however, detected a decreased number of reports from victim assistance
programs (Barbara et al., 2020). At first, this phenomenon could have a positive
interpretation, but it also means that women are more restricted in the process
of reporting violence experienced in the domestic environment. In practice,
the pandemic restrictions highlighted the need for new protection strategies
for women, such as applications (apps) to enable on-line reports. A recent
example of tool dedicated to protecting women is the FollowIt™ app (Scottish
Women’s Rights Centre, Glasgow, UK) – an initiative of Rape Crisis Scotland and
Media co-op. The software is not necessarily designed for domestic violence
but works on-line on the protection of women that experienced stalking. While
OHASA JOURNAL
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on-line reporting is under construction, violence continues – highlighting the
importance of constant surveillance.
In this context, some authors claim that health care professionals have a
determinant role in the identification and management of cases of violence
against women (Barbara et al., 2020). An open question in this scenario is
whether dental care professionals are aware and prepared to identify and
manage cases of domestic violence against female patients. Therefore, a
systematic literature review was designed to assess the knowledge and attitudes
of dental care professionals regarding cases of violence against women.
METHODS
Protocol Registration
The research protocol was prepared according to the Preferred Reporting Items
for Systematic Review and Meta-Analysis Protocols (PRISMA-P) (Shamseer et
al., 2015) and registered at the International Prospective Register of Systematic
Reviews (PROSPERO) database, under number CRD42020198305 (http:// www.
crd. york. ac. uk/ PROSP ERO). This systematic review was reported according
to the Preferred Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA) (Page et al., 2021) and conducted according to the Joanna Briggs
Institute (JBI) manual (Aromataris & Munn, 2020).

Word (Microsoft™, Ltd., Washington, USA) for manual removal of duplicates.
Before study selection, a calibration exercise was performed, in which
the examiners discussed the eligibility criteria and applied them to a sample
of 20% of the studies to determine inter-examiner agreement. Examiners
were considered eligible for the subsequent phase only after reaching an
agreement of Kappa ≥0.81.
The results were exported to Rayyan software (Qatar Computing Research
Institute - QCRI, Doha, Qatar). Title and abstract reading were performed within
the software. Studies that did not fit to the research topic were excluded (first
exclusion phase). In the second phase, the eligible studies underwent full-text
reading to verify whether they met the eligibility criteria. The studies excluded
in this phase were stored separately with the reasons for their exclusion. When
the full texts were not available, a bibliographic request was performed to the
institutional library and e-mails were sent to the corresponding authors. All
phases were performed independently by two reviewers, and in case of doubt
or disagreement, a third reviewer was consulted to make a final decision.
Table 1: Strategies for database search
Database

Search Strategy (October, 2020)

PubMed
http://www.ncbi.nlm.nih.gov/pubmed

((“Perception” OR “Attitude” OR
“Management” OR “Diagnosis” OR
“Knowledge” OR “Attention” OR “Sensation”)
AND (“Violence” OR “Domestic violence” OR
“Intrafamily violence” OR “Intimate partner
violence” OR “Intimate” OR “Partner”) AND
(“Female” OR “Woman” OR “Women”)
AND (“Dentist” OR “Dentistry” OR “Health
Personnel” OR “Health Care Providers” OR
“Health Care Provider”))

Scopus
http://www.scopus.com

((“Perception” OR “Attitude” OR
“Management”) AND (“Violence” OR
“Domestic violence” OR “Intrafamily
violence”) AND (“Female”) AND (“Dentist”
OR “Dentistry” OR “Health Personnel”))
((“Diagnosis” OR “Knowledge” OR “Attention”
OR “Sensation”) AND (“Intimate partner
violence” OR “Intimate” OR “Partner”) AND
(“Woman” OR “Women”) AND (“Health Care
Providers” OR “Health Care Provider” OR
“Dentist”))

LILACS
http://lilacs.bvsalud.org/

(“Perception” OR “Attitude” OR
“Management” OR “Diagnosis” OR
“Knowledge” OR “Attention” OR “Sensation”)
AND (“Violence” OR “Domestic violence” OR
“Intrafamily violence” OR “Intimate partner
violence” OR “Intimate” OR “Partner”)

SciELO
http://www.scielo.org/

(“Perception” OR “Attitude” OR
“Management” OR “Diagnosis” OR
“Knowledge” OR “Attention” OR “Sensation”)
AND (“Violence” OR “Domestic violence” OR
“Intrafamily violence” OR “Intimate partner
violence” OR “Intimate” OR “Partner”)

Embase
http://www.embase.com

(“Perception” OR “Attitude” OR
“Management” OR “Diagnosis” OR
“Knowledge” OR “Attention” OR “Sensation”)
AND (“Violence” OR “Domestic violence” OR
“Intrafamily violence” OR “Intimate partner
violence” OR “Intimate” OR “Partner”)

Web of Science
http://apps.webofknowledge.com/

((“Perception” OR “Attitude” OR
“Management” OR “Diagnosis” OR
“Knowledge” OR “Attention” OR “Sensation”)
AND (“Violence” OR “Domestic violence” OR
“Intrafamily violence” OR “Intimate partner
violence” OR “Intimate” OR “Partner”) AND
(“Female” OR “Woman” OR “Women”)
AND (“Dentist” OR “Dentistry” OR “Health
Personnel” OR “Health Care Providers” OR
“Health Care Provider”))

Research Question and Eligibility Criteria
This systematic review aimed to answer the following guiding question, based
on the PICo acronym (Population, Interest, and Context): What is the educational
background, management, perception, knowledge level, and attitude of dental
care professionals regarding domestic violence against women?
Inclusion criteria.
• Population: Dental care professionals of both sexes, regardless of the level
of education and degree of professional training;
• Interest: Educational background, management, perception, knowledge
level, and attitude;
• Context: Domestic violence against women;
• Study design: Observational studies (cross-sectional, cohort, or case-control).
There were no restrictions on the language or year of publication.
Exclusion criteria.
• Studies using secondary databases;
• Surveys without specific questions on violence against women;
• Studies that assessed health care professionals other than dental care related;
• Studies that did not separate the results of dental care professionals from
other health care professionals;
• Solely qualitative studies.
Sources of Information, Search, and Selection of Studies
The electronic search was performed in MedLine/PubMed, Scopus, LILACS,
SciELO, Embase, and Web of Science databases. The OpenGrey, OpenThesis,
and OATD databases were used to partially capture the “grey literature”.
Medical Subject Headings (MeSH), Health Sciences Descriptors (DeCS), and
Embase Subject Headings (Emtree) were used to select the search descriptors.
Additionally, synonyms and free words were used to improve the search.
The Boolean operators “AND” and “OR” were used to connect terms. Table 1
shows the search strategies used in each database (strategies were adapted
to each database, following their syntax and system). The bibliographical search
ended in October 2020. The search results were exported to End– Note Web™
software (Thomson Reuters, Toronto, Canada) in order to exclude duplicates
and enable better organization. The grey literature was exported to Microsoft

1ST QUARTER 2022 • VOLUME 23 NO. 1
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Database

Search Strategy (October, 2020)

OpenGrey
http://www.opengrey.eu/

((“Perception” OR “Attitude” OR
“Management” OR “Diagnosis” OR
“Knowledge” OR “Attention” OR “Sensation”)
AND (“Violence” OR “Domestic violence” OR
“Intrafamily violence” OR “Intimate partner
violence” OR “Intimate” OR “Partner”) AND
(“Female” OR “Woman” OR “Women”)
AND (“Dentist” OR “Dentistry” OR “Health
Personnel” OR “Health Care Providers” OR
“Health Care Provider”))

OpenThesis
http://www.openthesis.org/

((“Perception” OR “Attitude” OR
“Management” OR “Diagnosis” OR
“Knowledge” OR “Attention” OR “Sensation”)
AND (“Violence” OR “Domestic violence” OR
“Intrafamily violence” OR “Intimate partner
violence” OR “Intimate” OR “Partner”) AND
(“Female” OR “Woman” OR “Women”)
AND (“Dentist” OR “Dentistry” OR “Health
Personnel” OR “Health Care Providers” OR
“Health Care Provider”))

Open Access Theses and
Dissertations (OATD)
https://oatd.org/

((“Perception” OR “Attitude” OR
“Management” OR “Diagnosis” OR
“Knowledge” OR “Attention” OR “Sensation”)
AND (“Violence” OR “Domestic violence” OR
“Intrafamily violence” OR “Intimate partner
violence” OR “Intimate” OR “Partner”) AND
(“Female” OR “Woman” OR “Women”)
AND (“Dentist” OR “Dentistry” OR “Health
Personnel” OR “Health Care Providers” OR
“Health Care Provider”))

values were collected from each study, especially for participant’s educational
background, and their management, perception, knowledge, and attitudes in
case of violence against women.
RESULTS
Study Selection
During the first phase of study selection, 10,115 results were found. After
removing duplicates, 6800 results remained for title and abstract reading. In
total, 6719 exclusions were performed. From the 81 studies that remained for
full-text reading three were not retrieved, and 67 were excluded (reasons for
exclusion were registered in Online Resource 1). Finally, 11 studies (Carvalho
et al., 2013; Chiodo et al., 1994; Danley et al., 2004; Drigeard et al., 2012; Goff
et al., 2001; Harris et al., 2016; Hsieh et al., 2006; Lea et al., 2016; Love et al.,
2001; McDowell et al., 1994; Parish et al., 2018) were included in the qualitative
analysis. Figure 1 represents the flowchart of the study selection procces.

Risk of Bias Assessment
To analyze the risk of bias and individual methodological quality of the eligible
studies, the JBI Critical Appraisal Checklist (Moola et al., 2020) was used.
Two reviewers assessed independently each domain regarding the potential
risk of bias - as recommended by the PRISMA statement (Page et al., 2021).
Each study was categorized according to the percentage of positive answers
to the questions provided within the assessment tool. The risk of bias was
considered High when the study obtained 49% of “yes” answers, Moderate
when the study obtained 50% to 69% of “yes” answers, and Low when the
study reached more than 70% of “yes” answers.

Study Characteristics
The studies were published between 1994 and 2018 and were performed
in four different countries: eight studies in the United States (Chiodo et al.,
1994; Danley et al., 2004; Goff et al., 2001; Harris et al., 2016; Hsieh et al.,
2006; Love et al., 2001; McDowell et al., 1994; Parish et al., 2018), one in
Brazil (Carvalho et al., 2013), one in the United Kingdom (Lea et al., 2016),
and one in France (Drigeard et al., 2012). Nine studies (Danley et al., 2004;
Drigeard et al., 2012; Goff et al., 2001; Harris et al., 2016; Hsieh et al., 2006;
Lea et al., 2016; Love et al., 2001; McDowell et al., 1994; Parish et al., 2018)
collected data exclusively from surveys, while one study applied surveys and
in-person interviews (Carvalho et al., 2013). One study collected data with
surveys and via phone interview (Chiodo et al., 1994). Four studies did not
report ethical aspects/criteria (Danley et al., 2004; Lea et al., 2016; Love et al.,
2001; McDowell et al., 1994). None of the studies followed the STROBE (von
Elm et al., 2008) guidelines for observational studies. Six studies (Carvalho et
al., 2013; Drigeard et al., 2012; Hsieh et al., 2006; Love et al., 2001; McDowell
et al., 1994; Parish et al., 2018) applied surveys exclusively to dentists, two
studies applied surveys to dentists and dental hygienists (Chiodo et al., 1994;
Harris et al., 2016), one study assessed dentists and dental students (Danley
et al., 2004), one study assessed only dental students (Lea et al., 2016), and
one study assessed dentists, physicians, and nurses (Chiodo et al., 1994).
Seven studies (Danley et al., 2004; Goff et al., 2001; Harris et al., 2016; Hsieh
et al., 2006; Lea et al., 2016; Love et al., 2001; Parish et al., 2018) assessed
violence exclusively against female partners, while four studies (Carvalho et
al., 2013; Chiodo et al., 1994; Drigeard et al., 2012; McDowell et al., 1994;)
assessed domestic violence against female partners, children, or the elderly.
Among the studies that reported the number of participants included, the
sum of samples resulted in 3780 participants (21.97% females, 77.65% males,
and 0.47% of individuals that did not report sex). Three studies investigated the
specialized field of the involved dental care professionals (Chiodo et al., 1994;
Harris et al., 2016; McDowell et al., 1994). In these studies, the combined sample
was 775 participants, from which 77.41% were general practitioners, 7.09% were
orthodontists, 3.74% were pediatric dentists, 2.7% were periodontologists,
2.45% were maxillofacial surgeons, 2.06% were public health specialists,
1.16% were endodontists, and 0.51% were dental prothodontists. The remaining
2.83% did not reported their specialty or reported a field that was different
from the above. Table 2 shows the main characteristics of the eligible studies.

