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Abstract 
This thesis is the result of an explorative study for the master study of Medical 

Anthropology and Sociology about knowledge and ideas on oral health and the 

availability and accessibility of self-care and professional oral care. The research was 

carried out in urban and rural areas in Chipata District, Zambia. Data was collected 

from participants via participatory observation, guided discussion and semi-structural 

interviews. Food dairies were used to collect data on daily nutrition. The results of this 

study suggest that people have knowledge and ideas on oral health, oral health 

problems and methods of oral care. This knowledge of oral health does not seem to 

influence the motivation for oral hygiene, but does determine people�s type of oral 

self-care or professional oral care. People�s ideas about oral health seem to be more 

rooted in society than in biological explanation. Oral hygiene practices are performed 

for social reasons. Hygiene is important to distinguish a person as clean and wealthy 

and hygiene activities are performed to be accepted and respected in society. Oral 

health problems are associated with this perception of hygiene and bad breath is 

considered to be disgusting and unacceptable. Hygiene methods depend on economic 

and socio-regional factors. The type of self-care and professional care depends on 

economic factors, personal beliefs in cause and remedy and availability of oral care 

facilities. People who have dental problems usually go to a dental clinic in a hospital 

or consult a traditional healer. Further research could focus on the oral health policy of 

the government; physical differences in dental and periodontal structures between 

different ethnic groups and their influence on oral health diseases and problems; 

influence of knowledge of oral health on oral hygiene practices. 
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1 Introduction 

Since starting my dentistry studies I was curious about Africa and dentistry in Africa. I 

had some romantic ideas about life and the development of oral health care that could 

be realised. During my final year of dentistry study I did my traineeship and research 

in Kenya. This was an opportunity to experience in reality what I had dreamt about. 

The traineeship was disenchanting, but not discouraging. Throughout this period and 

later on during my work as a dentist in the multi-ethnic neighbourhood the 

Schilderswijk in The Hague; in the centre for narcotic drug users in Amsterdam and in 

a dental clinic in Tanzania, I was confronted with different visions on oral health and 

its importance which made me enthusiastic to find out more regarding oral health.  

My bachelor thesis in cultural anthropology was a literature review of available 

published literature on oral (hygiene) habits (Van Nes 2005). I found that not much 

literature was published on the social meaning of oral (hygiene) habits. The published 

literature mostly had a biomedical or physical anthropological perspective. It 

described methods and the effectiveness of different oral hygiene habits or concluded 

from morphological signs some oral habits people used to have. To my surprise little 

was mentioned on the social meaning of oral hygiene habits and also most of the 

literature was published by dental or biomedical researchers. It is remarkable that 

cultural and medical anthropologists have rarely published on this subject, since the 

mouth is of great importance in our social functions in daily life. Some explanations 

for this shortage of research could be a lack of interest of anthropological researchers 

for the subject of the mouth. Since the seventies anthropologists have done research 

on meanings of the body in different cultures. Up till then the body has not been seen 

as a socio-cultural entity (Eriksen 2001: 56-57). A rise in the function of the body in 

the political and social life increased the interest of anthropologists for the social and 

cultural function of the body in different societies. Although anthropologists build up 

interest for the body, they did not pay much attention to the mouth. This is surprising, 

since the mouth has a dominant social function. Speaking, eating, fighting, kissing and 

expressing emotions as love and hate are daily human activities that involve the oral 

cavity. A reason anthropologists have not done much research on the oral cavity could 
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be the ordinariness of the oral cavity to anthropologists. Anthropologists are 

sometimes most interested in abnormal issues, habits or items. The oral cavity may 

appear all too common to them. At the same time, anthropologists are the specialists 

who are well-equipped to be doing research on the social meaning of the mouth. 

Medical anthropologists in particular are specialists who could do research on the 

importance of oral health and oral hygiene. This thesis describes the result of an 

explorative research on oral health, hygiene and oral health care I have executed for 

my Master in Medical Anthropology and Sociology.  

1.1 Purpose and relevance of the study 

The purpose of this study was to collect more information about knowledge, ideas and 

habits on oral hygiene, oral health and oral health care needed to improve oral health 

care, especially in rural and urban areas in Chipata District, Zambia. 

 This thesis describes the results of an explorative medical anthropological field 

study about oral health in Chipata District, Zambia. This field research is developed in 

pursuance of the communication I have had with a dentist from Teethsavers 

International in Chipata, Zambia. This dentist, originally from Texas USA has 

founded his NGO in Chipata in 2002 (Anderson 2003). The objective of Teethsavers 

International is to teach children and their parents about oral health and instruct them 

when and how to use a toothbrush for cleaning their teeth and gums. They also repair 

teeth with ART1 filling technique (Teethsavers International). This dentist informed 

me about the lack of information on cultural and social economic factors that 

contribute to the oral health problems in the rural and urban areas in Chipata District. 

It is of interest to Teethsavers International to collect proper information on the 

perception of oral health and health seeking behaviour, since little literature has been 

published on this subject. To be able to explain the observed oral health status and to 

improve the oral health of the community members an explorative medical 

anthropological study was needed to be carried out. This study is of relevance to oral 

health policy makers and NGOs concerned with oral health care improvements. Oral 

                                                
1 Atraumatic Restorative Treatment (A.R.T.) is a restorative technique in dentistry. The technique can 
be performed without Electricity and with little instruments, materials and technology, which makes it 
highly compatible for rural areas. 
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health is defined as a status where people are able to perform any desired function that 

involves the mouth without disorders of any kind. This study focused on perceptions, 

knowledge and ideas on oral health and oral hygiene and oral health problems of 

community members in rural and urban Chipata. The other focus of the research is the 

self-care methods community members have at their disposal for their oral problems 

and the access they have to professional oral health care facilities. Oral health care can 

be any kind of performance which will contribute to the oral health status of a 

community member. An explanatory model will be used to map the motivations and 

perceptions on oral health and oral hygiene. The research on knowledge and ideas on 

oral health will focus on oral hygiene habits, diet, smoking tobacco and drinking 

alcohol.  

 
Photograph 1. Jack Rudd and team members of Teethsavers International in front of the TSI head quarters, Chipata. 

 

1.2 Research questions and theoretical framework  

The general research objective was Exploring the perception on oral health, oral 

health care, oral health diseases and health seeking behaviour of rural and urban 

community in Chipata district, Zambia. This objective resulted in the central research 

question:  
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What knowledge, ideas and behaviour do people have on oral health, 

oral hygiene and oral health care in rural and urban areas in Chipata 

District, Zambia? 

 

The research question was split-up in two sub-questions. The first question is:  

Which knowledge, ideas and self-care activities do people in rural and 

urban communities in Chipata District have about oral health? Special 

attention is given to oral hygiene practices, diet, smoking tobacco and 

drinking alcohol.  

The other sub-question is:  

What kind of professional oral health care facilities are available 

(biomedical practices, traditional healers, hospitals, dispensaries) and 

accessible (cost of social-, geographical-, financial- and cultural distance) 

in Chipata District and how are these facilities experienced (quality)? 

 

The research was approached from a cognitive symbolic perspective. Through 

participatory observation, interviews and discussions I explored people�s emic 

perspective and their behaviour with regard to oral health and oral hygiene. In the 

discussion this perception is compared to an etic perception on this subject. 

A cognitive symbolic perspective relates actions to the knowledge and ideas 

people have. The values and explanations, regarding health and causes of health 

problems, constitute an explanatory model. Knowledge of ethics and beliefs on 

practices is necessary to be able to understand people�s behaviour. The anthropology 

of the body is occupied with the values a society contributes to the body. A society 

bases its rules and codes on the body which creates a relation between awareness of 

the body by an individual and the awareness by the collective, the society. The society 

ascribes certain values to body aspects, so the meaning of the body is determined by 

its cultural habitat. The body can only be understood in relation to the �social 

construction of reality� (Polhemus 1978:21-29). According to Blacking, 
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anthropologists should be involved in cultural processes and products that represent 

the body in different contexts of social interaction (Blacking 1977:2).  

The orifices are part of the body. To determine the value of the oral cavity to 

people it is necessary to look at how people take care of it and which values and 

beliefs they assign to it. Medical anthropologists are interested in health situations. 

This involves pain, care and hygiene. Hygiene can be seen as a cultural phenomenon. 

Interpretation of oral hygiene considers the knowledge of the symbolic position of the 

mouth. Oral hygiene as in removing dirt from the mouth indicates the position of the 

mouth and a clean mouth to society. The meaning and importance of this symbol is a 

dynamic value that transforms through history as societies modify and knowledge 

changes. The meaning differs from person to person and from society to society. The 

emphasis people put on dirt and oral hygiene gives indications of their social and 

moral world. Douglas states dirt is a threat to maintaining society (Douglas 1966: 4). 

Opposing values as right/wrong, good/evil and sacred/profane run parallel to clean/ 

dirty. Hygiene is not only the removal of dirt, but can be seen in the wider meaning of 

re-ordering the environment. It is not a negative effort, but a positive attempt to 

organise reality. Things that do not fit in our environment or society should be 

removed and kept out to maintain social order. Any threat to the society�s system can 

be seen as dirt and has to be removed. According to Douglas the concept of dirt can be 

seen as a tool to classify people, objects and events in positive and negative terms 

(Hardon et al. 2001: 133). What is considered �dirt� is shaped by ideas. These values 

and ideas are dynamic and change over time, though there might be universal ideas 

about dirty and disgusting issues. In general dirt is subjective and personal, but it is 

determined by social environment in which people want to be reckoned. Dirt is 

actually an analogy of the general idea about the society, instead of literal reality. 

Curtis describes this in the following quote: Emic views of dirt, hygiene and pollution 

constitute a privileged window onto the architecture of the social framework that 

binds individuals in society (Curtis 1998:15).  

Cleaning our body is a way to organise our social environment. People do not feel 

comfortable in dirty clothes, in dirty bodies, or in a dirty environment. What is 

considered to be clean by one person may seem dirty to another. An uncomfortable 
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dirty feeling leads to hygiene practices to restructure the discomfort. Threats and 

dangers to a society can bring about dirty feelings in its people. Hygiene can reinforce 

social structures and pressures. People in a society believe in threats and dangers to 

their society and these dangers function as a protection to bind the society and 

reinforce the rules and beliefs. Hygienic actions remove dirt and dangers to their social 

life. Rules and values in a society are preserved by the shared belief in and fear of the 

threats and dangers to the society. People are supposed to live by these symbolic rules. 

In this perspective oral hygiene can be seen a result of a shared fear of the 

consequences of the neglect of certain rules. Physical hygiene and uncleanliness of a 

person can be ascribed to material circumstances and or status and this person can 

accordingly be judged as good or bad, clean or dirty, pure or impure. Curtis and Biran 

found hygiene activities are motivated by the desire to avoid or remove things that 

were found disgusting (Curtis and Biran 2001:18). Disgust could function as a 

warning to treats to the coherence of the social system. 

More insight in a society can be acquired by assessing attitudes about the 

pollutions and cleanliness of the mouth. Learning about knowledge, ideas and 

behaviour on oral health and hygiene needs focus on the meaning of health, dirt and 

hygiene for the research population. In Western societies oral hygiene is part of the 

daily routine. People are taught to brush twice a day to prevent tooth decay, gum 

diseases and pain. Most people brush daily. This ritual brushing mostly takes place in 

the bathroom, as has been described ironically by Miner (1956). People are taught to 

brush their teeth to keep them clean and fresh. As hygiene practices are learned from 

childhood, hygiene differs from culture to culture and over time, as do conceptions of 

what can be classified as dirty or harmful. From a biomedical Western viewpoint 

hygiene is associated with the removal of bacteria. Bacteria are seen as dirty things 

that can damage our health by harming our bodies. Bacteria are seen as dirt that has to 

be removed. To prevent ourselves from getting sick we have to stay clean by 

removing these dirty bacteria from our bodies, our clothes, our houses. People bathe 

so often that the opposite effect appears: their bodies may become vulnerable to 

diseases. Some decades ago people believed washing the body too often was harmful 
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for the human being. This illustrates how perceptions of dirt change over time, due to 

experiences.  

Oral cleaning can be performed for many reasons which differ per society. Spittle, 

saliva and blood can be seen as transmitting danger. In Christian culture, the material 

circumstances are of non importance, but the motives of disposition of the agent 

determine the value (Douglas 1966:13). To investigate the oral hygiene habits of a 

population, we have to understand what ideas, motivations and practices that exist on 

cleanliness and dirtiness of the mouth. For example, Mogensen has researched the 

social background of the phenomenon of germectomy, the removal of tooth buds of 

deciduous canines, in Uganda. She had gained insight in the social, political and 

economic context. In short, the deciduous canines are associated with illness of the 

young child. This illness is associated with disorder in society. The child has to be 

cleaned from these harmful, disturbing buds which have to be removed to prevent the 

disorder (Mogensen 2000).  

 

 

1.3 Structure of the thesis 

The next chapter will provide background information on Zambia and its Eastern 

Province. This will be general information and information that relates to the research 

population categories and variables. Chapter Three portrays the methods and materials 

of this research. I will present the sample size and explain the methods and techniques 

that were used to carry out the research and analyse the data. I also explain some 

challenges in the research. The findings of this research on oral health and oral 

hygiene are summarised and described per theme in Chapter Four. In Chapter Five the 

findings are discussed and related to the literature published and recommendations for 

further research will be suggested. The theses will be completed with literature 

overview and annexes which will include several maps, outlines of research methods 

and an overview of participants and data. 
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2  Background  

2.1 Zambia 

Zambia is a country in Southern Africa. It gained independence from the United 

Kingdom on October 24th 1964. Zambia has a population of 10.8 million people and a 

GDP of 865 dollar per capita per year. The life expectancy at birth is 39 years for male 

and female and the child mortality is 17% and 19% for respectively female and male. 

The total health expenditure of the Zambian government in 2002 was 51 dollar per 

capita which is 5.8% of the GDP (the world health report 2005). The major infectious 

diseases are food or waterborne diseases: bacterial diarrhoea, hepatitis A and typhoid 

fever; vector borne diseases: malaria and water contact diseases: schistosomiasis . 

In 1993 86% of the population lived below the poverty line. In 2000 Zambia had an 

unemployment rate of 50%. The main labour occupations are agriculture 85%, 

industry 6% and services 9%. Zambia produces the following agricultural products: 

corn, sorghum, rice, peanuts, sunflower seed, vegetables, flowers, tobacco, cotton, 

sugarcane, cassava (tapioca), cattle, goats, pigs, poultry, milk, eggs, hides and coffee. 

Industries in Zambia are copper mining and processing, construction, foodstuffs, 

beverages, chemicals, textiles, fertilizer and horticulture (Central Intelligence Agency, 

The world factbook). 

 



 14

2.2 Chipata and its surroundings 

Eastern Province is divided into eight administrative districts. Chipata is the 

Provincial Capital as well as the capital of Chipata District. In 2000 a census of 

population and housing was carried out by the Central Statistical Office. The report on 

Eastern Province shows five different ethnic groups: Chewa (37%), Nsenga (20%), 

Tumbuka (14.9%), Ngoni (14.9%) and Senga (4.8%). Although English is the official 

language in Zambia, only 0.2% of the population speaks English as their predominant 

language. People use their tribe language as the predominant language of 

communication.  

 
Photograph 2. Chipata mountains. Doranah Muloongo (left) and Mary Ngosa (right). 

 

In Eastern province 91.6% of the people live in rural areas and 8.4% live in urban 

areas. The population distribution is almost equal for people in age group 0-14 

(47.5%) and group 15-65 (58.9%). Statistically each woman will give birth to 5.4 

children. The household-headship is dominated by males, though female heads of 

family are increasing and 19.9% is female headed. Most people work in agricultural 

businesses. Crops are produced for commercial and subsistence uses. Livestock 

farming is mainly done by the traditional sector. Cattle rearing is an important activity 

since it supports crop production by means of animal draught power and also as a 
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source of beef and milk. Other economic activities are timber production and small 

scale mining. In Chipata there are two big factories; Chipata Bicycle Manufacturing 

Plant and Clark Cotton Ginnery. The South Luanga National Park is only 150 km 

from Chipata town. This beautiful national park attracts many tourists coming from 

Malawi or via Livingstone and passing through Chipata town. Of the inhabitants 

70.5% is literate of which 60% is male and 36.3% female. 44% of the people in rural 

areas and 78.3% of the people in urban areas can read and write in any language. More 

than 72% of the learning institutions is of middle basic schools, grade 1 to 7. 

Concerning health care, Chipata district provides care in 33 governmental and two 

mission facilities which is almost 25% of the total health care facilities in Eastern 

Province. In Eastern province 13.7% of the people is infected with HIV/AIDS which 

is below the national of 15.6% (Central statistical office 2004: xxiii-xiv,1-3). The 

infant mortality rate is higher in rural areas. In both areas IMR is highest among 

widowed mothers compared to other marital status and lower as the educational level 

of the mother increases (ibid.:94,95).  

2.3 Health reforms Zambia 

In 1992 the Zambian government started reforms on the provision of health care. The 

reforms were a result of the increased costs of health care which the government could 

not cover. Furthermore, the health policy was mainly of a curative and hardly of the 

preventive kind. It focused mainly on economic changes and was not adapted to the 

social and economic changes that had taken place in Zambia. This resulted in the 

introduction of user fees on cost sharing (Kasonde en Martin 1994:97,104). It should 

have given more equal access to cost-effective health care (Hjörtsberg 2002). 

According to Hjörtsberg, the new policy has not improved access to health care. 

Access to health care depends on income and residence. The poor population in 

Zambia suffers from a worse health condition than the richer population, but it 

consumes less health care. An explanation for this phenomenon can be the high costs 

of health care to the poor population. These costs are user fees, costs of transport and 

time. Travelling time which otherwise would have been spent on the farm must be 

seen as a lost income. The rural population in Zambia consumes less health care than 
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the urban population. The urban population usually has a higher income and needs 

less travelling time to health care facilities than the rural population. The costs of 

access are also smaller for the urban population, because of their higher income. It can 

be concluded that there is no equal access to health care in Zambia. Hjörtsberg 

suggested there should be more mobile health care units to reach the rural population, 

to enlarge their access to health care ( Hjörtsberg 2002). In an evaluation of the effects 

of the user fees in Zambia Van der Geest et al. have found that the intended 

involvement of community members in cost sharing did not have the required effect. 

The main reason they found was that people did not want to pay extra if they did not 

expect to receive better quality of health care after paying. Other reasons they found 

were that people did not want to start paying for something that used to be �free� and 

felt betrayed since they had already paid in voluntary work in constructing health care 

facilities (Van der Geest et al. 2000). The same article indicates that people have a 

curative attitude to health care and the health reforms did not change that attitude 

(ibid.: 60). 

 

2.4 Zambian government policies and oral health 

The Oral Health Unit (OHU) in Zambia is part of the Clinic Care and Diagnostic 

Services of the Central Board of Health (CBoH) in Zambia. The CBoH describes oral 

health as: �a standard of health of the oral and related tissues, which enables the 

individual to eat, speak and socialize without active disease, discomfort or 

embarrassment and contributes to the general well being�.  

The policy of the Central Board of Health of June 22nd 2004 on oral health 

advocates; the role the CBoH, the goals of the government and the part the population 

is expected to play in the provision of oral health care. OHU had an advising, 

controlling and representative function for the Ministry of Health concerning oral 

health. It coordinates education, collaboration with international organisations, 

encouraging research to improve oral health and oral health care in Zambia. In Zambia 

dental education is given in the Department of Dentistry in the School of Medicine in 

Lusaka. Dental therapists are trained in Zambia, but there is no school for dentists in 
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the country. Most people go to Harare to study dentistry. In Zambia there are 44 

dental surgeons, 21 practice in a public and 23 in a private clinic. Furthermore, there 

are dental therapists; two oral hygienists, dental technologists and dental attendants. 

According to the above mentioned policy oral health care is provided in all provincial 

hospitals and in 70% of all district hospitals. In all schools in Zambia oral health care 

is taught in groups. In Eastern Province there are six dental clinics. 

The problems in oral health care in Zambia are the shortage of dentists, the low 

status given to the oral health services in Zambia, the lack of financial en material 

resources, transport difficulties and the lack of support staff at district and provincial 

offices. The OHU has made it its object to first develop strategies and policies to 

improve the dental curriculum and the oral health care projects in schools and 

prevention of noma. Second, to include oral health care in the public health priority 

areas. Third, to educate A.R.T. technique to dentists and community health educators. 

Fourth, to enforce the collaboration with Commonwealth Dental Association, the 

WHO and Teethsavers International. The CBoH advises the Zambian population to 

brush their teeth twice a day with a toothbrush or with a chewing stick and to use 

fluoridated toothpaste (Central Board of Health 2004). The CBoH considers oral 

health as a great value to general health of the Zambian population and would like to 

invest in oral health. The lack of policy and budget estimation make it unclear how 

this investment and the achievement of these goals are going to be realised. According 

to Hjörtsberg, there is a need for local oral health care in rural areas.  

 Teethsavers International is a non-profit organisation that wants to promote oral 

health among children and their parents in the urban and rural areas. The team are 

educated in a school in Chipata. They visit primary schools and villages in Chipata 

District to provide oral health instruction and to perform ART restorations in six year 

molars. The Ministry of Health has recognised the education programme and each 

graduate receives an official certificate. The programme is bottom up and fits with the 

health reforms the Zambian government promotes.  

In a WHO recommendation for improved performance in public health service 

concerning oral health an evaluation of community based oral health promotion and 

oral disease prevention was executed.  
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3 The research 

The research was carried out in April, May and June 2006 in Chipata District in 

Zambia. My fieldwork location was mainly Chipata, the Provincial Capital of Eastern 

Province. I was based in the Zambia Six Year Molar Focus School, the headquarters 

of Teethsavers International in Chipata town. Most research was conducted in the 

urban area of Chipata town, although two weeks were spent in two villages in the rural 

area. The research is an explorative study of qualitative data. Little is known about the 

social significance of oral health and oral health care. The research results should give 

insight into this subject; how the people view oral health, what origins they ascribe to 

oral health problems and what solutions they seek and find. There may be some links 

to a descriptive study, but the research period was too short to compare categories or 

explain any observed differences, for example differences in gender and age groups in 

urban and rural areas.  

 In the following paragraph I will present the research question and sub questions 

and themes, describe the research population and the research methods and 

techniques. Furthermore the analysis of the research methods and acquired data is 

explained, as well as the challenges, limitations and ethical issues which intervened 

during the research period. 

3.1  Research objective, questions and themes 

The main objective of this study was to explore the perceptions on oral health, oral 

health care and oral health of the rural and urban community in Chipata, Zambia: how 

does the research population define a healthy mouth, how do they explain oral health 

problems and what solutions do they have for oral health problems. To structure the 

research and be able to reflect on the progress of the research the objective is 

transformed to research questions. The central research question in this explorative 

research is: 
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This research question was split up into two sub-questions: 

• Which knowledge, ideas and self-care activities do people in rural and urban 

communities in Chipata District have for oral health? Special attention is given to 

oral hygiene practices, diet, smoking tobacco and drinking alcohol. 

 

• What kind of professional oral health care facilities are available (biomedical 

practices, traditional healers, hospitals, dispensaries) and accessible (cost of social-, 

geographical-, financial- and cultural distance) in Chipata District and how are 

these facilities experienced (quality)? 

 

To answer these research questions information was collected on six related themes. 

The different operationalisation techniques for data collection on each theme will be 

described in paragraph 3.3. 

1. Oral health values and practices 

2. Oral health problems and solutions 

3. Daily oral nutrition  

4. Daily (oral) hygiene 

5. Access to oral self-care and professional oral care  

6. Ideas on future oral health care 

 

3.2 Research population  

31 people participated in individual interviews, 24 people participated in four focus 

group discussions. Participants were between 6 and 60 years old. An overview of 

participants is added in annex II. 

What knowledge, ideas and behaviour do people have on 

oral health, oral hygiene and oral health care in rural and 

urban areas in Chipata District, Zambia?  
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Categories  

A major contribution to the research was provided by the research assistant, Doranah 

Muloongo. She was selected from the group of oral health educators and ART-

operators from Teethsavers International, the NGO that hosted me. Her job was to 

educate children and their parents on oral health and hygiene and to operate on 

children to preserve the six-year molars with A.R.T.-restorations. She was my key-

informant and a snowball method was used to select part of the respondents. The 

influence of her profession on the research is discussed in paragraph 3.5. Another 

snowball method was used via the contact person Jack Rudd, the founder of the NGO 

and my house mates. The research population can be divided into categories. The first 

category is community members. In the research proposal a number of community 

members was estimated according to age group, but in practice the community 

members in the urban area were selected at random. In the rural area two families as 

well as community members were selected for participatory observation and guided 

discussion. Another research population category is oral health care professionals in 

the areas. Four dental therapists and one dental technologist participated in a semi-

structured interview. One traditional healer and a former traditional healer were 

interviewed twice in semi-structured interviews. Five oral health educators from 

Teethsavers International contributed to the research in a focus group discussion. The 

third category is patients who visited the dental clinic in hospitals. Five patients were 

interviewed at the time they were waiting for a consult with the dental therapist in 

Chipata General Hospital.  

  

Geographical distribution 

Chipata town was the base for the research most community members were 

interviewed in the urban area of Chipata town though at different locations. The 

research period did not allow a valuable differentiation between urban and rural areas 

on the research objective. However, part of the research was executed in the rural area 

for three main reasons. First, the accessibility of professional oral health care options 

can be different in villages and in towns and this might influence people�s perception 
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of oral health and oral health care. Second, the availability and consumption of food 

differ in rural and urban areas. This might influence oral health. Thirdly, the difference 

in used media and communication in both areas might influence perception, 

knowledge and the value of oral health of the population. The data collected in rural 

areas are diminutive, but important. Although, the duration of the research period was 

short, the results have to be considered as illustrative for suggestions for further 

qualitative and quantitative research. 