Summary of Measurements and Synthesis of Results
The results were presented narratively/descriptively and analyzing the
methodological heterogeneity of the eligible studies. Absolute (n) and relative (%)

Assessment of the Risk of Bias of the Studies
All the 11 studies were classified as a low risk of bias. Question 1 (referring to the
eligibility criteria used in the sampling process) presented negative answers in

Data Collection
Before data extraction, to ensure consistency between the reviewers, a
calibration exercise was performed between them, in which information
was extracted jointly from an eligible study. Any disagreement between the
examiners was settled with discussion and with the aid of a third examiner.
The following information was extracted from the studies: study identification
(author, year and country of publication), sample characteristics (sample size,
sex distribution, and average work experience), data collection and processing
aspects (e.g. collection method: survey or interview), and main outcomes
(quantity of professionals who reported educational background on the topic,
quantity of professionals who included the search of signs of domestic violence
during their clinical routine, quantity of professionals who reported knowledge
to identify signs of violence against women, quantity of professionals who
reported knowledge to manage suspicious cases of domestic violence, and
the main attitudes of the dental care professionals in these cases. In case of
doubt or lack of information in the eligible studies, the corresponding authors
were contacted via e-mail. Up to three tentative e-mails were sent.
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Figure 1: Flowchart of the selection process, according to PRISMA

Identification of studies via databases and registers

Included

Screening

Identification

Records identified from:

Records identified from:

Main databases (n=8711):

Grey literature (n=1404):

Main databases:

• Embase (n=1954)
• LILACS (n=1793)
• MedLine (via PubMed) (n=2327)
• SciELO (n=829)
• Scopus (n=1562)
• Web of Science (n=246)

• OATD (n=1403)
• Open Thesis (n=0)
• OpenGrey (n=1)

• Duplicate records removed by automation tools (n=2659)
• Duplicate records removed manually (n=656)
Grey literature:
• Duplicate records removed manually (n=0)

Records screened by title e abstracts (n=6800)

Results excluded after reading the titles and abstracts in the
Rayyan software (n=6719)

Records sought for retrieval (n=81)

Records not retrieved (n=3)

Full-text records assessed for eligibility (n=78)

Records excluded, with reasons (n=67):
• Editorial (n=3)
• Didactic material (n=3)
• The study did not assess the perception of dentists (n=40)
• Literature review (n=4)
• The study did not differ the dentists within the sample of health
professionals (n=14)
• Questionnaire applied to victims of domestic violence (n=2)
• Case report (n=1)

Records included in:
Qualitative synthesis (n=11)

five studies (Chiodo et al., 1994; Drigeard et al., 2012; Goff et al., 2001; Love et
al., 2001; McDowell et al., 1994). This answer is important because it predicts
sample standardization to decrease the risk of bias. Questions 5 and 6 were
considered not applicable for all the studies because the questions refer to
the confounding factors, which are applicable only in study models that include
intervention or exposure. All the other questions presented positive answers.
Table 3 shows the outcomes of the assessment of the risk of bias.
Results of Individual Studies
Seven studies (Carvalho et al., 2013; Chiodo et al., 1994; Goff et al., 2001; Harris
et al., 2016; Love et al., 2001; McDowell et al., 1994; Parish et al., 2018) revealed
the percentage of professionals who reported knowledge to identify signs
of domestic violence. Six studies (Carvalho et al., 2013; Danley et al., 2004;
Harris et al., 2016; Lea et al., 2016; Love et al., 2001; McDowell et al., 1994)
investigated whether the professionals could identify injuries that could indicate
violence against women. Seven studies (Carvalho et al., 2013; Chiodo et al.,

1ST QUARTER 2022 • VOLUME 23 NO. 1

1994; Danley et al., 2004; Goff et al., 2001; Lea et al., 2016; Love et al., 2001;
Parish et al., 2018) assessed whether dental care professionals had received
an educational background on violence at any academic stage. Three studies
(Goff et al., 2001; Love et al., 2001; Parish et al., 2018) questioned whether
professionals exam their patients during routine appointments in order to look
for signs of violence. Two studies (McDowell et al., 1994; Harris et al., 2016)
questioned whether dental care professionals would know the procedure in
case of finding signs of domestic violence (Table 4). In two studies (Carvalho
et al., 2013; Harris et al., 2016), the results were displayed in graphs and the
values were extracted using Adobe Photoshop (Adobe Systems, California,
United States).
Three studies (Carvalho et al., 2013; Love et al., 2001; McDowell et al., 1994)
provided the answers from dental care professionals about their attitudes in
suspicious cases of violence against women. McDowell et al. (1994) suggested
that 3% of the participants reported cases of suspected domestic violence to
the authorities. Among the reasons behind professional omission in suspecious
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Table 2: Summary of the main characteristics of the eligible studies
Author

Country

Sample

Age

Sex

Work time

Method

Chiodo et al., 1994

United States

250

Between 28 and 47 years old

92% m
8% f

Average year of graduation: 1973

PQ / PI

McDowell et al., 1994

United States

407

Between 25 and 73 years old

90% m
7% f
3% did not identify

Graduated between 1942 and 1991

PQ

Goff et al., 2001

United States

170

μ

92% m
8% f

Does not provide data only for dentists, but for
the overall sample (16.7 years)

PQ

Love et al., 2001

United States

321

Up to 39 years old (28%); between
40 and 49 (36%); between 50 and 59
(25%); over 60 years old (12%)

91% m
9% f

Graduated until 1969 (24%); between 1970 and
1979 (33%); between 1980 and 1989 (32%); after
1990
(11%)

PQ

Danley et al., 2004

United States

174

μ

91% m
9% f

Dental students at last two years of graduation

PQ

Hsieh et al., 2006

United States

174

μ

60% m
40% f

It was not considered statistically significant, so it
did not present the data

PQ

Drigeard et al., 2012

France

228

μ

57.9% m
42.1% f

Graduated between 1961 and 1969 (0.9%);
between 1970 and 1979 (25.9%); between 1980
and 1989 (36.8%); between 1990 and 1999
(22.4%); between 2000 and 2007 (13.2%)

PQ

Carvalho et al., 2013

Brazil

80

μ

47.5% m
52.5% f

Graduated for at least one year

PQ

Harris et al., 2016

United States

117

Between 25 and 64 years old

20% m
79% f
1% t

Average of 19 years working

PQ

Lea et al., 2017

United Kingdom

57

μ

μ

Only dental students, with time of graduation not
specified

PQ

Parish et al., 2018

United States

1802

Between 25 and 43 years old (24.4%);
between 44 and 52 (22.6%);
between 53 and 59 (25.6%);
between 60 and 99 (27.4%)

78.3% m
21.7% f

Graduated before1970 (7.3%); between 1970 and
1979 (25%); between 1980 and 1989 (33.6%);
between 1990 and 1999 (17.5%); after 2000
(16.6%)

PQ / TQ

m- Male sex; f- Female sex; t- Transgender; μ- Information not related on the study; Methods for questionnaire application: PQ- Postal Questionnaire; PI- Personal
Interview; TQ- Telephone Questionnaire
Table 3: Risk of bias assessed by the Joanna Briggs Institute Critical Appraisal Tools for use in JBI Critical Appraisal Checklist for Analytical Cross Sectional Studies
Author

Q1

Q2

Chiodo et al., 1994

–

√

√

√

McDowell et al., 1994

–

√

√

√

Goff et al., 2001

–

√

√

√

Love et al., 2001

–

√

√

√

Danley et al., 2004

√

√

√

Hsieh et al., 2006

√

√

√

Driegard et al. 2012

–

√

Carvalho et al., 2013

√

√

Harris et al., 2016

√

Lea et al., 2017

√
√

Parrish et al. 2018

Q3

Q4

Q5

Q6

Q7

Q8

% Yes

Risk

NA

NA

√

√

83.3

Low

NA

NA

√

√

83.3

Low

NA

NA

√

√

83.3

Low

NA

NA

√

√

83.3

Low

√

NA

NA

√

√

100

Low

√

NA

NA

√

√

100

Low

√

√

NA

NA

√

√

83.3

Low

√

√

NA

NA

√

√

100

Low

√

√

√

NA

NA

√

√

100

Low

√

√

√

NA

NA

√

√

100

Low

√

√

√

NA

NA

√

√

100

Low

Q1- Were the criteria for inclusion in the sample clearly defined?; Q2- Were the study subjects and the setting described in detail?; Q3- Was
the exposure measured in a valid and reliable way?; Q4- Were objective and standard criteria used for measuring the condition?; Q5- Were
confounding factors identified?; Q6- Were strategies to deal with confounding factors stated?; Q7- Were the outcomes measured in a valid
and reliable way?; Q8- Was appropriate statistical analysis used? Yes (√); No (−-); Not Applicable (NA)
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cases of violence were: the lack of knowledge about patient’s medical history
(37%) and lack of knowledge on violence (33%). Love et al. (2001) indicated
that 64% of the participants would register their personal observations as
notes on patients’ records and would request clinical follow-up. Moreover,
54% of the participants would talk to the patient about the alleged problem.
Regarding the attitudes in practice, 10% would report to the police, 29% would
provide information from victim assistance services, and 13% would arrange
for patient safety. Carvalho et al. (2013) showed that the main attitude of
dental care professionals (37–40%) in public and private practices/services
would communicate suspicious cases to the competent authorities. Other
attitudes included talking to the patient or to the partner. Specifically in the
private services, 7.1% of the participants said they would ignore a suspicious
case (justifying that it was not their concern). In the public dental practice,
omission reached 4.2%.
Chiodo et al. (1994) provided percentages of dentists (41.6%) and dental
hygienists (40.9%) that reported any educational background on family violence.
The authors observed that only 22.4% of the dentists and 21.9% of the dental

hygienists had background knowledge on the reporting procedures. Additionally,
only a restricted number (<22%) of dental care professional reported being
aware of the types of violence and legal aspects behind suspicious cases.
In the study by Goff et al. (2001), education background was measured on
a scale of 2–20, in which 2 represented no education at all about domestic
violence. Participants’ mean score was 5.9 – indicating little education or
information on the topic. The study also revealed that only 2.7% of the participants
performed clinical examination to search for potential signs of domestic abuse.
Danley et al. (2004) randomly assigned dentists and dental students to
one of the following groups: a control group that answered two surveys
without technical instructions about domestic violence; an experimental group
that answered surveys before and after instructions about violence; and an
experimental group that answered to a survey only after the instructions. The
technical instructions had a positive influence because participants in both
experimental groups showed significantly higher scores of knowledge to
identify injuries suggestive of domestic violence.

Table 4: Summary of the main results of eligible studies
Author

Question

Knowledge
of reporting
requirements (%)

Screening for
injuries (%)

Perception
of physical
indicators (%)

Educational
background (%)

Chiodo et al., 1994

Dentists reporting educational background in family
violence issues. – Physical indicators
Dentists reporting educational background in family
violence issues. – Spouse abuse

–

–

41.6

–

–

–

–

15

No knowledge of mechanism for reporting spouse abuse
(Negative answers)
Knowledge of relationship of head and neck injury to
potential abuse – Spouse abuse

24

–

–

–

–

–

10.3

–

Goff et al., 2001

Questions are part of routine examination

–

2.7

–

–

Love et al., 2001

Screened for domestic violence at checkups – Often or
always
Screened for domestic violence when head or neck injury
– Often or always
Domestic violence education – Neither in dental school
nor in continuing education (Negative answers)

–

1

–

–

–

–

39

–

–

–

–

43

Danley et al., 2004

Knowledge about role in recognizing domestic violence?