 Three weeks were spent with families for participatory observation, of which was 

one week in Magazine compound in Chipata town. In the rural area one week was 

spent in Chanje village, another in Kaya Indula village. The first two families were 

selected by the research assistant. The third family were relatives of one of the oral 

health educators. The dental clinics were spread in Chipata district. Two dental 

therapists were interviewed in their dental clinic in St. Francis mission hospital in 

Katete which is 90 km from Chipata and the main town of Katete District, which is 

another district in Eastern Province, Zambia. One dental therapist was interviewed in 

the Mission Hospital in Mwami, a small town 15 km from Chipata town. In Chipata 

General Hospital one dental therapist and one dental technologist were interviewed. 

Educational background 

The educational background varied from grade 1 for school children to grade 12 and 

master�s degree to adults. The intention of this research was to involve participants of 

different levels of education in order to be able to estimate the influence of educational 

background on perception and knowledge of oral health and if possible in relation to 

geographical background. Unfortunately, due to the short research period it was not 

possible to maintain an equal spread in educational background. 

Ethnic and religious background 

As ethnicity and religion go hand in hand with traditions and cultures, oral health 

perceptions and activities might be influenced by the ethnic background and religion 

of the research population. Chipata town is a border town which is growing and 

developing quickly and different ethnicities are found in town. The participants in the 

villages were from the Chewa tribe. The research sample is too small to make any 
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statements on the influence of ethnicity and religion, although some indications for 

further research are noticeable.  

Gender  

The research population is gender balanced. However, in this explorative research it 

was never the intention to make any statements on gender. The influence of gender 

and its relation to background education, to access to oral health care and to 

information on oral health is interesting. In further research on this subject the 

influence of gender and educational background ought to be investigated. 

 

3.3 Research techniques per theme 

To acquire information on research themes different techniques were used. In this part 

the techniques will be described per theme. A topic list for semi-structured interviews 

and focus group discussions is added in Annex IV. 

Theme 1: Oral health values and practices 

Data on oral health values and practices were collected by means of (participatory) 

observation and in semi-structured interviews. In interviews people were asked about 

the value they attach to oral health. These values indicate people�s ideas and ideals on 

oral health. Furthermore they were asked how they took care of their oral health. This 

was compared to other categories. This pointed out the image they want to give the 

researcher. At last, participatory observation revealed the actual oral health practices, 

what really happened on oral health. These findings on image and actual practice were 

compared. 

Theme 2: Oral health problems and solutions 

Oral health problems were uncovered in semi-structured interviews, focus group 

discussions and guided discussions with community members. People were asked 

about their experiences with oral problems and the origin they ascribed to them. Each 

person told about solutions for these oral health problems, or even demonstrated them. 
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Furthermore, oral health professionals mentioned the oral health problems they 

observed in their patients in dental clinics or in witchdoctor practices. 

Theme 3: Daily oral nutrition  

Fourteen food diaries were distributed in Chipata town and eleven were collected and 

analysed. Respondents had to give their names, age, profession and position in the 

household. In the diary date and time of food intake and type of food, drinks and 

ingredients were collected in the urban area. The purpose of gathering data on diet was 

to look at the frequency and type of food intake, plus the frequency and amount of 

sugar consumption. In the rural area participatory observation led to data on daily food 

intake. Food diary respondents are listed in annex III.  

Theme 4: Daily (oral) hygiene 

Two techniques were used to acquire a complete overview of hygiene perceptions and 

activities. To collect data on actual hygiene activities morning walks in urban and 

rural areas and participatory observation were done to observe what actually 

happened. This method led to information on daily oral hygiene. Participatory 

observation was performed in villages and urban compounds of different economic 

background. Living together with native housemates was an opportunity to see the 

daily operation on hygiene, oral hygiene and food intake. But furthermore, listening to 

stories about normal and abnormal things, daily problems, worries and thoughts, 

cooking together and sharing leisure time provided insight into daily hygiene. In the 

rural area participatory observation was performed. Days and nights were spent with 

families in villages. I chose to collect information through guided conversation and 

small talk. I felt it was not appropriate to have a semi-structured interview in the 

village, since it might have been instigative and could influence the validity of the 

information people gave me. In the urban area semi-structured interviews were used to 

collect data about importance and expectations of hygiene. In semi-structured 

interviews people were asked of their expectations about men and women on (oral) 

hygiene in general and their possibilities to fulfil these expectations. Two focus group 

discussions were held with the same structure as the semi-structured interview. The 

focus group discussions were used to test my interpretation of the collected data. A 
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complete picture of ideals, images and actual practices of people on (oral) hygiene was 

collected through these different research techniques. 

Theme 5: Access to oral self-care and professional oral care  

In the rural area data on oral care was collected by observation and guided discussion 

about oral care. People were asked about their preferred and used curing method for 

oral health problems. The discussion revealed information about the accessibility and 

the availability of oral care. In the urban area in semi-structured interviews people 

indicated self-care methods for oral problems and professional oral care. Availability 

and accessibility were estimated during interviews with inhabitants, patients in dental 

clinics and oral health professionals. They were asked about their experiences with 

oral health care and their suggestions for future oral health care. 

Theme 6: Ideas on future oral health care 

Information on this theme was deducted from interviews with oral health care 

professionals about the changes they suggested to oral health care policy. During 

interviews with research population in the urban area people were asked what would 

be necessary to improve oral health. In the rural area this subject was only slightly 

discussed. 

 

3.4 Analysis and presentation of the collected data 

All used techniques contributed valuable data for analyses. Participatory observation 

was elaborated in field notes. Semi-structured interviews were recorded on mp3 and 

transcribed in detail right after the interview. Guided interviews were reported in short 

summary shortly after returning from rural areas. When interviewing the research 

assistant translated English to Nyanja, Chewa or Tonga when needed. During the 

research period the collected data was analysed to assess the need for adjustment in 

focus, research techniques and or interview questions.  

 Field notes and interview transcriptions are structured before analysis. Each 

category was labelled and data is listed and coded in Maxqda2, a Computer-Assisted 

Qualitative Data Analysis. The analysis focused on categorising reasons and 
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motivations people had for hygiene practices, oral health self-care and seeking 

professional oral health care. No statistical tools are used in data analysis. Returned 

food diaries were compared with each other and with food intake indications from the 

rural area. Data were analysed by theme and the findings are presented in chapter four. 

 

3.5 Limitations in the research 

The major limitation for this research was the short duration of stay in the research 

area. This barred inclusion of oral health policy makers in the research population. 

Although an appointment was set with Dr. Mtolo, the official of Oral Health 

Department of Ministry of Health, it was cancelled and could not be postponed. 

Furthermore, it seemed the government did not have the time or willingness to 

cooperate in the research. When asked about oral health policy the Central Board of 

Health office in Chipata referred to its head quarters in Lusaka, the capital of Zambia. 

Ministry of Health in Lusaka did not respond to my request for a meeting. The lack of 

this information is considered a great deficiency in research data, especially for 

suggestions on promotion of oral health care and future plans. Furthermore, the 

impression could be given that time constraints limited the duration of my stay in the 

rural area and the selection of a balanced research population. In the short periods 

spent in the rural area few data were collected. This data gives an impression, but 

cannot be used for general statements. The sample is not balanced and most 

respondents were selected by snowball methods. Since the research has an explorative 

character it was never the intention to select a balanced sample in order to give the 

research a quantitative character. Nor was it the intention to make definite statements 

based on this research. 

 A second limitation on the research could be the fact the research assistant was an 

oral health professional. This factor could influence the validity of the research, in 

view of the fact that people might want to give correct or socially acceptable answers 

on questions related to oral health issues when they know the research assistant is 

working in oral health. In my perception, the contrary occurred; since Doranah 

Muloongo was not working for the government but for a NGO with a bottom up 
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approach, people felt free to give their opinion on oral health. Discussing work issues 

broke the ice and brought the conversation to oral health without mentioning the 

research purpose. People were enthusiastic to explain their self-care methods. They 

spoke openly about oral health and hygiene and their experiences without the intention 

to give �correct� answers to the researcher. The fact that the research assistant was 

working in oral health rather contributed positively to the research. 

 A third limitation could be the background of the researcher. An educational 

background in dentistry might influence the research. In my opinion this was also a 

positive factor in interviewing dental therapists. Although I presented myself as a 

student in medical anthropology, they gave an abundance of technical information 

when they found I out how much I understood. They talked freely about their opinions 

on oral health precipitance of community members and the problems they faced in 

their work. In interviews and participatory observation I always presented myself as a 

medical anthropology student to exclude any influence my educational background 

might have on the answers and behaviour of the research population. Another positive 

aspect of the educational background of the researcher is used in the analyses of the 

data. In interpreting the data on oral health, hygiene and daily nutrition an emic and 

etic perspective can both be illustrated.  

3.6 Research process challenges and ethical issues 

One challenge that occurred during the research period was the absence of the 

research assistant due to sickness. This short duration gave me an opportunity to 

explore the research areas and the people by myself. This situation turned into 

something positive since independent observation and interviews gave fresh 

information. Visiting Doranah at the ward where she was admitted gave an 

opportunity to visit the hospital as a visitor instead of as a researcher.  

 The research subject did not involve ethical difficulties. People had no problem 

talking about oral health. The subject was not offensive to anybody, although some 

people were embarrassed when talking about personal hygiene. In general the research 

did not involve ethical issues. 
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4 Findings 

4.1 Hygiene 

General hygiene 

To understand the hygiene activities and ideas about the oral cavity of the research 

population, the value of hygiene and its influences in their daily life has to be 

reviewed. In general, hygiene activities are related to health, to social and aesthetic 

values and to economic status. For the inhabitants of Chipata some activities are 

expected to be done to be a good and respected person. For women is it important to 

clean their environment. Sweeping the yard and the plot is the first thing to be done in 

the morning and this is repeated in the afternoon and evening. If a woman is not 

sweeping her plot people might think she is lazy. After sweeping, a woman is 

supposed to collect and warm water for bathing and making tea. Cleaning activities 

make a person dirty, so after sweeping a woman also has to take a bath. This is a 

hygiene activity to keep healthy, but also to look neat. Household activities such as 

cooking, doing the laundry, fetching water and taking care of children are the other 

tasks for a woman to look after. Besides these household activities, women in rural 

areas do agricultural work in the field and in the garden. In urban areas many women 

maintain some kind of commercial activities. They sell fruit, vegetables, rice, maize 

and groundnuts in small shops on the roadside near their houses. In bigger shops they 

also sell also soap, sweets, pharmaceutical painkillers, tissues and salt. Both in rural 

and urban areas working in the field and maintaining commercial activities show a 

woman is not lazy and can take care of her family. Performing activities and body 

hygiene are important to stay healthy and to be respected in the community. Men in 

urban areas are expected to have a job to earn money. They are supposed to interact in 

society and do activities such as slashing the grass. Men who drink alcohol or use 

drugs are not respected nor are women who work in prostitution. They are considered 

disgusting and filthy and are not respected.  
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 Personal hygiene and cleaning the environment is of great value to people. It is 

very important to look clean. Sweeping and mopping several times a day is not only 

for aesthetic purposes, but also for health reasons. People believe dust and dirt cause 

illness. Chipondi Phiri, accountant clerk, explains the importance of a clean housing 

environment for general health: 
CHIPONDI:  In homes we need to have good homes, piped water, well treated with 
chlorine and the process will be okay, but you find that, in some homes the toilet 
system is not okay, the sewage system, you will find that, those, those toilets which 
are not, there are some times outside toilets. 
INT: Aha. 
CHIPONDI:  And those inside toilets, for instance in Kapata area, you know, toilets, 
most of the toilets are being found outside the homes, but are also toilets which are 
not in good condition, you can find that those sewerage water, just flowing like, 
just flowing like that, flies land on those nanikani, after landing on those, they 
come to the food you are eating. 
INT:  Aha. 
CHIPONDI:  Because you are just close to�. to...to�the toilet, as a result you fall 
sick, so it is better to have a good home and toilets have to be maintained. 
INT:  maintained. 
CHIPONDI:  It has to be there and ehnm again there must be�.washing system, 
there must be water when somebody has entered the toilet, as he comes out he has 
to wash the hands, you find that somebody has gone to the toilet� 
INT: Aha. 
CHIPONDI:  Has gone to the toilet, when coming back, coming out from the toilet, 
he can�t wash the hands, he will find that he will forget sometimes, somebody will 
forget to�. to�. wash the hands. You know there are certain foods sometimes you 
jump and it just comes, so can you later scare this food I have for� somebody just 
eat direct, you know as � 
INT:  without washing.  
CHIPONDI: � but he has forgotten that he, when he went to the toilet, he didn�t 
wash the hands. 
INT:  Aha. 
CHIPONDI:  So as a result, somebody will just eat that food without maybe� he 
will suffer from diarrhoea. 

 

In all interviews and observations hygiene was indicated as a theme of importance. 