–

–

–

–

Carvalho et al., 2013

Instructions about domestic violence in undergraduate
and/or graduate studies – professional was instructed and
participated in the classes on the topic
Training for diagnosing signs of domestic violence

–

–

–

–

–

47.2 (Public health
system)
37.1 (Private clinics)

5.1 (Public health
system)
7.2 (Private clinics)
–

Fulfill state reporting requirements for intimate partner
violence (IPV) – Well prepared or quite well prepared
Identify IPV indicators based on patient history and
physical examination - Well prepared or quite well
prepared

22.7

–

–

–

–

–

25.6

–

How sufficient is the domestic violence content in current
dental curricula
How likely is the dentist able to recognize domestic
violence-related injury

--

--

--

33

--

--

16

--

Patient history form includes question about IPV
Amount of training in IPV – None (Negative answers)

–
–

7.1
–

–
–

–
46.8

McDowell et al., 1994

Harris et al., 2016

Lea et al., 2017

Parish et al., 2018

-- not reported
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Hsieh et al. (2006) performed a controlled cross-sectional study in which one
group answered to a survey, watched tutorial instructions on how to approach
cases of domestic violence, and then answered another survey. The control
group also answered to both surveys but without watching the instructions.
The participants of the study confirmed that the instructions were effective
to guide their actions in situations of domestic violence. The answers to the
surveys were provided on a quantitative (likert-like) scale from 1 to 7, in which
1 was “strongly disagree” and 7 “strongly agree”. Dental care professionals
scored the highest values for the following sentences: “I would document the
abuse in the patient’s chart” (mean score = 4.2 ± 0.1), followed by “I would offer
referral sources for domestic violence” (mean score = 3.8 ± 0.1).
The study by Drigeard et al. (2012) applied a comprehensive survey on
domestic violence without reporting descriptive data for the identification of
injuries, background education, and attitudes in situations of violence against
women. However, the study showed that most of the participants (54%)
suspected of cases of violence against women (female patients).
Harris et al. (2016) showed that 22.7% of the participants (dentists and dental
hygienists) knew the requirements to report intimate partner violence (these
professional were self-classified as well prepared or quite well prepared).
Additionally, 25.6% of the participants would be able to identify intimate
partner violence indicators based on patient’s history and physical examination.
Lea et al. (2016) carried out a survey with dental students and assessed
their knowledge to identify injuries related to domestic violence.the study
showed that 16% of the participants were “very likely” able to recognise these
signs). The participants (33%) also pointed out that domestic violence is not
sufficiently provided in current academic curricula.
Parish et al. (2018) revealed that only 7.1% of the participants included a
question in the anamnesis (patient history form) to screen potential intimate
partner violence. Most of the dental care professionals also did not know where
to refer patients experiencing intimate partner violence, and did not believe
that screening signs of violence should be part of their job. In the same study,
40.86% of the participants received educational background on violence.
DISCUSSION
Health care professionals play an important part in the detection and management
of patients under veiled violence. Dental care professionals, in specific, work in
close contact with the head and neck of their patients. The scientific literature
highlights the role of dental care professionals to identify signs of violence
against vulnerable individuals, such as children (Rodrigues et al., 2016) and
the elderly (Rodrigues et al., 2017; Silva et al., 2017). Interpersonal violence in
the domestic environment (re)entered the spotlight of public health sciences
with the ongoing COVID-19 pandemic. In this context, women emerge as
vulnerable victims of intimate partner violence. It is estimated that violence
against women physical, sexual, or psychological) is an underreported
crime. Consequently, with the progressive return of regular dental activities
and the decreasing incidence of new cases of COVID-19, female patients
that were constantly exposed to violence at home will gradually return for
dental appointments with potentially detectable signs of violence. This study
investigated the scientific literature on violence against women to find out
whether dental care professionals are aware of the proper identification and
management of cases of domestic violence against women.
When it comes to the discussion of methods, a systematic literature review
was justified based on a preliminary search (and acquired knowledge) of existing
original studies in the field. To cover the broad spectrum of violence and retrieve
only the original observational studies related to violence against women, a
strategic search was performed. Out of the initial sample of 10,115 studies,
only 0.08% (n = 11) were eligible. The strategic search combined evidence
PAGE 10

on the awareness (identification) and attitudes (management) of dental care
professionals related to violence against women. From a deeper methodological
perspective, it must be noted that all the eligible studies were observational
but none of them followed the STROBE (von Elm et al., 2008) guidelines (or
any other EQUATOR-like standards). This particular issue was previously raised
by the scientific literature (Franco et al., 2020) and has a direct and negative
impact on data standardization. Consequently, meta-analysis are hampered
given the lack of uniform methods and outcomes (affecting heterogeneity).
The outcomes of the present research showed that the sample of dental
care professionals across studies (n = 3780) consisted mostly of men (≈77%) and
general practitioners (≈77%). This interesting phenomenon could highlight the
behavior (including empathy or not) of male dental care professionals regarding
violent situations experienced or reported by female patients. Overall, the
outcomes revealed that dental care professionals lack knowledge and feel the
need to be properly trained on the topic. In general, violence against women
is not addressed in the dental and dental hygiene curricula worldwide. Public
health and forensic dentistry are some of the fields that usually approach the
topic at undergraduate level. At higher levels (e.g. specialization or Masters),
the topic may be addressed more specifically depending on the course.
Specialized training programmes in public health, for instance, have strategies
dedicated to managing populations in vulnerable conditions, such as women
experiencing domestic violence. In Brazil, a non-governmental organization
named “Apôlonias do Bem” combines the efforts of nearly 2000 dental care
professionals to treat women affected by domestic violence. Since 2012,
over 1000 women were treated with the most diverse dental care, especially
oral rehabilitation with implants (https://www.uol.com.br/unive rsa). Between
2007 and 2017, homicides (the most extreme side of violence against women)
increased 1.7 and 60% for Brazilian white and black women, respectively
(Cerqueira et al., 2020). The alarming rates illustrate a potential profile of the
victims of violence to be found in dental practice. Recently, legal strategies, such
as the Maria da Penha Law (a particular regulation of gender-based violence
advocated by feminist organizations in Brazil (Ávila, 2018)) and the femicide
Law n. 13.104/2015 (Messias et al., 2019), were triggered. Additionally, violence
also targets more frequently women with a low level of education, income,
and socioeconomic status (Figueroa et al., 2004). Based on the information
exposed in the present study, educational strategies must be developed to
enable the training of undergraduate and graduate students to identify signs
of violence against female patients.
The scientific literature also provides evidence of the anatomic locations
more frequently involved in injuries against women (Orchs et al., 1996). In 2009,
Brink found neck injuries to be more associated with female victims of violence
compared to males. The head and neck are anatomic regions related to the
dental practice. In this context, the clinical examination must be highlighted
as a two-step procedure: physical examination and anamnesis (Nieschlag et
al., 2010). In both procedures, violence can be screened – in the former by a
visual inspection of the head and neck and the latter by registering patient’s
medical history on their records.
While dental care professionals are not ideally prepared to identify signs
of injury, some of them take action to manage suspicious cases in the dental
office. Love et al. (2001) observed that 54% of dental care professionals
would talk to the patient to share their concern regarding the alleged signs of
violence. Informing the patient about protection services was reported by 29%
of dental care professionals in the same study. In the study by Carvalho et al.
(2013), over 40% of dental care professionals would report to the authorities.
Talking about the situation could be dangerous if the offender is involved in
the process. Retaliations could be expected in these circumstances, making
the victims even more exposed to violence at home. In, Herman’s (1998) model
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of recovery from trauma, establishing a safe environment is the first step to
approach the victim. Prioritizing the victim a traumatic event (violence) is an
act of empathy and must be followed to prevent the situation from worsening.
Violence against women is a violation of human rights and the response of
dental care professionals to it must consider the importance and impact of
their attitudes in the lives of the victims. In Brazil, reporting domestic violence
is mandatory for health care providers. More specifically, the Code of Dental
Ethics allows professionals to break professional secrecy in cases of patients
experiencing domestic violence (CFO, 2012). In this scenario, Brazilian
professionals are not only obliged to report violence against women but are
also encouraged to do it under the safety of ethics. Depending on the country
and jurisdiction, telephone numbers are available to report suspicious cases,
as well as websites. Rape Crisis Scotland (https://www.rapecrisisscotland.
org.uk/), for instance, offers helplines dedicated to support victims of sexual
violence. Given the differences between jurisdictions about the procedures to
report domestic violence, evidence based studies (e.g. in form of systematic
reviews), could be useful to support the development of country-specific
reporting strategies.
The combination of training for dental care professionals and strategies to
support the process of assertive reporting is the ideal set up to promote optimal
involvement of dental care professionals in the protection of female patients. This
study screened the available literature on the topic and detected as limitations
the lack of standard research models (methods) and report (outcomes), and
three full-texts that were not detected. Regarding research models, studies in
the field should benefit from guidelines on research methodology as an effort
to aid the process of data analysis in future evidence-based reviews. Regarding
the missing full-texts, this is a common occurrence in evidence-based reviews
(systematic or scoping) as well, especially if the studies were not published
recently. To overcome this limitation, e-mails were sent up to three times to
the corresponding authors of the missing full-texts (with no success). It is also
a common practice in systematic and scoping reviews to update of evidence
when the literature is revisited in the future – this will be the opportunity to try
subsequent contact with authors and to analyze potentially eligible full-texts.
Finally, when it comes to future studies in gender-based violence and the role
of dental care professional, authors should consider the evolving awereness
of the gender science and the possibility of contributing to the scarce dental
literature behind the LGBTQ+ patients.
CONCLUSIONS
This review identified eleven eligible studies out of 10,115 initial entries. The
screened methodological designs were considerably different among studies,
but overall low risk of bias was detected. Dental care professionals showed
restrictions on their knowledge of domestic violence against women, as a
potential result of the lack of education/training in the field. When faced with
suspicious/confirmed cases of domestic violence against women, dental
care professionals would talk to the patient or report it. In practice, reporting
violence against women is mandatory in several countries and, depending on
the jurisdiction, it justifies the breach of professional secrecy. Violence against
women is a violation of human rights and dental care professionals must be
able to identify signs of violence and to report properly. Educational training
strategies in the field are encouraged.
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CONTINUING PROFESSIONAL DEVELOPMENT QUESTIONNAIRE
– ARTICLE 1
DOMESTIC VIOLENCE AGAINST WOMEN
11. According to the WHO (2018), the proportion
of women globally that will experience
physical and sexual violence is:
A.

90%

14. According to Chiodo et al. (1994), the
percentage of a sample of dental hygienists
that possessed knowledge on how to report
cases of domestic violence was:

B.

75%

A. 21.4 %

C.

50%

B. 21.9 %

17. According to the outcomes of the systematic
review undertaken Nascimento et al.
(2022), the country that appeared the most
progressive, both legally and ethically, in
supporting health professionals to assertively
report violence against women was:

D.

30%

C. 22.4 %

A. America

D. 22.9 %

B. Brazil

12. In a study conducted by Geoff et al. (2001)
the educational level of a sample of dental
professionals around domestic violence was
assessed on a scale of 2–20. The mean
score recorded was:
A.

19.9

B.

15.9

C.

10.9

D.

5.9

13. According to the same study, the percentage
of participants that clinically examined
patients for signs of domestic violence was:
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C. France
15. In general, dental curricula of both dentists
and hygienists needs to be redressed to
include a greater focus on domestic violence
(identification, reporting/management) to
improve responsiveness to the current
social context.

D. U.K.

True or False.
16. Background factors that place a women at
greater risk of violence include:
A. Low educational levels
B. Low income

A.