Parts of the interview with Mrs Ngosa, radio operator for Zambian Wildlife 

Association and the interview with Isabel Phiri, a student of computer software show 

the importance people attach to a clean body. A clean body stands for a decent and 

respectable person. Isabel also mentions the difference between a woman and a lady 

which indicates a difference in social status: 
NGOSA:  laughing  For a woman to be healthy? First thing, eh, she, for a woman 
to be really healthy, she must first find out, know what kind of food to eat. Then, 
not only food but also the activities, because, if you don�t do any work surely you 
will fall sick, just because your body is not active, but if you are doing some other 
work, jobs like, you know, like sweeping. Sweeping is an activity, isn�t it? 
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INT: Aha. 
NGOSA:  Sweeping, even cooking itself, yes. Doing the hoeing in the garden, you 
know. Yes. And after that, you have to clean at least the surroundings. And you 
also clean yourself on you body. Ahh, you clean!! Because, after doing all those 
activities and you don�t bathe, surely, you fall sick. For food, cleanliness and 
activities can keep the woman� 
INT: �Can keep her healthy? 
NGOSA: Yes. 
INT:  What kind of tasks or activities does a woman have to do to be clean? 
NGOSA:  To be clean. I think it�s��a�.. you know� laughing What can I 
say� laughing. For you to be clean, for a woman to be clean. Take a bath�your 
hairdo, some like doing their hair, but with us, I am Seventh day Adventist. So, we 
don�t usually go for hairdo. 
DORANAH: Hair dressing. 
NGOSA: Hair dressing. No we are not allowed in our church, but others do, but it 
depends on how you understand the bible, yes. And the type of lotion apply also 
matters. 
 
ISABEL: If we come to the part of being clean....A woman, to be healthy and clean, 
at least she actually makes sure that she keeps her body, it�s is always clean. She 
makes sure that she looks after her body very good. More especially, that a lady is 
supposed to bathe, at least twice a day. At least to make her healthy. You know us 
ladies, yes. 
INT:  Aha. 
ISABEL: More especially before doing works in the morning when you wake up, 
you bathe. You take a bath after working and in the afternoons you bathe, at least�  

 

Being hygienic in cleaning the body; washing the face or taking a bath is one of the 

activities for a person to stay healthy, next to a balanced diet and physical activities. In 

rural areas, bathing is mostly done in the evening after work and before going to bed. 

Bathing is done in a private area; a bathroom is created from bamboo or bricks a 

couple of metres from the house, depending on the size of the plot. In modern houses 

a bathroom and even a toilet can be integrated in the brick house, especially when tabs 

are installed. This modern invention is not understood and accepted by all, especially 

not by inhabitants of rural areas. Bathing is not a daily activity for everybody. 

Children are frequently covered in mud and wear smelly clothes. Bathing with warm 

water is a luxury considered to be specifically for the elderly or guests. In urban areas 

people are expected to bathe at least once a day in the morning, many people also 

bathe in the evening. It is important to look clean and to dress nicely in clean and 

intact clothes. In urban areas it is a symbol of wealth to be dressed neatly, to smell 

nice and to have a beautiful (artificial) hairdo. A large amount of money is spent on 

lotion, glycerine, soap and perfume by people who can afford it.  

 



 30

 
Photograph 3. Bathroom and kitchen at the plot of our hosts in Kaya Indula village, Chipata District. 

 

Soap and water and a bathroom are needed to perform hygienic activities. People who 

do not have the money to buy soap are considered to be very impoverished: �If a 

person does not have money to even fulfil this basic need of personal hygiene, what 

else can he buy? Then he must be very poor�. For people with sufficient money 

looking clean and smelling nice can distinguish them from the people with a lower 

social economic status, like villagers. People in urban areas speak impolitely of the 

hygiene activities of people in rural areas. They look down on rural people, and 

consider themselves to be cleaner and more hygienic. Cleanliness is considered as 

something to be taught and as something related to social status. Urban residents 

believe themselves in the first place to have consumed more education, including 

regarding cleanliness; and in the second place to attach more significance to hygiene 

and cleanliness compared to the rural inhabitants. This differentiation makes them 

look good and puts them in a better position. Hygienic activities are a way of 

distinguishing yourself from other people. 
INT: � and bathing. When do people take a bath? 
NGOSA:  Well, it depends. There are some, like us in the village. I was once a 
villager, we used to bathe at night may be 18.00 hrs to 19.00 hrs. That is after doing 
field work from morning to 17.00 hrs, because you have to go, ehh we go to the 
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field in the morning from 06.00 hrs up to 12.00 hrs. Then you come back for lunch, 
and then after 14.00 hrs you go back. Then knock off maybe 17.00 to 17.30 then 
from there we take a bath around 18.00 hrs. But like in town, it is ehh..I think after, 
just sweeping the house, at 06.00 hrs, 7.00 hours, you take a bath, some 12.00 hrs 
take a bath and some around 18.00 hrs, you know, it depends. 

 

Also Michael Bwalya Chonta, an internet café owner. He indicates an economic 

reason: 
MICHAEL: �Yeah, but ahnm it is the level of sanitation that is really�it may 
differ and although the majority of the chaps, because they have abject poverty, the 
level of hygiene is also � very diminished level. 
INT:  Aha. 
MICHAEL: Ahnm you will be so surprised that ahnm a bar of soap may take 
somebody almost three weeks when� laughing So even the bathing is not so much 
thorough. 
INT:  Aha. 
MICHAEL: But ahnm so many issues are limited�. 
INT:  Aha. 
MICHAEL: Okay 
INT:  So, they don�t bathe very thoroughly? 
MICHAEL: No they don�t. Where are they going to get the money? 
INT:  Aha. 
MICHAEL: Where are they going to get the money? 

 
According to Michael poverty may be a reason for people not to perform hygiene 

practices. He suggests some people do not have the means to buy soap for daily 

hygiene. This confirms the statement above that soap is one of the essential needs for 

people. If you are not able to buy soap, then you are really poor. 

 

Oral hygiene 

Oral hygiene is any activity to clean the oral cavity. It is part bodily hygiene, because 

it can be performed for the same reasons; to stay healthy and proper. At the same time 

it is also something separate, because the relationship between oral hygiene activities 

and oral health is not as clear to the research population as the relationship between 

body hygiene activities and general health. Apart from the oral health professionals, 

most of the research population at first do not link oral health or even general health 

problems, with oral hygiene activities. In this perspective oral hygiene can be a 

separated issue to general body hygiene, but nevertheless it will appear some people 

can have the same motivation for general hygiene activities as for oral hygiene 

activities. This part of the thesis describes the knowledge of the research population of 
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oral hygiene, their oral health activities, their motivation and the accessibility of these 

activities. In the section regarding oral health problems the problem of bad breath is 

elaborated.  

 Oral health activities are mostly taught by parents, teachers in primary and 

secondary school and by peers. Sometimes people receive information form a dental 

therapist or an oral health educator. These different instructors teach people different 

reasons and methods for oral hygiene activities. Parents tell children to brush their 

teeth only because they have learned that that is what people should do. Teachers and 

dental personnel teach about the relationship between oral hygiene activities and a 

healthy body. In general the knowledge of oral hygiene a person receives depends on 

the knowledge of the people in his or her environment. People copy behaviour from 

their parents and peers. The amount of information people have collected about this 

subject corresponds with their level of education. First because people are taught oral 

hygiene in school and second because more highly educated people put more time, 

interest and effort into collecting knowledge of this subject. In urban areas most 

people are more highly educated and have a greater knowledge of oral health than in 

rural areas.  

 People indicate various reasons for cleaning the mouth. Most adults clean their 

oral cavity because of the resulting freshness. Remaining food particles develop a bad 

smell from the mouth. A dirty mouth and a bad smell make a person feel 

uncomfortable and are not accepted and appreciated by others. People who have a bad 

breath are kept at a distance and avoided by others because of the nasty smell they 

produce. This can be seen as a sanction against this antisocial behaviour. A person is 

supposed to keep his or her mouth fresh. Therefore people with bad breath are 

believed to have failed to look after themselves. They are considered to be unhygienic 

and not taking responsibility for their body which means they are not respected. In this 

perspective oral hygiene is perceived as part of the general hygiene a person has to 

execute to be thought of highly and, literally, to be a member of the community. In the 

paragraph on oral health problems the significance of bad breath to the research 

population will be elaborated upon. In the following fragments of interviews, 

Chipondi Phiri, an account clerk, mentions bad breath as a reason for oral hygiene. 
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George Kalomo, a future pastor, tells about the causes and effects of having a bad 

breath. 
INT:  Aha. Do you also know what things should be done to keep the�. Which 
things are important for�� for�� to keep a mouth healthy? 
CHIPONDI:  A mouth healthy?  Yeah, mouth healthy is important, You know it is 
just because of maybe poverty the people, that we are going through, but we need 
to have toothpaste, toothbrush, so that every after anything that you eat, we need to 
clean our teeth, because if we don�t clean our teeth, you find that the bad smell 
maybe comes from our mouth. 
INT:  Aha. 
CHIPONDI:  Maybe bad nanikani will also spread. 
INT:  Aha. 
CHIPONDI:  To� to your friend. So if you couldn�t have, at least to have things to 
cleaning our tooth for health wise frequently cleaning �� 

 
INT:    What do people think about somebody who has a bad breath? 
GEORGE: Well. It is not �to my side, I have discovered it is a bad behaviour, a 
bad habit, because we always need to have a�. mouth which is clean and which is 
smelling fresh. 
INT:   Aha. 
(�) 
GEORGE:   Oh, come out to, you know you have to�to be� You know if you are 
talking to people, you don�t need to have a bad breath. 
INT:  Aha. 
GEORGE:   You need to have a fresh breath, no wonder each day �you are going 
to have a good breath and so on. Because bad breath � You have to imagine you 
got a bad breath.  You know, somehow you are not going to listen to the person, 
because you feel uncomfortable about it. 
INT:   Aha. 
GEORGE:   Because that is just an �. No it is like rotten smell is coming out of 
the mouth, so it is not good. 
INT:   So what can you do to �. How does it come that somebody has a bad breath? 
What created is, or how�? 
GEORGE:   Normally, to ehnm, ehnm, its lack of taking care of your, of your 
mouth. I don�t know. I don�t know. How I can put it? Just telling to take care of 
yourself well, yeah. 
INT:    Aha. 
GEORGE:   Not brushing and not really taking care. (�.) 

 

The lack of brushing is seen as one of the causes of bad breath. Apart from causing 

bad breath Chipondi and George also mention that neglecting hygiene activities can 

cause tooth decay. A second reason for cleaning the mouth is to prevent teeth from 

rotting. People assume remaining food particles will lead to tooth decay. Some people 

mention this correlation as a reason for brushing, they say �you can eat whatever nice 

food you can, but you need to clean the mouth� otherwise teeth will start rotting and 

becoming a problem. Others mention it when asked about the cause of their toothache. 

This will be discussed later in the section about oral health problems. For children, 
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decontamination of the oral cavity is stimulated through inspection by teachers in 

some schools. They inspect the front teeth of children and tell the children with dirty 

mouths to go home and brush their teeth. A third reason for cleaning the oral cavity is 

mentioned by a Muslim inhabitant of Chipata town. He cleans his mouth for religious 

and medical reasons. Before praying his mouth has to be pure and to prevent himself 

from tooth decay his mouth has to be clean. The method of purifying the mouth 

before praying is different than the method of cleaning for prevention of decay. 

Purification of the body and the oral cavity stands for purification of the mind and the 

soul. 

 People believe the best way to clean the oral cavity is with a toothbrush and 

toothpaste in the morning, afternoon and evening, three times a day after every meal. 

They also mention that these cleaning utensils are very expensive. Especially 

toothpaste is costly. Using toothbrush and Colgate2 is a sign of wealth and 

development. It distinguishes a person from people less fortunate and is also a sign 

that a person is more highly developed. People do not have to use old fashioned 

methods of oral hygiene, but they are capable of using these modern, western 

techniques. People are proud to mention they are acquainted with this cleaning method 

and are even prouder to mention they can afford to buy the utensils and carry out this 

method. When toothbrush and toothpaste are too expensive, people have many other 

alternative methods of cleaning the oral cavity. People in urban areas are ashamed to 

admit they use those methods, they say they know them, but deny using them. They 

laugh about original oral hygiene methods, as these two examples will show: 
ISABEL: Like in villages where they are far, far they are addicted to cleaning the 
teeth. 
INT:  Aha. 
ISABEL:  They just use ashes, they don't have much time to look for Colgate. 
Toothbrush they don't have. So they just have to get a stick, use ashes even when 
they�. It is hard for them. Others, they are poor they can't afford to buy Colgate 
each month. They can't afford to buy toothbrushes, so it's hard for them. 
INT:  Aha, and for people in town, Chipata town, can they...is it possible for them 
to buy toothbrush? 
ISABEL:  For some of them it is, but some of them is not. Like, it is like, I give an 
example, there are others who can afford and others they cannot. 

                                                
2 Colgate is a synonym for toothpaste. This might be caused by the enormous commercial activities 
Colgate-Palmolive undertakes in Africa, to promote its toothpaste. There are other brands of toothpaste 
available, mostly Chinese, but these are of inferior quality. A lot of them do not contain fluoride, even 
though this is written on the parcel. 
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INT:  Aha�..Are people able to, to say like you, you have discovered for yourself 
you have to brush twice a day, or are people able to do that? Can they manage? 
GEORGE:   ahmmmm, ahnm I can�t speak for many people but I can speak for my 
self, because they are not there. 
INT:  Aha 
GEORGE:   To the few friends I have around, who I can be await to, one of the fact 
you have to know is that, like in Africa , especially to speak of Zambia we are a 
developing nation, meaning that there are others who can�t even afford to have a 
toothbrush in there homes. 
INT: Aha 
GEORGE:   laughing, and they can�t manage to have ahnmm, ahnmm that paste 
itself to use. So, you discover, they don�t do that. No wonder that they have got 
cavities and so on and so forth. Ahnmm, if you take a statistics even of Chipata you 
discover quiet a many people don�t do that. 
INT:   Aha. 
GEORGE:   But few of us who are privileged, that we have those facilities, we do 
that. 
INT:   Aha. 
GEORGE:   Normally, I brush twice every day. I brush in thee morning and I 
brush�normally even though am saying twice, but I enjoy brushing my teeth every 
time I eat like nuts, and when there was quiet a heavy meal, I want to go and brush, 
because I know there might be some particles which has remained in my tooth� 
INT:   Aha. 
GEORGE:   Which I don�t want to develop� something here, laugh 
(�) 
INT: �And the people who are not able to have a brush or paste�do they have 
other activities they can�ehm, instead of brushing� 
GEORGE:   Aha. 
INT:  Are there other activities to clean the mouth? 
GEORGE:   Normally, here we normally use salt. You just get warm water and salt 
you put in cup, you know. You stear it up, you put�it goes like that and� 
INT:     Aha 
GEORGE:   I think three times at least. 
INT:    They use after every meal? 
GEORGE:   Normally�. Early in the morning� Normally that�s what they do. 
INT:   Aha, early in the morning? 
GEORGE:   Certain, they go into the village�there are certain things they get, 
certain trees which they use to go brush. 
INT:   they use the trees? 
GEORGE:   Yes. certain, certain trees, you know, laugh, they get it then they use it  
to.. 
INT:    brush�. 
GEORGE:   Yes. 
DORANAH:  More especially trees which produce �which they are able to get 
some thing to eat. 
INT:    Aha. 
GEORGE:  Which are not poisonous so to say.    

 

According to oral health care professionals, people, especially in rural areas, do not 

have enough knowledge of the relationship between oral hygiene activities and 

general and oral health. They believe people do not care about the oral cavity and 
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hygiene activities. They suggest an awareness programme is needed to enlarge the 

knowledge of oral health care in order to diminish oral health problems. This 

conviction is partly correct. Some people indicate they are aware of health effects of 

oral hygiene activities apart from the freshness and pureness they can give. The above 

interview fragments give the impression that the main reason for not using a 

toothbrush and toothpaste is economic. It seems knowledge ánd economic status both 

contribute to the oral hygiene activities and oral health. It appears that people in rural 

and urban areas do carry out some kind of oral hygiene activity. In urban areas most 

people link a lack of oral hygiene to oral health problems, but a lot of people do not 

have the financial means to buy a toothbrush and toothpaste for cleaning. Instead they 

use alternative methods such as rinsing with salt, or rubbing with a finger and ashes. 

Another cleaning method is the use of chewing sticks. Chewing sticks contain 

ingredients with cleaning and healing capacities. In rural areas a chewing stick is the 

most common utensil for cleaning teeth, mostly only the outside surface. People clean 

with chewing sticks and twigs any time of they day. They remove remaining food 

particles and accumulated plaque during a walk from the village to the field. Some 

people in rural areas use a toothbrush in the morning. For logistical and financial 

reasons toothbrushes and Colgate are hard to obtain. Ashes and finger and sometimes 

salt are used to clean the mouth in the morning.  

 Reasons for not cleaning the mouth are a lack of knowledge of the relationship 

between remaining food particles and oral health problems; people have no time to 

spend on oral hygiene activities because they have long working hours, especially in 

rural areas. In evening after supper people may not clean their teeth because of 

darkness. People mention the reasons for other people not cleaning their mouths. 

Those are laziness and a lack of interest in the oral cavity or a lack of money to buy 

utensils needed for hygienic activities. During interviews people hasten to say that 

they do perform some kind of oral hygiene activity, preferably a modern, expensive 

technique. This seems to show that people wish to demonstrate they are more 

energetic, hygienic, rich, educated and �developed� than others. 
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4.2 Food 

Knowledge of food and health 
Oral health is influenced by the items that interact in the oral cavity. Hygiene activities 

but also one�s diet have an enormous influence on the milieu of the oral cavity. Diet, 

smoking tobacco and drinking alcohol are cultural phenomena. This is determined by 

the meaning people give to food, environmental characteristics, the availability of 

certain food, knowledge of nutrition and one�s daily activities. To analyse this 

influence on oral health it is necessary to look at the eating and drinking habits and the 

knowledge of food of the research population. 

 
INT:  Aha, ehnm what can a woman and man do to keep the children healthy? How 
do you make sure that your children are healthy? 
MWANDIRA:  One, for a man and woman should make sure food is always 
available and children should take at least�for instance here, due to financial 
standards most of the people maybe take three meals, we have nothing in between 
meals, but you to make sure that children should have not less than three meals in a 
day. Within those meals you have to make sure that they should be balanced. 
Sometimes it is not very common for us to take, maybe you have nshima for supper, 
no vegetables sometimes. Maybe you have vegetables in the afternoon�lunch� 
Okay we are used to that because of our financial standard whereby we cannot add 
all those things together in one meal but you have to make sure that within a day at 
least you can balance.  

 

As described in the above fragment from the interview with Lackson Mwandira, a 

carpenter, most people say a balanced diet is the best diet to stay healthy when asked 

about which food is healthy and which food is good for the oral cavity. Such a 

balanced diet consists of carbohydrates (nshima, a ball of cooked millie meal and 

water, potatoes or rice), protein (meat, eggs), vegetables (cabbage, rape), fruit 

(pineapple, bananas, apples, oranges), food that contains iron and calcium, vitamins 

and pure water. Apart from this, fried dry maize is mentioned as being beneficial to 

teeth but also as something harmful to the oral cavity. Sweets are most frequently 

mentioned as harmful food to the oral cavity and besides sweets; sugary products, tea 

with sugar and food particles remaining on teeth are mentioned  
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Hygiene 

Many people mention the importance of drinking pure water and eating clean food for 

staying healthy. Washing food in clean water before eating will prevent one from 

becoming sick. The body has to be clean when preparing food and when eating food 

as is indicated by Christine, a student of catering: 
CHRISTINE:  � And also hygiene. I should take �� prepare 
INT:  things that are clean? Can you give an example? 
CHRISTINE:   Food, like when I am preparing food. I should take a bath first 
before I start cooking, my hands should be clean. 

 
Before sharing a meal participants wash at least the right hand which is used for 

consuming a meal. One of the persons present pours water on the hands of each person 

so he or she can wash them. If the meal is taken inside the house a bowl will be 

provided to collect the dirty water. At the end of the meal the ritual of washing the 

hands will be repeated as they have become dirty because of eating. It is very 

important for people to consume a meal with clean hands. It did not became clear 

whether in this ritual hands are cleaned of things such as bacteria or in order to purify 

the hands prior to partaking in the meal. 

Diet, smoking tobacco and drinking alcohol 

An estimation of the daily food intake of the research population is of great value, 

especially to estimate the difference between the diet they consider to be healthy and 

the actual food intake. The daily food intake is observed during (participatory) 

observation and in urban areas food dairies were distributed, as mentioned in chapter 

three. 

 Generally people consume three to four meals a day. In the morning most people 

start with tea with sugar and milk plus plain bread or bread covered with butter or jam. 

Sometimes rice with sugar is taken or porridge with pounded groundnuts. In rural 

areas fried maize or cooked pumpkin or sweet potatoes were also common. For lunch 

and supper nshima with relish is common. Nshima is the staple food for most people 

in Zambia; they state they cannot spend a day without eating it. Relish consists of one 

or two side dishes, like vegetables and/ or meat. Most common are rape, pumpkin 

leaves often with pounded groundnuts, beans, cabbage, okra, soya pieces, fish, 
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chicken and pork. These dishes are cooked in a lot of cooking oil with onions and 

tomatoes. Alternatives for nshima are potatoes, bread, chapatti, chips. As for snacks in 

between meals people eat groundnuts, sugar cane, fried maize, cassava, freetas (oil-

dumpling), cake, bubble gum, fruit or drink tea with bread, a soda or water with sugar. 

Only children mention they take sweets during the day, but adults also eat sweets if 

they have the chance to acquire them. For drinks, most common is water as well as tea 

or sometimes coffee with milk and sugar. Soft drinks are a luxury. Some people 

consume alcohol and smoke tobacco which is generally despised by others, especially 

Christians and Muslims. It is mainly the men who drink and smoke. Women found in 

pubs are mostly regarded as prostitutes. Tobacco is considered to be unhealthy, but it 

is sold by piece or package in every kiosk. Alcohol is associated with irresponsibility, 

wasting money, violence and misbehaviour which might be a reason why people 

disapprove so strongly. In urban areas alcohol is consumed in pubs in town, mostly 

beer or cane. Everywhere, especially in rural areas, people build their own breweries. 

They a drink from maize flour with a high alcohol percentage. Though widely 

consumed this drink is said to cause irreversible blindness. 

 The type of food a person eats depends on taste, tradition and also the capacity to 

digest this food. People who are missing some front teeth have difficulty biting while 

people who miss molars have more problems with chewing. Food can get softer by 

overcooking it, which in turn can lead to a loss in nutrition and less mechanical 

cleaning of the remaining tooth surfaces. Most of the time the diet is not balanced 

every day, but over a week people get a variety of food, although carbohydrates 

exceed vegetables by far. Meals always contain a higher percentage of carbohydrate, 

mainly for nutritious reasons. Nshima, for example will fill up the stomach so people 

will not feel hungry for hours after eating it. Vegetables are a small part of the dish. 

Apart from bananas and seasonal guavas, fruit is rare for many people, especially in 

rural areas. A shortage of vegetables and fruit can result in a vitamin shortage which 

effects general health. Sugar and salt are so widely used that the Zambian government 

decided to add vitamin A to sugar to make sure the population get this vitamin at least 

in this artificial way. Tea is always prepared with sugar. Plain rice is flavoured with 



 40

sugar and relish is flavoured with salt. Apart from industrial sugar, people eat sugar 

cane. Especially in rural areas it is common to eat a lot of sugar cane during the day.  

 Generally, apart from sweets people in the urban area consume food or drinks six 

to seven times a day. In rural areas the frequency of food intake is much lower, three 

to four times a day. This means that food will enter the mouth less frequently and less 

food particles will remain on the tooth surfaces and this frequency of polluting the 

teeth will make them vulnerable to tooth decay. Besides this, during the research 

period people harvested sugar cane and consumed the entire day. This means there is a 

prolonged exposure to sugar. However, eating sugar cane cleans the tooth surfaces 

mechanically from remaining food particles and can be seen as an unintended hygiene 

activity which can influence oral health. The composition of sugar cane can be of 

influence since certain types of sugar cane contain fluoride. Fluoride can make teeth 

stronger and more resistant to tooth decay. This will be discussed in paragraph 5.3.  

 Apart from culture, taste, tradition and chewing capacity, the availability of food 

can be a factor of influence on the diet of people. This research was carried out at the 

end of the rain season and the start of the cold season, in this period relatively much 

food is harvested and available. Most of the above mentioned food was widely 

available in Chipata. The Saturday market and the Kapata market are two big food 

markets in town. At Saturday market Asians sell a large amount of new, more 

exclusive food imported from Tanzania or India. These vegetables and spices are a bit 

more expensive than the locally found foods, but the higher prices are not the only 

reason these products are not widely used in Zambian cuisine. It is also the cultural 

barrier that keeps people from buying and preparing dishes that are strange to them. 

People do not often experiment with the food or spices available, but they eat the same 

dish over and over again. Although a variety of spices is available at low prices, many 

people only use salt and sugar to flavour their food. In rural areas less food is available. 

Food production depends on the season, but only maize flour, sugar, salt and rice are 

transported to the villages. In town, onions and tomatoes are imported and sold, but 

these are not commonly used in rural areas which makes a balanced diet something 

rare in rural areas.  
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Photograph 4. Henri Kaswka, a market trader at Saturday Market, Chipata town. 

 

It seems that the availability of food only influences people�s diet in the more distant 

places like rural areas. In urban areas taste, culture, tradition and sometimes economic 

reasons combine to influence the diet of inhabitants. This can result in a vitamin 

shortage that has an influence on general health but also on periodontal tissues and 

other oral health problems. The influence on oral health might be caused by a shortage 

of vitamin C which affects the structure of periodontal tissue. Tooth decay is 

influenced by the frequency of food or drink intake. 

Ideas about food and oral health   

Food can have different meanings to people. The importance of food is culturally 

dependent and food can have a symbolic meaning. People suggest the existence of 

relationships between food and biological functions or welfare. Food is also used as a 

medium in term of spiritual beliefs about hygiene and (oral) health. The four 

following examples will describe these different functions of food. 