2.7 %

C. Low socio-economic status

B.

10.9 %

D. All of the above

C.

22.2 %

D.

40.5 %
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ABSTRACT
Introduction: The coronavirus disease of 2019 (COVID-19) pandemic has
become the most challenging issue for dental professionals all over the
world. The majority of epidemiological reports focus on quality of life and
health of general health care workers during the COVID-19 pandemic. In
this study, it was aimed to assess the effects of the pandemic on dental
professionals’ quality of life.
Material and Method: After the vaccination of healthcare workers in
Turkey during the COVID-19 pandemic, a descriptive cross-sectional
study of 487 dental professionals was carried out by the researchers.
Short Form-36 (SF-36) which is based on eight dimensions of health were
used to assess dental professionals’ quality of life. The data was collected
using an electronic questionnaire distributed online. The participants
were asked to indicate their socio-demographic data, their practices
regarding the COVID-19 pandemic and whether they had contracted
the COVID-19 disease.
Results: The quality of life of all participants was moderately disrupted
during the COVID-19 pandemic with a mental health score of 51.32
(±20.66) and a physical health score of 72.9 (±16.73). Participants who
had case tracing duty during the COVID-19 pandemic scored lower with
45.83 (±20.08) in mental health and 66.94 (±18.47) in physical health.
Overall, COVID-19 pandemic has a serious impact on the quality of life
and and this impact is more marked in dental professionals with fewer
years of experience and those who had case tracing duty during the
COVID-19 pandemic.
Conclusion: The results confirm the need to pay attention to the health
of dental professionals who had case tracing duty during the COVID-19
pandemic. The results also point out that dental professionals who are
recent graduates and working in the public sector may be more likely to
have well-being problems due to the COVID-19 pandemic.
Keywords: COVID-19, dental professionals, health concerns, life quality
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INTRODUCTION
Since the first COVID-19 confirmed case was diagnosed in December 2019
in Wuhan, China, all aspects of life have been influenced worldwide (1).
This disease is caused by severe acute respiratory syndrome coronavirus 2
(SARSCoV-2), and its transmission can occur after close contact with infected
individuals via their body fluids and the respiratory droplets and aerosols (2).
Dental treatment can create large amounts of aerosols and droplets mixed
with the patient's saliva or blood (3). Since SARSCoV-2 is detected in the saliva
of infected individuals, this poses a risk to dentists (4). The oral mucosa has
been accepted as a high-risk route of transmission for COVID-19, limiting
dental activities to treat urgent and emergency procedures to minimize the
production of drops or sprays (5). Dental professionals are concerned about
contamination, not only for themselves but also for their families and colleagues.
Dentists in many countries had to stop working during the quarantine period
until notice stating otherwise. However, they also have had major concerns
about the financial consequences of a lockdown (6). Isolation and its financial
impact led to physical and psychological pressure, and mental health (MH)
problems in dental professionals (5). Besides, due to insufficient number of
healthcare providers (HCPs) and the large number of patients, the leaves of
many members of medical staff were canceled, and some oral health providers
were given extended shifts where some of them had to work in case tracing. In
the fight against the COVID-19 pandemic in Turkey, dental professionals were
assigned to screen suspected cases, provide consultation, and conduct swabs,
and played a major role in controlling the epidemic. During this pandemic,
a combination of the burden brought about by the pandemic and changes
in the daily work routine may have caused poor quality of life to the dental
professionals in Turkey.
There are studies in the literature measuring the psychological effects
of the COVID-19 pandemic period on healthcare workers (7,8–11). In these
studies, it has been shown that the mental health of healthcare professionals
is adversely affected due to factors such as long working hours, the risk of
disease transmission and transmission to the close circle of friends and family,
uncertainties regarding the pandemic, and duties carried out with additional
personal protective equipment (8). There are studies showing that all these
events cause reluctance to go to work and even leave the profession (12).
Healthcare workers have become more susceptible to contracting the disease,
as they have to continue their duties while the uncertainty about the epidemic
continues. This uncertainty negatively affects mental health and general health.
It is therefore reasonable to assume that the health consequences of the
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pandemic are not limited to those directly related to havig the infection (13).
The majority of research on the effect of COVID-19 infection on dentistry
has been focused on practice of dentistry and the measures for the prevention
of COVID-19. Only a few studies have evaluated the effects of the COVID-19
outbreak on life quality of dental professionals. Knowledge on the psychological
impact of the pandemic on dental personnel is important both to facilitate
the optimal treatment of patients as well as the psychological wellbeing of
professionals. However, studies investigating the COVID-19 outbreak related
concerns and emotional reactions among dental staff from different countries
and populations are still required (13). Therefore, the aim of the present study
was to explore the factors that influence the physical and psychological impact
among dental professionals in relation to background characteristics; their
work situation, years of practice, extended shifts like case tracing, and whether
having contracted COVID-19 before being vaccinated.
MATERIAL AND METHOD
For this study, permission was obtained from the COVID-19 Scientific Research
Evaluation Commission established under the Ministry of Health, General
Directorate of Health Services. Ethical permission required for the study to be
carried out was obtained from Gaziosmanpaşa Training and Research Hospital,
Medical Researchs Local Ethics Committee (Date: 17.03.2021, Decision No:
2021-243). All procedures were carried out in accordance with the ethical
rules and the principles of the Declaration of Helsinki.
This report is based on a questionnaire conducted from March 26 to April 26,
2021, among 487 Turkish dental professionals including those doing postgraduation studies, working in government, private and other health sectors.
No setting or location was determined for the study since it was carried out
online. Since it is impossible to reach the whole poulation, the lowest number
of dental professionals to be included in the study and the sample size were
calculated as a minimum of 398 when α=0.05, effect size=0.25 and the power
of the test was 0.80 by the power analysis before the study.
A questionnaire was designed with guidance from the relevant sources
and based on experts’ opinions (attending dental professionals). It includes
12 questions aimed at obtaining information about the socio-demographic
and occupational characteristics of the participants. The questionnaire form
used in the study consists of two parts. In the first part, the descriptive and
occupational characteristics of the participants such as age, gender, specialty
and the unit they work in, health conditions (symptoms/signs relative to the
COVID-19 flu), working condition, and knowledge and self-perceived risk
of infection were included. In the second part, the Short Form-36 (SF-36),
a survey was used to evaluate the quality of life of dental professionals. A
brief introduction was presented at the beginning of the survey to inform the
respondents of the purpose and content of this study, and electronic informed
consent was obtained as to whether they agreed to complete the questionnaire.
The dental professionals were asked to participate in the study via the internet
(e-mail or social media) and were asked to distribute the survey among other
colleagues at their convenience. Altough 610 participants were invited to take
part in the survey, 487 of them completed the questionnaires, which resulted
in a response rate of 79.8%.
Short Form 36 (SF-36) Life Quality Scale
It is an individual assessment scale developed by Ware et al., in 1987 to examine
the general population in the monitoring of health policies in clinical practices
and research (14). The Turkish validity study of the scale was conducted in
2018 by Bilir and İçağasıoğlu (15). This survey had 36 items for evaluating the
status of the aspects related to physical and mental health. The main aspect
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of physical health had 4 subgroups, i.e., physical functioning, pain, general
health and limitations due to physical health. Limitations due to emotional
problems, emotional well-being, social functioning, and energy/fatigue were
the subgroups included in the mental health aspect of quality of life. The parts
assessing physical and mental health were scored separately from 0 to 100.
Lower scores indicated severe impairment and higher scores represented
better functions in each item. Increasing scores indicate good quality of life (15).
Statistical Analysis
All data were transferred from Google forms into Microsoft Excel (Microsoft
Corp, Redmond, WA) and analyzed with IBM SPSS Statistics 22 (SPSS IBM,
Turkey). The suitability of the parameters to the normal distribution was
evaluated by Kolmogorow-Smirnov and Shapiro Wilks test. While evaluating
the study data, in addition to descriptive statistical methods (mean, standard
deviation, frequency), Kruskal Wallis test was used in the comparison of more
than two groups of parameters in comparison of quantitative data and Dunn's
test was used to determine the group that caused the difference. Mann Whitney
U test was used for comparisons of parameters between the two groups.
Person correlation analysis was used in examining the relationship between
the parameters conforming to the normal distribution, and Spearman’s rho
correlation analysis was used in examining the relationship between the
parameters not conforming to normal distribution. Significance was assessed
at the p <0.05 level.
RESULTS
Overall, 487 dental professionals filled the questionnaire. Among all the
participants, 149 (%30.7) were male, and 337 (%69.3) were female. The average
age was 37.41±11.76 years. Background characteristics of respondents were
given in Table 1.
9.8% of the participants have had COVID-19. Fatigue (89.4%) and headache
(53.2%) were the most common symptoms related to COVID-19 (Table 2). 72.6%
of dental professionals cared for all patients, 24.7% only cared for emergency
patients, and 2.7% did not admit any patients. While 8.2% of the participants had
extra shifts like case tracing during the COVID-19 pandemic whereas 91.8% did
not. While 92.4% believe that the infection caused by COVID-19 is a risk to the
dentist, 0.6% do not believe this and 7% partially believe such a thing (Table 2).
The minimum, maximum, mean, standard deviation and median values of
the sub-dimensions of the quality of life scale are as seen in Table 3. In the
relationship between gender and quality of life; physical aspect, mental aspect
and SF-36 overall scores of female dental professionals were significantly
higher than those of males’ (p:0.001; p<0.05). In the relationship between
age and quality of life, there was a positive, 12.3%, and statistically significant
relationship between age and physical aspect score values (p:0.007; p<0.05).
There was a positive, 31.6%, and statistically significant relationship between
age and mental aspect score values (p:0.000; p<0.05). There was a positive,
25.6%, and statistically significant relationship between age and SF-36 general
score (p:0.000; p<0.05). The physical aspect scores of dental professionals
aged between 20 and 29 were significantly lower than the scores of dental
professionals aged betweenn 30 and 39 and those aged 40 and over (p1:0.001;
p2:0.000; p<0.05). Mental aspect scores of dental professionals over 40 years
of age were significantly higher than those of dental professionals aged 20-29
and 30-39 years (p1:0.000; p2:0.004; p<0.05).
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Table 1: Background characteristics of respondents

n

%

Yes

440

90.3

No

47

9.7

13

27.7

Cough

17

36.2

Fatigue

42

89.4

Min. - Max.

Me.±S.D.

20-75

37.41±11.76

n

%

Male

149

30.7

Female

337

69.3

Short breath

14

29.8

180

37.2

Nasal congestion

12

25.5

30–39

110

22.7

Headache

25

53.2

40 and over

194

40.1

Rhinorrhea

5

10.6

Sore throat

14

29.8

Private dental office

132

27.2

Widespread pain

18

38.3

Private dental polyclinic

114

23.5

Diarrhea

12

25.5

Private dental hospital

17

3.5

Conjunctivitis

5

10.6

State university

132

27.2

Foundation university

50

10.3

Yes

120

24.7

Govermental oral and dental health center

30

6.2

No

352

72.6

Other official institutions

10

2

13

2.7

1–5

181

37.4

6–10

70

14.5

Yes

40

8.2

11–15

34

7

No

445

91.8

Yes

449

92.4

No

3

0.6

Partially

34

7

Age

Gender (n=486)

Fever

Age (n=484)
20–29

Symptoms (n=47)

Work sector (n=485)

Years of experience (n=484)

Emergency patients only (n=485)

I do not accept any patients
Case tracing during Covid-19 pandemic
(n=485)

Believing that infection by COVID-19 is a risk
to the dentist (n=486)

16–20

48

9.9

21–30

95

19.6

30 and over

56

11.6

Dentists (Dt)

163

33.6

Research assistant (Phd)

138

28.5

Specialist

44

9.1

I am not confident

268

55.4

Doctor

48

9.9

I am confident enough

92

19

Assistant professors

53

10.9

I'm a little confident

98

20.2

Associate professor

39

8

I think I can be protected with the vaccine

26

5.4

Title (n=485)

Confident that being infected with COVID-19
can be avoided during the study (n=484)

Speciality (n=460)
Oral and Maxillofacial Surgery

11

2.4

Table 3: Minimum, maximum, mean, standard deviation and median values of the

Oral and Maxillofacial Radyology

4

0.9

sub-dimension scores of the quality of life (SF-36) scale

Endodontics

14

3

Min.