 Food is used to welcome someone. People prepare food and offer it as a gift to a 

person, as a sign of appreciation. This symbolic meaning of food is described in 

Doranah�s report of a visit to Chanje village: 
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DORANAH, report on Chanje visit: �� As we were walking back home, a certain 
woman called us, and prepared lunch for us. We had okra, pumpkin leaves, nshima, 
cucumbers, sugarcane and groundnuts which was in two types. We could walk in 
their field, and these people are good farmers. They are doing fine in farming, they 
have big fields, but they use their manpower, no tractors, no oxen; hard working 
people. And they don�t rush to work, they take their time�. They gave us a lot of 
food to carry with us to Chipata; pumpkins, watermelons, groundnuts, sugarcane, 
okra. And they invited us to visit them once more. People could doubt if Karin 
could eat Zambian dish. They were so happy to see her eating Zambian food � 
Demons also make people not to eat some food, of which every food is needed in 
the body for well balanced diet. �  

 

From the above report the importance of food to the body and the importance as a 

social instrument are indicated. Sharing food, consuming a meal together is important. 

It shows a persons respect and acceptance the people with whom he shares a meal. To 

be accepted in a community a person has to share the food the people eat.  

 Putting on weight is a sign of welfare. A general diet contains a lot of oil and 

sugar. Usually this energy is used for long walks to work and friends and other 

physical activities. A person who puts on weight is not doing that much physical 

labour which would normally keep a body in shape. Gaining weight shows a person is 

so wealthy he can afford to drive a vehicle instead of moving around on foot. It also 

shows he does not perform physical labour, but has completed some education and has 

an office job. If a diet is not modified to the personal situation, the unused energy is 

transformed into body mass. The person gains weight and is considered to be wealthy 

and or to have done some education. 

 People have some conceptions about food and oral health problems. First, they 

believe there is a relationship between remaining food particles and bad odour, tooth 

decay or damage to tooth surrounding structures. Oral health professionals are 

convinced food is one of the necessary items for developing tooth decay. The other 

three items are time, tooth surfaces and bacteria. This conviction leads to the idea that 

removing food from teeth and gums can prevent someone from developing tooth 

decay and gum problems. Secondly, there is the belief that people who eat food served 

by a woman who had aborted will develop a bone infection with a swelling of the jaw. 

This belief is mentioned by many. In the interview with the dental therapist in Mwami 

Hospital he showed a brochure regarding oral health. This brochure mentions eight 

beliefs about oral health, one of them is the above mentioned belief. In the interview 
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fragment below, the dental therapist Gibson K. enlightens this belief and he says he 

does not believe in it because there is no biological connection between these two 

events. Later on he states that any believe is possible as long as a person believes it 

will come true: 
GIBSON K:  So we say �people who eat food served by a woman who had aborted. 
Maybe brought in with osteomyelitis� 
INT:  That is the one we have heard, of mrs. Ngosa. 
GIBSON K:  You have heard of? What did you hear? 
INT:  She is a woman in Chipata. She told us that where she came from there was 
this belief that if a woman has done abortion and an other person would come and 
eat together with her before she completely healed, that other person could get 
(swelling of the cheek)�Oh, it could be prevented, she told us, by some herbs; if 
that person who comes to share the meal, if he would take herbs first than he could 
share the meal without getting an inflammation. 
GIBSON K: But have you heard of �a lady do not put salt when they are doing 
there meal�? 
INT: No, I  don�t know. 
DORANAH: When a woman is menstruating her period and you are not supposed 
to put salt in, when you put it�. 
INT: When you are cooking? For a pregnant woman? 
DORANAH: No. A normal person who has her monthly period. And then when 
you are in that process you are not supposed to put salt when you are cooking.  
INT: only the cooking person? It is not that the meal is for that person? 
DORANAH: No 
GIBSON K: Look at this; you are doing the cooking, at home maybe your husband 
or anyone related, you can be preparing the food for them. Then you are doing your 
period. Then you are not supposed to put salt in that food you are cooking. 
Someone should be doing that on behalf of you. 
INT: I  can ask my husband to come and put it? 
GIBSON K: Yes. You have that in you country? 
INT:  No, is  it because�.If I  do put salt during my period�what would happen? 
GIBSON K:  You will suffer from a cough, right ? ( to Doranah) 
DORANAH: A cough, the people you are serving will start coughing. A cough 
which is not curable, you will be coughing continuously.  
GIBSON K: �People who eat food with a woman who has aborted� people who 
eat food served by a woman who has aborted maybe born an infection called 
osteomyelitis.� I  think I  mentioned earlier about osteomyelitis? It is just a bone 
disease� 
INT: maybe that person (a patient admitted in hospital with a swollen cheek) has 
been eating food with�. 
GIBSON K:  Ahh laugh. 
INT: you can ask him! 
GIBSON K: I  will ask him, laugh. So, bone infection has not been found to be 
accepted with a person serving food, or who has aborted. There is no biological 
connection, nothing. 
DORANAH: No connection. 
INT:  But mrs. Ngosa told us that if they believe� 
GIBSON K: If you believe in that, definitely it will happen.  
INT:  It will happen. But I wonder if you believe, like this has no biological 
connection, but how can a belief make a biological connection? If you believe it 
will happen, how can�? 
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GIBSON K:  Look at this: Me, I  remember when I was at school, I was told that 
Santi�s, you know Santi�s? They think a lot. When you just think that this window 
just by looking at it, it can break. 
INT:  Aha. 
GIBSON K: It focusses on its mind or in everything, just in that. Short time you 
will see it breaking. Him had seen that. 
INT:  It will? 
GIBSON K:  Yeah, it will. 
DORANAH: Psychologically. 
GIBSON K: Look at the cup, you just imagine that you want that cup to come here 
and you look at it just there and it will come. And just somebody opens the door, 
and the cup dropped. 
INT:  Yeah, maybe you are imagining them? 
GIBSON K:  laughing, But it breaks somebody could open the door and it breaks. 
How do you connect that? 
INT:   I  don�t know. 
GIBSON K: Those things are there, because you believe it.  
INT:  You have the dental knowledge and you say you know there is no biological 
connection to osteomyelitis. But if that man is telling you  �I  have had food with an 
aborted woman�� 
GIBSON K: I wouldn�t believe that.  I wouldn�t believe that. Biologically I 
wouldn�t believe that, there is no connection. Okay. There is no� I would say 
there is connection of blood, something like that. But just getting salt in food what 
connection is there? People, they say that it is belief, so the same kind  of  belief, 
value. You know, those kind of things, because of the culture which is there. You 
know, definitely.  Because of that things could happen �  
INT:  Aha. 
GIBSON K: But with us, medical professionals and all, it is nothing like that. 

 

As the interview proceeds Gibson explains the involvement of hygiene in the belief in 

the connection between a menstruating cook who uses salt and an incurable cough the 

consumer of this food will develop: 
GIBSON K: � So, what I am trying to say that long time ago people had so much 
knowledge that they used it in a way to� people. Maybe those people doing their 
menstruation, maybe pads, you put pads here in your country? 
INT:  Yes. 
GIBSON K:  The pad is not well maintained you try to�.when cooking you put 
your hand here and try to put it proper. Then you go there you put salt again, so it is 
just a matter of hygiene. 
INT:  yeah. 
GIBSON K:  So they were trying to put that, one say please when you do that, 
don�t cook or don�t put salt in that, you know. It is just because of that hygiene. So 
people they had that in mind, and that had be growing there, I think that no, we 
shouldn�t do that because of�So by telling you when you put salt because of that, 
people are having that chronically cough. It wasn�t a connection, but they were 
trying to put up that hygienic... 
INT:  Yeah.  
GIBSON K:  You know. 
INT:  Okay, that�s how the belief came? 
GIBSON K:  That is how the belief came, I think so. 
DORANAH: They just didn�t have any other approach to it. 
INT:  Yeah. 
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GIBSON K: How am I going to approach this person? With she doing this, how am 
I going�Then they just put something to scare them, so that hygiene will be 
maintained. 
INT:  Yeah. 
GIBSON K:  That�s how I would take it. 

 

According to Gibson, the belief people have is actually based on a biological cause-

effect relationship that is not clear to people anymore. That is why it is replaced by a 

belief that has a more spiritual character. He indicates people are convinced of this 

belief, so it becomes their explanatory model for the (oral) health problems they 

experience. Gibson wants to inform people there is neither a biological relation nor 

any cause-effect relationship people believe to be present. In the paragraph about oral 

health problems, more beliefs are described.  

 

From these findings food can be seen as something of importance to people. First the 

type of food people eat, the frequency of meals and the way they are prepared and 

consumed differ among people in the research population. Furthermore, the 

availability of food and thus nutrition and vitamin intake can be determined by the 

area people live in and by their socio-economic status. This mainly counts for the rural 

area where there is less diversity in available food. In rural areas different types of 

food are available. Although people are aware of the benefits of a balanced diet, their 

food tradition determines the ingredients of a meal. The meal is not as balanced as 

could be. Furthermore, the relationship people believe to be present between food and 

certain oral health problems influences people�s ideas and activities concerning food. 

This has an effect on the general health situation, but also on the oral health situations 

as will be described in the paragraph below about the oral health problems people 

have. In studying oral health it is important to look at the habits and meaning people 

have as regards food and their influence on their oral health situation. In the discussion 

and conclusion chapter these findings are discussed. 

 

In the above chapter the meaning of general hygiene and oral hygiene to the research 

population is described. For an overview of the oral health situation it is interesting to 

look at the oral care activities people themselves execute, the oral health problems 
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they experience, and the methods they use to solve these problems. In the next three 

paragraphs these findings are described. 

 

4.3 Preventive Oral Care  

The care people take of their oral cavity can serve different purposes. The meaning of 

hygiene to people, as described in the above paragraph, can be a motivation to carry 

out activities to clean the mouth, like preventing a bad breath. Another reason for 

some people is that of preventing oral diseases and other problems which can lead to 

general (health) problems. This paragraph gives an overview of the performances of 

oral care. The methods, frequency, location, knowledge and motivation are important 

themes about preventive oral care. Some methods are mentioned earlier, but will be 

further elaborated upon in this part of the thesis. 

Oral care methods 

The method of cleaning is not related to the motivation or the frequency of cleaning. 

One exception is the continuous cleaning of tooth surfaces with twigs of chewing stick 

during the day, especially during long walks. This method can be combined with other 

methods of cleaning, like toothbrush or salt. Preventing a bad breath and removing 

food particles from tooth surfaces are mostly mentioned as reasons for cleaning. 

People have some reasons for not performing oral health care activities. They lack the 

knowledge of remaining food particles and development of oral health problems. 

Furthermore they do not have time to spend on oral hygiene activities because they 

have long working hours. Another reason that applies mainly in rural areas might be 

the darkness; it prevents them from performing hygiene activities. Some people 

mention others do not want to clean the mouth after eating meat. They want to 

preserve the nice sense of meat. This implies meat remains will stick on teeth for long 

time. Others disagree; they say cleaning teeth is necessary after every meal, regardless 

of the type of food that is consumed. In reality people do not rinse the mouth after 

drinking Fanta or brush their teeth after lunch. A dental therapist was of opinion 

people brush at the wrong time. When people wake up they bathe and brush their teeth. 
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They take breakfast before going to work. Food particles will stay on the tooth until 

that person brushes again, mostly in evening or even the next morning. He suggested 

people should brush after breakfast before going for work to prevent oral health 

problems. This indicates people brush because they know they have to brush. It is 

what they have learnt and what they are advised to do. Although some people relate 

brushing teeth to prevention of tooth and gum problems, most people do not change 

their habit of brushing on awaking to more frequent brushing at different times a day.  

The method of cleaning depends on the economic circumstances and location. For 

example, toothbrushes are expensive and less accessible in rural areas. Using a 

toothbrush is a sign of development and welfare. Many people consider it to be the 

best method to clean the oral cavity and they are proud to tell and show they use a 

toothbrush. They indicate salt, ashes, herbs and chewing sticks are old fashioned 

methods of cleaning and now they have toothbrush and tooth paste to clean their teeth. 

Negative aspects of the toothbrush are that the brush is used for long period of time 

before being replaced by a new one and the quality of toothbrushes is very poor. The 

hairs of the brush are quickly damaged which affects the structure of the gums and the 

effectiveness of a toothbrush. Toothpaste is not always used when brushing teeth as it 

is a luxurious article. Although, it is widely sold in supermarkets and kiosks in town, 

only a few people can actually afford to buy and use it. Apart from Colgate which is 

the leading brand, there are some other brands, but mostly of bad quality. 

Toothbrushes, as other preventive oral care methods, are used in the morning and 

sometimes in the evening. People brushing in the afternoon have never been observed, 

just as parents who brush their children�s teeth. Children are considered to be able to 

brush their teeth themselves. In urban areas people brush in bathrooms if present or 

somewhere on the plot outside the house. In rural areas toothbrushes are kept in the 

roof and brushing is done individually next to the house. 

Chewing sticks are the most frequently used method for preventive oral care. They 

can also be referred to as tooth brushes. The branches of trees are free of charge and 

can be used any time and anywhere. The type of tree someone uses to create a 

chewing stick depends on his tribe, religion and environment. Tribes used to live in a 

certain areas in Zambia and they had to survive in their environment. In Chipata 
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different tribes come together. It is a town near the border with Mozambique and 

Malawi and it attracts a lot of people with different habits and beliefs. This results in 

diversity, but also in a mixture of knowledge and habits. Knowledge and customs are 

determined by shared experiences and passed on to children by their relatives. An 

example of the variety of knowledge of trees and herbs: After interviewing Mrs Ngosa 

she suggested to walk around in �the garden of Eden� as she calls nature, to show the 

trees she uses for dental problems. Mrs Ngosa, a 7th days Adventist Tumbuka and 

Doranah, a Christian Tonga, both tribes not originally from Chipata, discussed and 

complemented each other on the knowledge of the use of different trees for health 

reasons. The fragment below indicates a patient�s personal choice and motivation for 

preventive oral care: 
INT:  Ehnm, ehnm do you �.have. Do you know� someone, people who use 
those toothbrushes? 
GERARD LUNGU:  Yeah, toothbrushes. 
INT:  Aha. 
GERARD LUNGU:  Yes.  
INT:  Do you use some? 
GERARD LUNGU:  Yes, I do. 
INT:  Are there other, other things you use to�clean� the mouth? 
GERARD LUNGU:  To clean the mouth. You can yeah, yeah, use tooth brushes 
which have been bought from markets,�shops. Then there are also which you can 
take from the bush. 
INT:  Aha. 
GERARD LUNGU:  Just cut a piece from the stem. 
INT:  Aha. 
GERARD LUNGU:  then you make a (demonstrates) and start brushing�Ashes, 
yeah. 
INT:  Are there other things they can use? 
GERARD LUNGU I think salt. 
INT:  Salt. 
GERARD LUNGU:  Yeah. 
INT:  Aha and which one do you prefer? 
GERARD LUNGU my self, I prefer Colgate. 
INT:  Colgate?  
GERARD LUNGU:  Yeah, if there is no Colgate, then I can use salt or ashes. 
INT:  okay. Is it difficult to get Colgate? 
GERARD LUNGU:  yes, it is difficult to get Colgate, because it is being bought. 
Now if you don�t have money, you can� 
INT:  Aha. 
GERARD LUNGU:  Yes, ashes and salt are a bit cheaper than Colgate. 
INT:  Cheaper than Colgate? 
GERARD LUNGU:  Yes. 

 

Other methods for preventive oral health care are the use of salt and the use of rubbing 

ashes with finger or toothbrush. Salt is dissolved in water and people rinse with this 
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water to disinfect the mouth from dirt and bacteria. People rub salt on their gums to 

clean them in order to prevent gum problems. This method is known to everyone. 

Some people use it daily, others say they use it besides using a toothbrush, especially 

when having oral health problems like ulcers or pain caused by tooth decay. It is also 

used for curative purposes. Rubbing or brushing teeth and gums with ashes, sand or 

soda will clean the tooth surfaces and gums from food particles. This preventive oral 

care method can be performed when charcoal is used and ashes remain. Sand is 

everywhere and soda is easily acquired. Ashes cause a side effect to oral tissues. It 

damages the gums and affects taste sensors. The fragment from the interview with 

Isabel Phiri in paragraph 4.1 indicates the oral care methods. The negative impact on 

the oral cavity of using ashes and the association with social economic position 

becomes clear in the two fragments below: 
DORANAH:   Have you ever used ash? 
ISABEL:  Ashes? 
DORANAH:   Aha. 
ISABEL:  Yes, but not for some time. 
DORANAH:   When you used ash, what is the difference? Or how did you feel 
after using ash? You stopped, the other time used� Colgate...So what is the 
difference or how did you see it? 
ISABEL:  The difference is that when you use ashes, there is sometimes...it causes 
some... ulcers on the gums. 
DORANAH: Some sores. 
INT:  Gums, ah! 
DORANAH:   It effects the gums? 
ISABEL:  It has got that acid that� 
INT:  Aha. 
ISABEL:  The percentage for acidic is high. 
INT:   Using a finger? 
ISABEL: No, a toothbrush. 
INT:  Aha. 
ISABEL:  Yes, and then to use a toothbrush is better 
INT:  And salt? Have you ever used salt? 
ISABEL:  Salt not for some time. When I have got some sores in the mouth, that�s 
when I use salt. 
INT:  Not for brushing? 
ISABEL:  Yes, not for brushing. 

 
And Michael Bwalya Chonta: 

INT: � And the other things you mentioned, like the tooth paste? 
MICHAEL: Yeah. Well, the majority of the chaps, they will manage the�if they 
don�t have that, then they will use salt. 
INT:   Salt? 
MICHAEL: Yeah, yeah, yeah. 
INT:  For rinsing? 
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MICHAEL: Yeah, salt and� Some of them, they are so desperate, they can�t even 
get salt. There are some trees� You will get something when you can�t even get a 
tooth ahnm � brush, they will use that. Some of them, they are even using ashes. 
You know those ashes, they have sort of some acidic... 
INT:  Aha 
MICHAEL: but they have defecations, the two I figured.  
INT:  Okay. 
MICHAEL: To myself, you loose your sense of taste 
INT:  When you use ashes? 
MICHAEL: Yes, yes, after some time you have to � 
INT:  Aha. 
MICHAEL: Especially if, they have some contents of acidic in them. 
INT: Aha. 
MICHAEL: So, you� you somehow� 
INT:  Did you ever use those? 
MICHAEL: Ash, No, no, no! I haven�t sensed it, but the way, you know, I am 
coming from a poor background. 

 

Many people consider these cheap methods to be mainly used by poor people who 

cannot afford to buy toothpaste. Especially urban residents will deny they use these 

methods. If they admit they have used this method they rush to say either it was a very 

long time ago, or they used it just once when they didn�t have toothpaste. This 

indicates people would like to distinguish themselves from others by saying they use 

modern techniques they can afford, like toothbrush and Colgate. People are ashamed 

to show they actually do not know why they brush their teeth. If they know anything 

about oral hygiene they precipitate to mention in it interviews or conversations, 

although it might not be the way they perform their oral hygiene and their own 

motivation for oral hygiene practices. 

 Financial means and knowledge are not the only reasons for people to decide to 

brush their teeth. Oral hygiene methods do not have to be expensive. People who have 

gained new knowledge of the causes of oral health problems might not change their 

oral health habits. They consider other things to be more important. Things that 

display their welfare like cell phones, television, clothes and nice front teeth. Mr 

Banda, a dental therapist in Chipata General Hospital argues the interest people have 

for the oral cavity: 
INT: But do they have special care for the mouth? 
BANDA: �No. 
INT:  No? 
BANDA: No, for that very few people. You know, them, they take care of things 
that can be seen by other people, like wash your face, prepare, I mean, make do the 
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hair. Have things, cloths, because they are beautiful. But the mouth, they don�t care, 
because� 
INT: They don�t show?  But your front�when you smile�.? 
BANDA: Yeah, there� although�I don�t, I don�t know, just dentistry � I know. 
INT: And. how� what can be done to make the people more aware? To make them 
think �I could take care of this part of my body as well�? How can the people..? 
BANDA: I think we have to sensitise them... Come and go to the villages, what  but 
even thought I don�t know, why�.  

 

Knowledge of oral care is transferred in the same way as perceptions on hygiene are 

transferred. Children are taught biological reasons for brushing mainly in school if 

their teachers have also learned about it. But even in school there is not much attention 

paid to the oral cavity. Parents and teachers tell them to brush and for what reason, but 

the practical executing there of is mostly copied from parents, relatives and friends. 

The knowledge of oral health and the motivations for oral care are not connected with 

specific oral care activities. Some people mention a relationship between oral hygiene 

and (oral) health problems or bad breath. They fear oral health problems, so believe 

they have to take care of the oral cavity to prevent these problems, although some 

people do carry out some kind of oral hygiene activity just because they have been 

told to. People consider a toothbrush to be the most appropriate utensil, together with 

Colgate. This utensil is expensive and when they state they are using it, it shows their 

welfare, their development in using modern techniques. When they are not able to use 

this utensil they switch to alternative methods like chewing stick, salt or ashes. Most 

people are of the opinion they perform adequate oral care and their objectives for oral 

care activities are obtained. A method to find out if their oral care performance is 

effective is to indicate if people do not suffer from the bad breath or other oral health 

problems they fear. 

  

4.4 Oral Health Problems   

Types of problems  

�The man said, long ago, there was less disease compared to nowadays due to 
immigration and tourism. The man doesn�t have molars for chewing and he is 
finding problems in eating. He also has few teeth, four front teeth are missing, both 
lower and upper jaw. When eating wives could make sure that every food should be 
over cooked for him to manage chewing for he doesn�t have chewing teeth. Now, 
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as human, it is important to clean the mouth for better oral health because, look at 
this man without chewing molars/teeth. Every food he eats should be over cooked, 
but it is not every food which is supposed to be over cooked. When you over cook 
some foods, vitamins die, of which one can be affected health wise, in terms of 
lacking some nutrients needed for the body, dental problems affect humans` health. 
He as well wants to have a full denture just for beauty.� (Doranah Muloongo, report 
of visit Kaya Indula-village, description about Merriam�s father, about 60 years old.)  

 
Problems in the oral cavity are not widely discussed in the research areas, but are 

common to almost everybody. In general people suffer from two types of problems: 

pain problems: gum problems, tooth pain, swelling of the jaw and acute trauma; and 

painless problems as bad breath and missing teeth. This paragraph describes how 

people experience and suffer from these problems and the causes they assume to be 

responsible. The next paragraph describes the treatment people seek by themselves 

and by oral health professionals for these oral health problems, their health seeking 

behaviour. 

Painful oral health problems 

The most experienced painful oral health problem is tooth pain. People are often 

troubled with this problem. They describe how it keeps them from working or doing 

any other activity, even walking or sitting. This tooth pain can come and go and 

sometimes results in a swollen check, an abscess. A lot of people have no idea what 

the cause of this tooth problem is. Many people are of the opinion that tooth pain is 

caused by a hole in the tooth, but they often do not know how the hole got in the tooth. 

Some say bacteria have caused the hole in the tooth, but they do not know how the 

bacteria entered the tooth. People mention they experienced tooth pain when food 

remains in the hole. This makes a tooth start rotting and painful. A person who does 

not have strong teeth is vulnerable to tooth decay. Tooth pain can furthermore be 

caused by wizards. One person described how she had had a lot of tooth pain for a 

long time but after she married she never had the pain again and therefore believed the 

marriage broke the bewitchment. Wizards can bewitch a person and make this person 

suffer from tooth pain. Wizards get assignments from somebody to bewitch another 

person. When this person cries out due to the pain the wizard is satisfied. When people 

are asked about the cause of a hole in the tooth most say it is caused by sweets and 

sugar. Some consider tooth decay, eating fried dried maize, food remains and not 
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cleaning the mouth causes of tooth decay. Some people believe that �germs that cause 

tooth decay jump from the one tooth being extracted to the next within all the teeth 

being extracted�. This belief influences the way they look at tooth decay and how they 

handle tooth decay problems. Emmanuel mentioned this belief when he tells about the 

oral health problems of a friend of his. This is further discussed in paragraph 4.5: 
INT: He didn�t think of removing the tooth? 
EMMANUEL:  No, because what I believe, when a tooth has a problem is, it is 
not good to leave it like that , because it can cause a lot of problems, sometimes 
you will find that it is swollen, headache and things like that due to the pain you 
experience. 
INT: Aha. 
EMMANUEL: I cannot remove my tooth because you can find that when you 
remove one, you will remove another one, another one till I will have no� 
laughing 
INT: laughing� If you would have a toothache you will remove the tooth? 
EMMANUEL: yes, because that is the only solution that I can have. 
  

Many people have no idea how the hole got in the tooth, or what causes tooth pain, 

especially when they do perform some kind of oral hygiene activities. People do not 

understand why they still suffer from toothache if they are performing preventive oral 

care activities. One person says using Colgate prevents his teeth from becoming 

painful. They realise that not cleaning the mouth leads to oral health problems as well 

as not using tooth paste. This problem is considered to be greater in rural areas where 

toothpaste is hard to obtain. It seems that tooth decay is less frequently found in the 

rural area. People believe tooth problems are more common in the urban area, because 

in urban areas people consume more sweets and sugar. People in town have more 

access to refined sugar than people in the villages and have more money to buy sugar 

and make snacks. Apart from sugar consumption, in rural areas food consumption is 

less frequent as indicated in paragraph 4.2 about food. This results in less frequent 

contamination of the tooth surface to food particles and less change to start tooth 

decay. Though, people in villages do not clean the mouth well, they also suffer from 

tooth and gum problems. Tooth pain is mostly found in the elderly. A young person is 

not expected to suffer from tooth pain.  

 Although, tooth pain is seen as a problem, losing tooth is generally not seen as a 

problem. Losing teeth is part of getting older: when people get older they loose teeth. 

It is seen as a natural occurrence that is part of aging. This will be described in oral 
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health problems without pain. When people talk about tooth decay they only mention 

tooth pain as a problem, whereas a non painful decayed tooth itself is not seen by them 

as a problem. Although tooth decay is pointed out as a rotting tooth, it does not 

generate disgust to people. It is not seen as something dirty that has to be cleaned. 

Most people consider tooth decay as something that just happens and as they do not 

consider tooth decay to be a problem, they will not seek for treatment to solve it. 