Max.

Me.±S.D.

Median

Orthodontics

16

3.5

Physical functioning

0

100

85±17.54

90

Periodontology

7

1.5

100

65.5±38.17

75

8

1.7

Limitations due to
physical health

0

Prosthetic dentistry
Restorative dentistry

8

1.7

Pain

22

90

73.56±16.15

74

261

56.7

General health

25

100

67.54±16.01

67

27.8

Energy/fatigue

0

95

42.36±19.87

40

Pediatric Dentistry
No Specialization/PhD

128

Table 2: Distribution of work-related data

Social functioning

0

100

52.26±29.57

50

Emotional well-being

0

100

49.9±40.96

33.33

Limitations due to
emotional problems

12

100

60.74±17.77

64

17.75

97.5

72.9±16.73

77.25

n

%

Yes

47

9.8

Physical aspect

No

435

90.2

Mental aspect

8

94.75

51.32±20.66

50.08

SF-36 General

20.94

96.13

62.11±16.77

61.73

Contracting the COVID-19 disease (n=482)

Symptoms
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Table 4: Evaluation of quality of life according to background characteristics
Physical aspect
Me.±S.D. (median)

Mental aspect
Me.±S.D. (median)

SF-36 General
Me.±S.D. (median)

75.6±15.33 (79.8)

56.08±19.79 (56.5)

65.84±15.95 (67.1)

71.76±17.2 (76)

49.28±20.71 (47.9)

60.52±16.88 (59.8)

0.025*

0.001*

0.001*

69.15±15.69 (72)

43.71±18.42 (40.1)

56.43±15.07 (56.4)

Gender
Male
Female
p1
Age
20–29
30–39

75.5±15.89 (79.8)

50.61±20.02 (50.3)

63.05±16.16 (62.8)

40 and over

74.88±17.61 (82.3)

58.77±20.45 (62.5)

66.83±17.13 (70.8)

0.000*

0.000*

0.000*

p2
Work sector
Private dental office

75.58±17.16 (82)

55.84±21.71 (59.6)

65.71±17.11 (68.9)

Private dental polyclinic

76.08±13.87 (77)

53.57±20.37 (52.7)

64.82±15.24 (65.5)

Private dental hospital

68.4±18.21 (69.8)

45.35±23.88 (39.8)

56.87±19.58 (60.7)

State university

71.94±16.77 (75.5)

49.35±19.64 (48.3)

60.65±16.85 (61)

Foundation university

69.69±17.01 (75.6)

45.51±17.84 (43)

57.6±14.39 (58.7)

Govermental oral and dental health center

67.65±17.68 (72.8)

48.44±21.3 (44)

58.05±18.11 (57)

Others

53.75±15.66 (50.9)

38.42±8.15 (38.5)

46.09±8.68 (46.1)

0.000*

0.007*

0.000*

1–5

68.56±15.81 (70.5)

43.36±17.99 (40)

55.96±14.9 (56.1)

6–10

76.68±14.79 (79.4)

52.16±20.24 (49.2)

64.42±15.21 (62.8)

11–15

75.08±17.21 (82.3)

48.35±21.72 (52.5)

61.72±18.48 (66.1)

16–20

76.43±16.77 (83)

56.59±20.04 (57.2)

66.51±16.66 (70.4)

21–30

73.59±18.2 (80.3)

59.71±19.73 (64.4)

66.65±16.73 (68.8)

30 and over

76.84±16.74 (83.3)

59.98±21.23 (63.8)

68.41±17.75 (73.3)

0.000*

0.000*

0.000*

73.27±17.71 (79.8)

54.94±21.18 (58.5)

64.11±17.5 (67.7)

Years of experience

p2
Title
Dentists (Dt)
Research assistant (Phd)

69.38±16 (72.8)

43.47±18.23 (40.9)

56.42±14.86 (57)

73.84±16.97 (75.6)

52.39±21.2 (52.9)

63.11±17.91 (62.8)

Doctor

78.92±13.16 (82.5)

55.61±22.51 (57.6)

67.26±16.21 (68)

Assistant professors

72.96±17.66 (76.5)

49.41±19.24 (48.6)

61.18±16.69 (63.9)

Associate professor

75.37±15.51 (81.8)

60.4±17.17 (63.3)

67.89±14.38 (65.9)

0.008*

0.000*

0.000*

Oral and Maxillofacial Surgery

73.59±19.54 (84)

51.33±2474 (57.8)

62.46±20.65 (68.5)

Endodontics

77.98±20.88 (87)

48.4±23.71 (38.4)

63.19±18.04 (62.7)

Orthodontics

74.2±21.07 (80.6)

47.2±21.49 (44.2)

60.7±18.25 (61.2)

Periodontology

83.71±8.11 (82.3)

68.67±23.84 (79.8)

76.19±13.56 (76.5)

Prosthetic dentistry

76.63±18.92 (85)

67.25±21.33 (76.8)

71.94±19.85 (82.3)

Restorative dentistry

60.69±23.8 (57.1)

43.5±24.69 (43.8)

52.09±23.26 (46.5)

Pediatric Dentistry

72.75±15.02(75.5)

49.14±19.1 (48.3)

60.94±15.41 (61)

No Specialization/PhD

72.58±18.07(79.4)

54.29±21.79(53.9)

63.44±17.71(65.3)

0.152

0.028*

0.089

Specialist

p2
Speciality

p2
1

Mann Whitney U Test, 2Kruskal Wallis Test, *p<0.05, Note: Oral and maxillofacial radiology was excluded from the analysis due to low number of participants.
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There was a statistically significant difference between the SF-36 general
scores of the dental professionals according to the institution they work at
(p:0.000; p<0.05). SF-36 general scores of dental professionals working in
a private dental office were significantly higher than the scores of dental
professionals working in foundation universities and other institutions (p1:0.048;
p2:0.003; p<0.05). SF-36 general scores of dentists working in a private dental
polyclinic were significantly higher than those of dental professionals working
in other institutions (p:0.009; p<0.05).
There was a statistically significant difference between SF-36 general scores
of the dental professionals according to years of experience (p:0.000; p<0.05).
SF-36 general scores of dental professionals with an experience of 1–5 years
were significantly lower than the scores of dental professionals with with an
experience of 6–10 years, 16–20 years, 21–30 years and more than 30 years
(p1:0.004; p2:0.000; p3:0.000; p4:0.000; p<0.05).
There was no statistically significant difference between the fields of
specialization in terms of SF-36 general scores (p>0.05). In the COVID-19
pandemic, the physical aspect scores and SF-36 general scores of the dental
professionals who were on case tracing duty were statistically significantly
lower than those of the dental professionals who were not (p:0.025; p<0.05).
In the study, it was found that the SF-36 overall scores of those who think

that they can be protected from COVID-19 with vaccination were statistically
significantly higher than those who were not confident that they can avoid
COVID-19 and those who were a little confident in doing so (p1:0.000; p2:0.002;
p<0.05). Moreover, it could be concluded from the study that the SF-36 overall
scores of those who were not confident in avoiding COVID-19 were statistically
significantly lower than those who were sufficiently confident and a little
confident (p1:0.000; p2:0.021; p<0.05).
DISCUSSION
To the best of our knowledge, this study is the first of its kind to focus on
the quality of life in dental health professionals during the recent COVID-19
outbreak. We present this data on general quality of life disruptions to provide
evidence on the health of dental professionals during this COVID-19 crisis.
However, most studies on quality of life during the COVID-19 pandemic have
been conducted among frontline health care workers, and more studies among
dental professionals are required.
Although the well-being and emotional resilience of healthcare workers
are essential components of maintaining health services during the COVID-19
pandemic, it has been observed that healthcare workers experience serious
psychological problems and are at risk for mental health during this period

Table 5: Evaluation of quality of life according to work related data
Physical aspect
Me.±S.D. (median)

Mental aspect
Me.±S.D. (median)

SF-36 General
Me.±S.D. (median)

Yes

70.91±19.92 (77.3)

54.55±21.44 (57.5)

62.73±18.59 (64.3)

No

73.07±16.35 (77.3)

51.16±20.55 (50.1)

62.12±16.61 (61.7)

p1

0.731

0.300

0.717

Yes

71.13±17.03 (75.8)

50.43±18.44 (49.6)

60.78±16.29 (61.1)

No

73.44±16.46 (77.8)

51.48±21.43 (49.9)

62.46±16.89 (62.2)

I do not receive any patients

75.15±21.25 (86)

53.93±17.43 (54.3)

64.54±17.37 (71.1)

0.226

0.868

0.694

Yes

66.94±18.47 (70.4)

45.83±20.08 (43.9)

56.39±17.62 (56)

No

73.53±16.46 (77.8)

51.91±20.65 (52)

62.72±16.59 (62.7)

p1

0.025*

0.065

0.027*

Yes

72.41±17.07 (76.5)

51.23±20.81 (50.2)

61.82±17.05 (61.7)

Partially

78.57±9.95 (81.9)

50.18±16.62 (47.3)

64.38±11.04 (62.5)

0.133

0.774

0.514

I am not confident

70.25±18.03 (74.5)

48.73±19.65 (48)

59.49±16.93 (59.7)

I am confident enough

78.05±13.18 (81.4)

57.77±20.76 (61.9)

67.91±14.73 (69.3)

I'm a little confident

73.74±14.72 (75.1)

50.61±19.63 (49.9)

62.18±15.23 (62.4)

I think I can be protected with the vaccine

83.71±13.21 (88)

67.73±20.97 (76.4)

75.72±15.33 (80.6)

0.000*

0.000*

0.000*

Contracting the COVID-19 disease

Emergency patients only

p2
Case tracing during COVID-19 pandemic

Believing that infection by COVID-19 is a risk to the dentist

p1
Confidency that being infected with COVID-19 can be avoided during the
study

p2
1

Mann Whitney U Test, 2Kruskal Wallis Test, *p<0.05, Note: The answer ''No'' for the question of believing that infection by COVID-19 is a risk to the dentist, excluded from
analysis due to paucity.
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(16). A recent survey reported an increased risk of depression, anxiety, and
insomnia especially among female HCPs during the emergence of COVID-19,
prompting psychological preventive measures or interventions (17).
The COVID-19 pandemic put a pressure on all dental healthcare professionals
and has affected the delivery of dental health care services globally (13). Today,
the mental health and physical well-being of dental professionals has been
significantly affected by COVID-19 outbreak in various aspects.
The results showed that, age, work sector, years of experience, having case
tracing duty during the COVID-19 pandemic, confidency that being infected
with COVID-19 can be avoided during the study, title and gender variables
significantly predicted dental healthcare workers’ quality of life. Older age,
more years of practice, confidency that being infected with COVID-19 can be
avoided during the study and being a male heightened psychological and
physical resilience while being a research assistant and having case tracing
duty during the COVID-19 pandemic lowered psychological resilience.
Global medical human resources are limited. As a result, many hospital-based
health care workers have had to work out of hours and take on extra shifts like
case tracing. These types of stressors have been associated with poor quality
of life (18). Zhao et al. (19) showed that medical staff members in China who
had close contact with COVID-19 patients had much higher levels of anxiety
and depression when compared with their counterparts who had no contact.
Close contact with COVID-19 patients was also shown to negatively affect the
medical staff’s quality of life (19). Shacham et al. (20) identified psychological
distress among dentists and found that the fear of getting infected with COVID-19
from a patient provides high psychological tension. Similarly, in this study, the
quality of life of dental professionals who had case tracing duty and had close
contact with COVID-19 patients was negatively affected.
The findings of this survey suggest that almost all the dentists were
experiencing some form of mental health symptoms and stress because of
changes in their daily work routine due to the pandemic situation in Turkey.
In a previous study in the UK, statistically significant associations between the
mental health and stress levels of dentists were discovered due to work-related
changes implemented to reduce the transmission of the virus during the peak
of the pandemic (21). In the letter study, dentists who were not working had
more anxiety and depressive symptoms compared with the working group.
Although both places of work (independent and public sector) had a statistically
significant risk of poor MH, dentists working in the public sector were less
affected and had reduced odds of developing MH symptoms (21). In the study
conucted with healthcare workers, Aşkın Ceran et al., revealed no statistically
significant difference between the SF-36 scale mean scores according to the
work sector of dental professionals’ work during the COVID-19 pandemic (22).
Unlike, the study carried out by Aşkın Ceran et al., in this study, it was found
that dentists in the private dental office had statistically significant mental
health scores compared with those in the public sector. This could be attributed
to the large number of dental patients visiting the public centers per day in
comparison to private clinics (23). Working in an independent sector seemed to
have a protective effect for quality of life. Morever, in this study, no significant
difference was found between life quality and mental health scores of dental
professionals who examined all of the patients, those who examined only
emergency patients and those who did not examine any patients.
It was found that socio-demographic characteristics of dental professionals
such as age and gender affected SF-36 scores in this study. The SF-36 scale
mean score and, mental and physical health scores of male participants
were significantly higher than those of female patients. Unlike our research
findings, in a study conducted by Su etal. in Taiwan, no statistically significant
difference was observed between the SF-36 scale mean scores of female and
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male participants (p=0.21) (24). Also, Aşkın Ceran et al., reported that there was
no statistically significant difference between the SF-36 scale mean scores
according to gender (22).
Dental professionals’ work experience had an impact on instability, infection
and concerns. Dental professionals with longer working experience were less
likely to report fear of changes in the work-environment (heavy workload), fear
of being infected and infecting (13). On the other hand, to the results of this
study, we found that dental professionals with the shortest working experience
(1–5 years) had the lowest SF-36 mean for mental and physical health scores.
In addition, it was observed that there was no statistically significant
difference between the SF-36 scale mean scores of those who were infected
with COVID-19 and not infected with COVID-19 during the pandemic (p>0.05).
It was revealed that contracting the COVID-19 disease did not affect the SF-36
scale mean scores.
Limitations
The study has certain limitations. First of all, this study was based on a crosssectional observation survey. We also do not know whether this lower quality
of life existed before COVID-19. Similarly, online self-assessment questionnaires
may be affected by the difficulty of completing them. This could affect the
validity of the data provided.
CONCLUSION
The present study showed a considerable psychological impact of the COVID-19
pandemic on dental professionals in Turkey regardless of working clinically
with patients or not. Promoting the mental health and life quality of all dental
professionals should be a critical part of the public health response, and specific
efforts should be directed to sensitive sectors. Dental professionals must take
measures to make this unending experience as bearable as possible, and
public health officials must act cautiously and be more attentive to sectors that
seem to have been forgotten. Strategies to prevent and support the stressed
dentists will help the dental profession in the long term.
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CONTINUING PROFESSIONAL DEVELOPMENT QUESTIONNAIRE
– ARTICLE 2
EFFECT OF COVID-19 ON DENTAL PROFESSIONALS
6. Among health care professionals the health consequences of the
COVID-19 pandemic are limited to having contracted the disease.
True or False?

9. Despite a low median score for emotional well-being, the majority
of dental professionals surveyed in Turkey did not perceive this to
limit functioning.
True or False.

7.

In Turkey, a characteristic that placed dental professionals at greatest
risk of experiencing adverse effects of the COVID-19 pandemic was
identified as:

10. The overall mean SF-36 score calculated for a sample of Turkish
dental professionals around the perception that vaccination will
provide adequate protection against COVID-19 was:

A.

Working in public practice

B.

Working in private practice

A.

67.73

C.

Experience in excess of 6 years

B.

75.72

Confidence that vaccination will protect against disease

C.

80.60

D.

83.71

D.

8. The subgroups on Short Form 36 used to measure the mental health
of a respondent include (select the incorrect statement):
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A.

Social Functioning

B.

Fatigue

C.

Pain

D.

Emotional well-being
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HOW IS THE DENTAL HYGIENE
STATUS OF PRESCHOOL
CHILDREN DURING THE
COVID-19 PANDEMIC?
TOOTH BRUSHING SKILLS AND CHARACTERISTICS OF
PARENTS
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ABSTRACT
Background: During the COVID-19 pandemic, preschool children did
online teaching and learning at home, so that efforts to promote dental
health by health workers were not optimal. This will have an impact on
the dental hygiene status of preschool children to be worse. Therefore,
the role of parents is needed to pay attention to dental and oral health
from an early age.
Aims: This study analyzed the relationship between tooth brushing skills
and parental characteristics on the dental hygiene status of preschool
children.
Methods: The research design used is descriptive analytic with a cross
sectional method approach. The population in this study were students
of Sekar Bangsa Kindergarten, Aisyiyah Kindergarten and Bina Insan
Karimah Foundation, Pondok Labu Village, South Jakarta City, with the
number of samples used was 60 respondents. The independent variables
are teeth brushing skills and parental characteristics. The dependent
variable is the dental hygiene status of preschool children. The data
collection instruments used were questionnaires, observation sheets
and free-plaq score examination sheets. Analysis of the data used is
Chi Square with a significance level of p <0.005.
Results: brushing skills on dental hygiene status showed that the value
of p=0.001 (p<0.05) and the age of the parents had the value of p=0.161,
the work of the parents the value of p=0.083 and the education of the
parents p=0.282 (p>0.05). Conclusion: there is a significant relationship
between tooth brushing skills on the dental hygiene status of preschool
children and there is no relationship between the characteristics of parents
on the dental hygiene status of preschool children.
Keywords: Dental hygiene status, preschool children, tooth brushing skills.
INTRODUCTION
Dental caries is still one of the most common problems not only in adults but
also in children [1]. Data from the 2018 Basic Health Research reported that
92.6% of children aged 5–6 years experienced dental health problems; with a
def-t number of 8.43, it means that the average number of tooth decay is 8 to
9 teeth per child [2]. The World Health Organization (WHO) in 2016 stated that
the incidence of caries in children was still 60–90% [3]. According to research
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results in European, American and Asian countries, it turns out that 90–100%
of children experience dental caries [4].
As a result of untreated dental caries, several complications will occur such
as inflammation and pus in the gums, abscesses in the gum tissue and muscle
inflammation in the jawbone and even death in the jawbone, cellulitis, swelling
and inflammation in the esophagus, causing difficulty swallowing and inability
to swallow, opening the mouth, even causing the heart [5], [6]. This has an
impact on poor quality of life, and health problems [7].
Dental caries problems in preschool children are caused by many factors
[8]. Including having a penchant for eating sweet foods such as candy and
chocolate, dental and oral hygiene, habits that are not in accordance with
health such as eating food, chewing candy habits, drinking milk before bed
using bottled milk [9]. Which is too long (drinking), as well as the role of
parents who pay less attention to dental and oral health from an early age
[10]. Another factor that affects one of them is the behaviour of people who
do not realize the importance of maintaining oral health [11]. It can be seen
that the behaviour of brushing teeth of the population aged 3 years is 2.8%
who behaves to brush their teeth properly [2].
The skill of brushing teeth properly and correctly is an important factor
for dental and oral health care [7]. Brushing teeth is a simple act of removing
plaque and food debris with a toothbrush and toothpaste, because plaque
and food debris are the main causes of dental caries [12]. This is reinforced
by Purnama et al. research proving that preschool do not yet have skills in
brushing their teeth [13]. The research of Ngatemi et al. also proves that in
brushing teeth, early childhood does not yet have the ability to brush their
teeth properly at home [14].
During the COVID-19 pandemic, preschool age children must carry out online
teaching and learning with parental monitoring at home, so that the maintenance
of their dental health depends on their parents, especially mothers as the closest
people to their children [15]. Starting to grow teeth is an important process of
a child's growth. Parents, especially mothers, must know how to take care of
their children's teeth and also have to guide their children how to brush their
teeth properly and correctly. Even though they still have baby teeth, a child
must get serious attention from their parents because milk teeth will affect
the growth of the child's permanent teeth. However, many parents think that
milk teeth are only temporary and will be replaced by permanent teeth so
they often assume that damage to milk teeth caused by poor oral hygiene is
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not a problem [16]. Poor oral and dental hygiene causes the accumulation of
plaque containing various kinds of bacteria, including Streptococcus mutans
as the main cause of caries [17].
Several studies have proven that children with moderate criteria for dental
hygiene status are 31 people (51.7%), with poor criteria 29 people (48.3%), and
very good criteria (0%) and good criteria (0%) because there are no students
who have very good criteria and good criteria [18]. Ngatemi research proves
that there is a relationship between the independence of brushing children's
teeth and the plaque scores of preschool children. So it can be interpreted that
preschool children who are not skilled in brushing their teeth have a worse
dental hygiene status than those who are skilled [19].
MATERIALS AND METHODS
This research is an analytic observational study with a cross-sectional approach.
The research was carried out on children aged 5–6 years at Sekar Bangsa
Kindergarten, Aisyiyah Kindergarten and Bina Insan Karimah Foundation, Pondok
Labu Village, South Jakarta City. The research sample was taken using a total
purposive sampling technique, as many as 60 respondents. The dependent
variable in this study was the brushing skills and characteristics of parents and
the independent variable was the dental hygiene status of preschool children.
The collection of data on brushing skills was measured by brushing teeth
checklist, validity and reliability tests have been carried out by the same previous
researcher who examined teeth brushing skills [20]. Characteristics of parents
were measured using a questionnaire. Dental hygiene status is measured by
standard dental hygiene examination using a free plaque index measuring
instrument [19]. The stages of the activity include: before checking the dental
hygiene status of the child, the mentor/parent fills out an informed consent
form first as an agreement that he is willing to be a research respondent. Then
give a questionnaire sheet to parents and check the dental hygiene status of
all children in turn and make observations about brushing their teeth.
Data analysis was carried out using the SPSS statistical program for univariate
analysis and presented in the form of a frequency distribution and bivariate
analysis with chisquare to measure the relationship between tooth brushing
skills and parental characteristics to the dental hygiene status of preschool
children and to measure strength using Spearman's.
RESULTS
Table 1: Frequency distribution of respondent characteristics
No

Varialbe

N

Percentage (%)

1

Age
5 years
6 years

25
35

41.7
58.3

Gender
Laki-laki
Perempuan

27
33

45.0
55.0

Parent's age
< 30 years
> 30 years

23
37

38.3
61.7

Parents' job
Private
Entrepreneur
Housewives

11
5
44

18.3
8.3
73.3

Parent's education
Junior high school
Senior High School
College

14
29
17

23.3
48.3
28.3

2

3

4

5
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Table 1 shows that the characteristics of respondents based on age and gender
in children are mostly women aged 6 years and parents aged > 30 years,
having senior high school and working as housewives.
Table 2: Frequency distribution brushing skills
No
1
2

Brushing skills

N

Percentage (%)

Good

13

21.7

Less

47

78.3

Total

60

100

Table 2 shows that 13 respondents (21.7%) had good brushing skills and 47
respondents (78.3%) had less brushing skills.
Table 3: Frequency distribution of dental hygiene status
No

Dental hygiene status

N

Percentage (%)

1

Good

3

5.0

2

Bad

57

95.0

Total

60

100

Table 3 shows that 3 respondents (5.0%) with good criteria for dental hygiene
status and 57 respondents (95.0%) with bad criteria for dental hygiene status.
Table 4 shows that the chi-square analysis of parental characteristics
(parental age, parental job, parental education) on dental hygiene status
show that p>0.05 means that there is no relationship between parental
characteristics and preschool children's dental hygiene status. Meanwhile, the
pvalue of brushing teeth skills was p=0.001 (p<0.05), meaning that there was
a significant relationship between toothbrushing skills and the dental hygiene
status of preschool children. And the correlation test to see the closeness
of the relationship between the two variables using the Spearman test was
obtained =0.303 which means that there is a sufficient correlation between
brushing skills and dental hygiene status of preschool children.
DISCUSSION
The results of the research on the characteristics of respondents in preschool
children were mostly women (55%) and those aged 6 years (58.3%). This is
in accordance with the age limit for preschool children who are generally
aged from 4–6 years. The preschool period (4–6 years) is a phase when
children begin to separate from their parents and begin to interact with their
environment [11]. The developmental task in preschool children is to achieve
sufficient autonomy, fulfill and handle oneself without full parental intervention.
At this stage, children can be involved in activities or household chores to
help parents [21].
The results of the parental characteristics study showed that most of the
parents aged > 30 years were 37 people (61.7%), 29 people had high school
education (48.3%) and 44 people were working as housewives (73.3%). Parents,
especially mothers, are the closest people to where children learn to grow
and develop. Children learn from parents to be able to meet their own basic
needs, thus if parents set an example of good behaviour, then children will
also follow the behaviour of their parents. Applying an example or model in
brushing teeth is one of the best ways to prevent dental caries [22], [23]. At
the age of > 30 years, including early adulthood where parents can feel or
recognize the needs of their children than the age of young mothers who have
not been able to feel or recognize the needs of their children [11].
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Table 4: Results of chi-square analysis between tooth brushing skills and characteristics of parents with dental hygiene status
Variabel

Criteria

Dental hygiene status
Good
n

%

n

%

n

%

Good

3

5.0

10

16.7

13

21.7

Less

0

0

47

78.3

47

78.3

≤ 30 years

0

0

23

38.3

23

38.3

> 30 years

3

5.0

34

56.7

37

61.7

Private

2

3.3

9.

15.0

11

18.3

Entrepreneur

0

0

5

8.3

5

8.5

Housewives

1

1.7

43

71.7

44

73.3

Brushing skills
Parent's age

Parent's job

Parent's education

Total

Junior High School

0

0

14

23.3

14

23.3

Senior High School

1

1.7

28

46.7

29

48.3

College

2

3.3

15

25.0

17

28.4

The results showed that most of the respondents had poor tooth brushing
skills as many as 47 respondents (78.3%). This is because the majority of
respondents do not know about brushing their teeth properly, in fact all children
only brush their teeth in a back-and-forth motion for the entire surface. The
factor of children's less of knowledge about tooth brushing techniques can
affect children's skills in brushing teeth, possibly due to limited information
and low awareness of preschool children about the importance of dental
and oral hygiene [24]. The results of this study are also in accordance with
Purnama research proves that preschool children are not skilled in brushing
their teeth [13].
The results of the study on dental hygiene status obtained that most of the
respondents were 57 respondents (95.0%) with poor criteria for dental hygiene
status. This is possible because preschool children do not yet have the skills
to brush their teeth, it can be seen that the results of the study show that
most 78.3% of children are not skilled at brushing their teeth independently.
The results of this study are relevant to Ngatemi's study which showed that
the majority of the dental and oral hygiene status of preschool children were
90.6% poor criteria [19]. Brushing teeth is the most important effort to prevent
or reduce the formation of plaque on the tooth surface. Brushing teeth aims to
clean soft deposits on the surface of the teeth and gums and is a preventive
measure towards success and optimal oral health [25].
The results of the chi-square analysis between tooth brushing skills and
dental hygiene status showed that the value of p = 0.001 (p <0.05), meaning
that there was a significant relationship between tooth brushing skills and
preschool children's dental hygiene status. Strengthened by the correlation
test to see the closeness of the relationship between two variables using the
Spearman test, it was obtained that =0.303 means that there is a sufficient
correlation between brushing skills and dental hygiene status of preschool
children. This is due to the less of tooth brushing skills in children. This is
supported by Ngetemi's research which proves that teeth brushing skills can
also affect dental and oral hygiene [19]. Reinforced by Arianto et al. the skill
of brushing teeth properly and correctly is an important factor for. Children's
dental problems that often occur are caused when children cannot clean or
are skilled at brushing their teeth properly [12]. Caries or cavities are the most
common problems children complain about. The cause is plaque that is not
cleaned so that bacteria appear [26].
The simplest way to keep your teeth and mouth clean is by brushing your
teeth. Brushing teeth using a combination technique is the most effective

1ST QUARTER 2022 • VOLUME 23 NO. 1

p-value

ρ*

0.001

0.303

0.161

0.178

0.083

0.038

0.283

0.043

Bad

in reducing plaque scores. In addition, proper brushing of teeth takes at
least 2 minutes and the right time after breakfast and before going to bed
at night. The technique for brushing teeth is good and correct for preschool,
namely, prepare a toothbrush and toothpaste that contains flour, the amount
of toothpaste is the size of a peanut, rinse before brushing teeth, brush the
surface of the teeth facing the cheeks and lips in a circular motion, brush the
surface of the teeth. used for chewing in a back and forth motion, brush the
surface of the teeth facing the palate and tongue with a prying motion, brush
the surface of the tongue after all tooth surfaces have been brushed, rinse
only once, clean the toothbrush with water and store the toothbrush in an
upright position, head brush is on top [27].
The results of the chi-square analysis between parental age, parental
occupation, parental education on dental hygiene status showed that the p
value > 0.05 means that there is no relationship between parental characteristics
and dental hygiene status of preschool children. This shows that what affects
the dental hygiene of preschool is the brushing skills of their own children.
CONCLUSION
Based on the results of the study, it can be concluded that:
1. Tooth brushing skills, most preschool children have less tooth brushing
skills
2. Dental hygiene status, most preschool children have bad criteria for dental
hygiene status
3. There is a significant relationship (p<0.001) between brushing skills and
dental hygiene status of preschool children
4. There is no relationship between the characteristics of parents on the dental
hygiene status of preschool children.
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CONTINUING PROFESSIONAL DEVELOPMENT QUESTIONNAIRE
– ARTICLE 3
DENTAL HYGIENE STATUS OF PRESCHOOL CHILDREN
1.

According to research conducted In America and Eurasia, the
percentage of children with caries experience is:
A.

90 – 100%

A.

Two-parent home

B.

60 – 90%

B.

Age

C.

50 – 60%

C.

Educational level

D.

30 – 60%

D.

Employment

2. Untreated dental caries impacts on quality of life and health.
True or False?
3. In the study undertaken by Purnama, 2022, the proportion of the
sample population that presented with sub-optimal tooth brushing
practices and criteria associated with poor oral hygiene status, were:
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4. The parental variable that showed the weakest correlation (p*) with
the oral hygiene status of preschool children was:

A.

78.3 % and 5.0 %

B.

21.7 % and 5.0 %

C.

78.3 % and 95.0 %

D.

21.7 % and 95.0 %

5. According to Purnama, the recommended technique that the preschool
child should use to clean his/her teeth includes (select the incorrect
statement):
A.

Use a peanut size amount of toothpaste

B.

Brush the tongue last

C.

Brush the occlusal surfaces in a back-and-forth motion

D.

Rinse multiple times
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A SHIFT IN THE ORAL HEALTH
PARADIGM
Written by Dr Gary Glassman May 10, 2021

Over a year into the COVID-19 pandemic, dental practices continue facing
unprecedented challenges on both personal and professional levels. We have
had to cope with the universal concerns about health risks to our patients,
families, and ourselves. Added to our concerns for physical wellbeing are those
of fiscal health, as the uncertainty around the economic consequences of the
pandemic on our clinic operations become more evident.
In an ADA COVID-19 impact poll, over half of the participating dentists
reported an increase in bruxism and damaged teeth since the pandemic hit.
Concurrently, approximately 30% of clinicians reported a rise in periodontal
disease among their patients.1
Our goal is to keep our patients healthy as we work to reverse the upward
trend of oral disease. The links between oral health, physical wellbeing, and
a strong immune system must be forefront in our efforts to educate patients.
Let’s look more closely at issues of concern and their solutions.
FATIGUE
Depending on the location of the dental office, visits to the dental hygienist
vary between being flat to down as much as 80 percent. Just the donning
and doffing of PPE repeatedly, and the difficulty breathing through an N95
respirator are sufficient to give rise to physical and mental exhaustion.
Conversely, the extra time now available can help our hygienists focus on
patient education with regard to periodontal health and the importance of
undertaking preventive care.
SOCIAL ISOLATION, MENTAL WELLBEING, AND ORAL HEALTH
COVID-19 is having a negative impact on the mental wellbeing of us all. A
study from the Centre for Addiction and Mental Health in Toronto shows that
although we are “beginning to see a decrease in anxiety levels, the rates of
depression and loneliness remain elevated.”2 Moreover, research has shown
that there is a two-way connection between mental health and oral hygiene.3
During the lockdown, not only have Canadians had little or no access to
professional oral care, but many have also been using substances such as
alcohol, cannabis and tobacco,2 which may have negative consequences to
one’s physical and mental wellness.
This is while individuals with pre-existing eating disorders such as bulimia
and anorexia, with the attendant adverse oral effects, have experienced
significant worsening of symptoms due to increased emotional strain and
reduced access to treatment.4
Increased unhealthy eating habits (such as day-long snacking and sipping
on soft drinks and fruit juice) to cope with the isolation-induced despair has
led to an increased incidence of dental erosion.
All told, the challenges to oral and physical wellbeing are mounting. It is well
known that periodontal disease, one of the most common chronic inflammatory
diseases, can wreak havoc on our patients’ systemic health over time, and in
some cases, exacerbate the adverse sequela of patients with cardiovascular
disease, diabetes and cognitive impairment.
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THE SOLUTIONS
We are still in a pandemic and our patients still need to achieve a healthy smile.
Compassion: Many patients are paying fewer or no visits to the dentist
simply due to the cost. Some have lost their health insurances, others choose
to spend their reduced budgets on family necessities. It is important to identify
these patients, educate them on the long-term economic and health benefits
of preventive care, be empathetic, triage treatment needs, and offer financial
arrangements, when appropriate, so they can continue with their oral care.
Elevated Communication: Patient engagement can go a long way. As
practices are experiencing challenges navigating the pandemic protocols and
restrictions, it has become clear that patient communication is more important
than ever, both prior to, and in between maintenance visits. It adds value to the
patient experience and strengthens their relationship with the dental care team.
Many patients are still avoiding regular dental visits due to COVID-19 concerns.
It is critical to educate these patients about the consequences of neglecting
oral care, explaining the importance of maintenance visits and how these visits
allow early detection of dental or periodontal disease.
Whether it is by an email, a text message or even a phone call, informing
patients about the safety measures put in place, assuring them that it is safe
to visit the dentist, and facilitating their navigation through pandemic protocols
will encourage them to attend their appointments.
Patient outreach before visits can be the first step in the patient communication
journey and continuing that connection between visits reinforces patients’
trust in a way that goes beyond their time in the chair. This is an important
contributor to the success and survival of your dental practice. Extending
appointments can help reduce team stress while allowing for increased time
for patient education and most importantly, an opportunity to address fears
and answer questions.
PRESENT THE SCIENCE AND EMPHASIZE HOME CARE:
Oral self-care has never been more important. All patients, regardless of their
unique needs, look to us as dental professionals to guide them in achieving
their OralFitness™ goals, be it primary prevention or reversing the effects of
periodontal disease.
One way we can help our patients is by offering them clear, easy, and
effective solutions, which includes placing evidence-based tools at the
fingertips. For example, we know that electric toothbrushes with sonic and
oscillating-rotating technologies are significantly more efficient in reversing
gingivitis and removing plaque* than manual toothbrushes.5
Stannous fluoride (vs. sodium fluoride) dentifrices, such as Crest Gum
toothpastes, are additional examples of oral care aids with a well-established
effectiveness profile in biofilm management and improvement of gingivitis.6,7
Especially now, with the post-pandemic reduction in ultrasonic procedures,
patients can be reminded that the toothpaste they use matters when it comes
to achieving optimum oral health. This is particularly true in endodontically
treated cases, especially if the treatment is followed by prostheses or subgingival
direct restorations.
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There are also programs that offer affordable and science-backed solutions
designed for oral self-care at home, reminding us that getting patients healthy
starts in our clinics, but continues at home. Online communication tools are
available, which help improve our reach, considering most Canadian patients
are between the ages of 25–59, and over half of all patients prefer digital
communication to phone calls.8

6. Biesbrock A, He T, DiGennaro J, Zou Y, Ramsey D, Garcia-Godoy F. The effects of
bioavailable gluconate chelated stannous fluoride dentifrice on gingival bleeding: Metaanalysis of eighteen randomized controlled trials. J Clin Periodontol. 2019;46(12):12051216. doi:10.1111/jcpe.13203.
7.

He T, Eusebio R, Goyal CR, Qaqish JG. Assessment of the Effects of a Novel Stabilized
Stannous Fluoride Dentifrice on Gingivitis in a Two-Month Positive-Controlled Clinical
Study. J Clin Dent. 2017;28(4 Spec No B):B12-16.

8. Adam R, Grender J, Timm H, Qaqish J, Goyal CR. Anti-Gingivitis and Anti-Plaque Efficacy

HELPING PATIENTS FEEL THEIR BEST
Patients are always keen on improving their appearance to enhance their
mental wellbeing, but we can only start talking about cosmetics when we are
out of the woods with proper OralFitnessTM.
The pandemic has triggered an increased awareness of and interest in
home self-care, and the upward trend of demand for effective, easy-to-use,
versatile solutions are here to stay. Patients rely on us to educate them about
the best products available to maintain their oral health and physical wellbeing.

of an Oral Hygiene Routine Including Oral-B IO Oscillating-Rotating Electric Toothbrush,
Stannous Fluoride Dentifrice, CPC Rinse and Floss: Results from a 12-Week Trial. P&G Data
on File.
9. Data Driven Dentistry Archives. Oral Health Group. https://www.oralhealthgroup.com/
publication/data-driven-dentistry/*Oral-B oscillating-rotating technology confirmed for
superior benefits in plaque and gingivitis (Cochrane 2014).
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WESTERN CAPE BRANCH NEWS
Dear OHASA members
As we head into a new year, I would firstly like to wish all a prosperous 2022!
After a very successful hybrid seminar (in-person and virtual) that was held
in November 2021, we will continue this trend and host most of our full day
seminars for 2022 following the same format. This will allow all OHASA members
to attend and engage, irrespective of the branch you are registered under.
To OHASA WC members, we look forward to a great year ahead. May it
be one filled with engagement, continuous professional development and a
collective effort to market the profession of Oral Hygiene within South Africa.

As always we are open to new ideas and would encourage any member
to make contact with us at ohasawc@gmail.com or on our WhatsApp number
062 049 2768 to put forward your comments and/or suggestions.
Regards
Cole Gilbert
OHASA Western Cape Chairperson

KZN BRANCH NEWS
The KZN Branch is pleased to announce that we have elected a new secretary,
Nomvuyo Matomane. We are happy to have Nomvuyo on board and are very
eager to hear her fresh ideas for the branch!
We have also confirmed our first full day, face-to-face seminar date for the
year, namely 26 March 2022.
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For the safety of our members, we are doing our best to ensure that this
event adheres to all COVID-19 protocols. We are incredibly excited to meet our
members and traders alike after what seems like a very long period!
Mateenah Jajbhay Amod
KZN Chair
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GAUTENG BRANCH NEWS
Welcome to another year of being a ‘mouth custodian’– another year to look
forward to changing and improving people’s lives.
I would like to welcome all OHASA Gauteng members and also extend this
welcome to the newly qualified oral hygienists and oral health practitioners
who are starting out in their careers. This journey you have entered is a fulfilling
one and it is in your hands to respect it and make the best of it. Look to your
colleagues and other oral health professionals for guidance and advice – their
experience is of great value
To all returning OHASA members, thank you for your ongoing support
and belief in us. We will do the best we can to be there for you and help you
achieve more from your careers. This is another year that has been granted
to us to give out ample smiles and hope to those who are entrusting us with
their oral health. You are, after all, being trusted with one of the most important
features of someone’s face!
I wish you all the best this year and hope you all succeed in your endeavours
and plans for the year. Here’s to a prosperous 2022!
BRANCH NEWS
The Gauteng Branch would like to introduce its committee to you in case you
do not already know us.
Chairperson: Mmakaoka Sepuru (Known as Kaokie)
Secretary: Robin Cottrell
Dental Traders’ Liaison: Bianca Mogentale
Social Media Manager: Firdows Tawildar
Thank you for sacrificing your time and selflessly doing the best you can
to make this branch the best it can be. A huge thank you must go to Alma
Pretorius who has been the vice-chair for the past few years and has served her
term. We wish you all the best with your future goals, aspirations, and career.
A special mention must go to Stella Lamprecht, Suné Herman and Daveyrose
Ralephenya for their years of service to the branch and their constant guidance.

You have made a phenomenal impact and provided the best assistance.
The branch is always looking for members of our profession who are passionate
about oral health and will bring a fresh perspective to the cause. If you would
be interested in joining the branch committee and if you would be interested
in joining our team, send us an email (ohasagauteng@gmail.com) or call us
and we will be in contact with you. Our team is ready to welcome new faces!
UPCOMING SEMINARS
We will be hosting two full day seminars this year, so please save the following
dates:
• 21 May 2022
• 23 July 2022
Further details on the venues will be communicated via email and the telegram
group. We hope to see you all there.
IN CLOSING
We do not know what to expect from 2022 but we can try to plan and,
should plans fail, plans B and C need to be implemented. Let us all strive to
stay positive, make the best of all the opportunities afforded to us and enjoy
life as much as possible. Pandemic or not, we deserve to be happy and have
a great outlook on life. We, as the Gauteng Branch Committee, look forward to
having a lovely year with you all and remember that we are merely your voice.
We will speak for you and represent you, but you need to let us know of the
messages you would like relayed. Should you have any issues or concerns,
we will do all we can to listen and assist where possible.
I close with these words of encouragement: “I always wanted to be better
the next day than I was the day before.” – Sidney Poitier
Mmakaoka “Kaokie” Sepuru
OHASA Gauteng Branch Chairperson

#OHASA2021
ACCOLADES JHB
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EASTERN CAPE BRANCH NEWS
We hope that 2022 is a prosperous and successful year for all our members
and their families!
We held a successful first meeting at Vovo Telo in Richmond Hill, Port Elizabeth,
and it was lovely to see everyone again after the holidays!
We welcomed two transfers from other provinces (Liezel Janse van Rensburg
and Gerrida Howard) as well as two oral hygienists who did their Expanded
Functions and Board Exams (Vicky Gowar and Riëtte Muller).

Shaya thanked everyone for their support and input during her past terms served
on the OHASA EC Committee and wished the new committee a successful term
in their respective positions.
Shaya Pillay

At this meeting we finally elected a new branch committee, which is as follows:
Chairperson: Celiwe Hatana
Treasurer: Mart-Marie Potgieter
CPD Committee/Secretariat: Caryl Klokow
Cubeka Kunene
Gerrida Howard

MIRACLE REPORT FOR SMILE
OF JOY
Smile of Joy received sufficient toy and gift donations during the year that we
were able to bless 150 OVCs with personalised Christmas presents.
The following donors contributed:
• Multiple toy and goods donations during the year from a variety of donors.
• OHASA social responsibility collection during the AGM was a great success
and we were able to contribute to 40 children’s presents with their donations.
• Pick n Pay Elgin donated cake and 300 freshly baked bread rolls.
• Spar Cullinan donated the gift bags and 150 freshly baked cupcakes.
• Families Kapp and du Plessis donated a goody-bag with snacks and juice
for each child.
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•
•
•
•
•

Family Loots donated 23 baby dolls.
Dr Christina Strydom donated 35 baseball caps for the teenage boys.
Liezel Joubert and kids’ a large toy donation.
Dr Conradie and Anel, viennas and ketch-up for the lunch.
Family Lani donated toys, cosmetics and jewellery for all the teenage girls.

After facing all the challenges throughout the year, the Christmas party for
the kids was as always, a highlight. In most cases, the present they received
this day was the only gift received during the year. Thus, experiencing their
anticipation, excitement and smiles is a true blessing!
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ISDH 2022 Call For Abstracts

1 message

INDUSTRY NEWS
Wed, May 5, 2021 at 4:56 AM

OHASA No reply <noreply@ohasa.co.za>
Reply-To: OHASA Admin <admin@ohasa.co.za>
To: Stella Pascale <stella1805@gmail.com>

REGISTRATION ISDH IRELAND
UPDATE
Dear Ms Stella Pascale,

Call For Abstracts Now Open

Extension of Early Bird Registration - 28th February 2022
Register Now!
On behalf of the Scientific Committee, I am delighted to announce the launch of the Call for Abstracts for the

We are delighted to announce
that dueSymposium
to a large number
of requests
from2022.
attendees,
the Early
Bird registration
deadline
has beendental
extended
until
International
on Dental
Hygiene
We invite
colleagues
from the
international
hygiene
community to submit abstracts for consideration
for the oral and poster sessions at the Symposium in Dublin,
28th February 2022.
Ireland.
and
poster sessions
will be held
on recommend
Thursday 11th,
Friday
12th
and
of August
Please note there will
be noOral
further
extensions
after this deadline,
so we
delegates
book
early
toSaturday
avail of the13th
reduced
fees. 2022.
Further discounts are available for members of IFDH Member Associations – please see the table below.
Click the green button to learn more about the symposium and avail of the discounted Early Bird rates.
The oral and poster presentation sessions are an opportunity to share research, learn new concepts, network and exchange ideas, and
stay current on relevant information. Research presented should pertain to the theme of the symposium; “The future in our hands” and be
Register
significant to advancing the dental hygiene body of knowledge.
The deadline for abstract submissions is 1st October 2021 after which date the abstracts will go for review.
ISDH 2022
Fees
We look forward to receiving
yourRegistration
submission.

Early Bird Registration
Available until 28th February 2022

Dr. Catherine Waldron Dental Hygienists Member
Chairperson of the Scientific Committee ISDH 2022

€395

Dental Hygienists Non-Member

€445

Dental Nurses

€315

Students

€215

Why should you attend ISDH 2022?
Dentists Specialists
€470
ISDH 2022 will provide one space to connect with leaders in the world of Dental Hygiene in a relaxed atmosphere in the spirit of sharing
their expertise to inspire and grow national dental hygienist associations. Meeting like-minded individuals in an atmosphere of commonality
is always the perfect recipe for rejuvenating our minds and skills to enrich our careers.

Symposium Programme

We look forward to welcoming you to Dublin at the
months ofonhard-work
from our Scientific
International After
Symposium
Dental Hygiene
2022! Committee, we are excited that the symposium programme is now available online.

Click the button below to access information on the schedule, speakers, presentation titles and abstracts.

To view our preliminary programme
please click below.

We are happy to announce some of our important dates
and deadline. Click below for more details.

Online Programme

Click below to see our exciting
Invited Speakers.

Be sure to watch the video below for a reminder of what a visit to Ireland can offer

Video link
https://mail.google.com/mail/u/0?ik=0989e09399&view=pt&search=all&permthid=thread-f%3A1698885415631874322&simpl=msg-f%3A1698885…

We look forward to welcoming you to Dublin at the International Symposium on Dental Hygiene 2022!
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INDUSTRY NEWS

Meet our invited speakers
We are delighted to introduce you to the first of our Invited Speakers.
Click on the image below to learn more about each speaker and their presentation at ISDH 2022

With thanks to our sponsors

Diamond sponsor

Platinum sponsor

Gold sponsors

Silver sponsors

Diamond sponsor

Platinum sponsor

Follow us on social media #ISDH2022
@isdh2022				
@IFDH2022				
IFDH International Federation
											
of Dental Hygienists

Contact us
registration@isdh2022.com			
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