 Gum problems are another painful oral health problem, which is prevalent in 

children. Children especially in rural areas suffer from painful bleeding gums. When 

gum problems are found in the elderly it is thought to be caused by weak gums and 

weak gums are seen as something a person has or does not have. It is not seen as 

something a person can control or can improve. The cause for this problem is thought 

to be insufficient gum brushing, because of the lack of materials to clean the teeth and 

the use of materials that are not required, like ashes. Ashes produce something acidic 

which can cause ulcers and bleeding gums. Bleeding gums are seen as a problem to 

people, since it is painful and it can be seen as something dirty and disgusting that has 

to be gotten rid of. People try to find a solution for their gum problems. Chipondi Phiri 

tells about his experience when he went to a dental clinic to seek help for his painful 

gum problem: 
CHIPONDI: � He is the one who has been working so he called me, when I went 
there, he did some cleaning, cleaning and putting some ehh� some medicine. Then, 
some medicine which they didn�t have there, he told me to go to the drug store to 
buy. 
INT:  Aha. 
CHIPONDI:  Because I have weak gum, which causes some bleeding some times. 
INT:  Okay. 
CHIPONDI:  Yes. 
INT:  Do you need that kind of treatment for�.? And when he give you the kind of 
treatment with the cleaning and the medication you get from drugstore, then it 
improved? 
CHIPONDI:  Yeah, it improved but as I have mentioned that we need to do several 
medical check ups maybe once in a month. I go there for cleaning, and use 
chemicals and alike. 
INT:  Okay. 
�.. 

People experience a third painful oral health problem: a swollen cheek. It is 

considered to be caused by sharing a meal with a woman who had an abortion, as 

described in paragraph 4.1. Another cause of swelling is considered to be tooth pain. 

A swelling might appear when a tooth is rotting due to remaining food particles in the 
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hole in the tooth and this swelling is often painful and uncomfortable. People will seek 

treatment for this problem. 

 A person might experience tooth mobility caused by a trauma as a car accident or 

a fight and sometimes these incidents are provoked by the use of alcohol. These 

traumas are mostly seen in men. Some time after the trauma the tooth comes out. This 

can be a painful for some persons. 

Oral health problems without pain 

The most common oral health problems without pain are bad breath and missing teeth. 

Those two problems and their effects on people�s lives are discussed below. 

 Most common oral health problem without pain is having a bad breath. A bad 

breath is not appreciated by any one and associated with lack of oral hygiene. This in 

turn is linked to a dirty person who does not take care of himself, someone who does 

not follow the rules of hygiene. From childhood, people are taught to brush their teeth 

in the morning because it gives them a pleasant, fresh breath. The main reason for 

people to brush their oral cavity is to remove the bad breath and create a pleasant 

smelling mouth. The problem of having a bad breath is that this person elicits disgust 

and people want to avoid that person by every possible means. The person himself is 

not suffering from the problems he causes when he is not aware of his bad breath. In 

general, people feel vastly uncomfortable informing someone of his or her bad breath. 

People see lack of oral hygiene as the cause of bad breath. Two persons mentioned 

that, apart from hygiene activities, a bad breath can also be the result of a shortage of 

food and water intake or a stomach problem: 
IQBAL PATEL:  Okay. laugh Of course you are not comfortable talking to 
somebody who has anything that smells. I was reading, I read quite a lot of 
magazines, and I was reading that and there is the doctor page where you can ask 
questions. So I am told sometimes like some disease like bad breath come right 
down from the stomach, it has nothing to do with your mouth. 
INT:  Aha. 
IQBAL PATEL: I will tell you from my personal experience. If I have had 
breakfast and I haven�t eaten anything for a couple of hours, then my mouth is like 
dry and also feel like ....there is something wrong in my mouth. 
INT:  Aha. 
IQBAL PATEL: So if I am talking to somebody, I will not really get too close to 
somebody. I will try and put a sweet of a gum every time in my mouth. 
INT:  Aha. 
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IQBAL PATEL:  Because ehnm if you, if you have a hungry stomach, your mouth 
is also like... I don�t know I don�t really know if am having a bad smell or.... I just 
have that feeling yeah. 
INT:  Yeah, to get rid of it you take a gum... 
IQBAL PATEL:  A gum or a sweets or something, yeah. 
 

George gives his opinion about bad breath: 
GEORGE: Well, its not �to my side, I have discovered it�s a bad behaviour, a bad 
habit, because we always need to have a�. mouth which is clean and which is 
smelling fresh. 
INT:   Aha. 
GEORGE:  You know. No wonder there are either other close enough to go in the 
mouth, because� I don�t feel good. 
INT:   Aha. 
GEORGE:   Oh, come out to, you know you have to�to be� you know, if you 
are talking to people, you don�t need to have a bad breath. 
INT:  Aha. 
GEORGE:   You need to have a fresh breath.  No wonder each day, each�you are 
going to have a good breath and so on. Because bad breath, you have to imagine 
you got a bad breath. You know somehow you are not going to listen to the person, 
because you feel uncomfortable about it. 
INT:    Aha. 
GEORGE:   Because that is just an � no it is like rotten smell is coming out of the 
mouth, so it is not good. 
� 
GEORGE: Because sometimes, not all about brushing, that brings a bad breath, 
because some people, you could have brushed in the morning but again...no, 
because of you haven�t taken water for some time, bad breaths comes out. 
INT:  Aha. 
GEORGE: So you have to check yourself that you are taking in something or water, 
it is just�in morning. 
� 
GEORGE:   So if you, you haven�t taken anything and you haven�t like ehm, used 
any water, you haven�t drunk any water, you discover you develop that bad breath. 
To avoid, normally what I tell people, normally what I do is, is to buy certain 
sweets for which to bring out a good breath and so on. 

 

No matter what causes bad breath, people who experience it will take measures to 

prevent others from smelling it. One feels uncomfortable when he realises his mouth 

is not fresh and socially this person is avoided. People maintain a certain distance to 

this person or turn their heads off when speaking to him. Sometimes a person is 

neglected and abandoned. People say they do not dare to inform a person about his 

breath, because they do not want to confront him or her with this bad behaviour. They 

would rather keep a distance rather than tell someone his breath smells. Mrs Ngosa 

illustrates this in the following interview fragment:  
INT: � And people with a bad smell? 
NGOSA:  Oh! 
INT: Are they getting every job or�? 
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NGOSA:  Yes, they are, they are, they are, they are getting that job. 
INT: So, they don�t have any problems? 
NGOSA:  They have the problem because no one would want to sit next to him or 
want to be close to that person. He will run away. It will be very difficult for him 
even� 
Doranah:  Speaking from a distance. 
NGOSA:  laughing, Because even if he calls �come here�, you won�t come close to 
him. Say �boss, where are, where are you?� (turns her head away). You feel that 
breath, more especially, you find �where sir, where? Ohh, you have been there� 
(turns her head) Just like that. 
INT:  laughing 
NGOSA:  laughing Yes. 

 

Another painless oral health problem is missing teeth. The location of the gap in the 

mouth has an influence as to if the missing tooth is seen as a problem. Most people 

have missing front teeth due to fights, accidents and sometimes as a result of gum and 

bone problems. A few people see artificial teeth as a solution. Some people believe 

dental personnel will use extracted teeth from dead people for artificial teeth. Others 

are waiting for the dental technologist to receive materials for artificial teeth. Chipondi 

Phiri, an accounts clerk, has lost three front teeth in a car accident. He does not have 

many problems with chewing and he can eat anything. He says he does not have any 

social problems living without front teeth, but he is still waiting for artificial teeth to 

fill the gap, because the natural shape of his mouth has altered: 
INT: Ehmm, do you�. Do you experience difficulties, while� You missed your  
tooth, do you experience difficulties in eating ? 
CHIPONDI:  Ehm�.Because, not really, but sometimes, but you know I lost some 
natural, lets say the natural shape.  
INT:  Aha. 
CHIPONDI: I missed that one, I just use the other side, but I normally eat well. 
INT:  You can chew�? 
CHIPONDI:  Yeah�.. 
�.. 
CHIPONDI:  Yeah, the other time, I wanted to see the dentist, cause they say this 
artificial teeth, they are at the hospital. Now the materials� they were complaining, 
we don�t have the materials , we don�t have the materials, I have been 
promised�Those - normally, they will be selling at k40,000 [ZKW 40.000= 
�10,00, KvN] (sounds disappointed) 
INT:  Aha. 
CHIPONDI:  K40,000 but they don�t have those� 
DORANAH:  Materials. 
CHIPONDI:  They don�t have materials to make those, but... there is a laboratory 
there�.there is Mrs, Kapeche. 
DORANAH: Oh yeah, I know her. 
CHIPONDI:  She the one who makes the�. 
DORANAH: The teeth. 
CHIPONDI:  The tooth, but she has not been having the materials. No funding 
from the government to sending the materials to be making those artificial teeth. 
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Another reason people have a gap in their upper front teeth is because of traditional 

practices. Judith Kalomo, Bemba 53 years old and her daughter Victoria Bemba, 33 

years old tell about a ritual of the Tonga tribe. Tonga remove teeth deliberately. 

Doranah, a Tonga, told that previously her grandmother had four upper front teeth 

removed. Judith did not understand all conversation in English, so the translation was 

done by the others: 
VICTORIA: What about these if you don�t have these [front teeth, KvN] you can still eat?� 
MAMA JUDITH:  No problem. 
DORANAH: I think, long ago they used to treasure much, they used to remove the four front 
teeth deliberately, like the Tonga�s of Southern part of Zambia. 
VICTORIA: Yes Tonga�s removing teeth. They look like animals. 
INT: Which teeth? 
VICTORIA: The four front teeth. 
DORANAH: Removing them deliberately. 
INT: Why? 
VICTORIA: It is their custom. 
MAMA JUDITH: They want to look like their cows. 
INT: Cows. 
VICTORIA:  Ee� cattle. 
INT: Oh!  Tonga�s removing teeth? 
MAMA JUDITH: Yes, it is their custom, so that they look like animals (cattle). 
INT: Oh� they want to be similar with their cattle? 
MAMA JUDITH: Yes. 
INT: Why? 
MAMA JUDITH: It is a sign, just like a tattoo. 
INT: Is it still common? 
MAMA JUDITH: It was common long ago but not with us now� 
DORANAH: Not our generation, 
VICTORIA: Not our generation 
MAMA JUDITH: laugh 
VICTORIA: You would have found me without teeth in front. Laughs  Upper front teeth. 
� 
INT: Oh! Ehmm, is it because they think the cows are very important? 
VICTORIA: Yes, they treasure them so much; they would rather treasure a cow than a child. 
INT: Aha. 
VICTORIA: It�s wealthy, when you have a cow, it is like you have everything. 
INT: Okay. 
VICTORIA: Uhooo, so when you find a Tonga who has no cows, it is nothing. 
MAMA JUDITH: Is nothing. 
DORANAH:  He is nothing. 
VICTORIA, MAMA JUDITH:&DORANAH:` laugh 
VICTORIA: That was identity, it meant also that one, you are a Tonga and two, it also means 
that you are rich you have cattle. 
INT: So, when you have cattle then you can remove? 
VICTORIA: Yes, when you are a Tonga. 
INT: Okay.  
VICTORIA: That was in connection with tribe and wealth. 
INT: So now, this is still only in Southern Province? 
VICTORIA: Southern province, yes. 
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INT: Okay. 
MAMA JUDITH: Yes, only in Southern Province. 
INT: Okay�so� do you think the front teeth are important for people, for people, to have 
these? 
MAMA JUDITH:  No they are not important. 
VICTORIA:  They are not important?? 
MAMA JUDITH:  For people, nowadays. It�s important. 
VICTORIA: Ohoo, for now. 
INT: Long ago? 
MAMA JUDITH: No. 
INT: But now it is important? 
MAMA JUDITH: Yes, it is important. 
INT: Why do you think it is changed? Why it is important now? 
MAMA JUDITH: Because they can start laughing at you, and you will start complaining.  

 

From this conversation is becomes clear that there has been a change in the 

importance of the mouth. Eating, talking and beauty used to be very important 

functions and they still are, but beauty is subjective and changes over time. Tonga�s 

used to remove teeth as an indicator for identity and wealth. It seems this indication of 

the tribe is losing importance. Doranah�s grandmother, about 68 years old, had her 

front teeth removed, but Doranah�s parents have not performed this ritual and neither 

has Doranah. The oral cavity is no longer a marker for the Tonga tribe, but front teeth 

are important for people to have for beauty. The reason for the change can be a 

diminishing importance of ethnic identity. Ethnic groups seem to be mixed in different 

parts of the country, especially in the urban area. This may have resulted in different 

identity perception. Nowadays front teeth are appreciated for biting and for beauty. 

There has been a change in aesthetic fashion. The oral cavity still functions as a 

marker for identity and beauty, but with a different appearance.  

 All tribes do have a taboo on babies with a tooth present at birth and a baby where 

an upper front tooth appears before the lower front teeth have erupted. The second one 

is called Chinkula in Bemba. Both children are not accepted. They were thought to 

bring bad luck and therefore were thrown in the bush. The same goes for a child born 

with a cleft lip. It used to be killed or thrown away in the forest, because he or she 

means bad luck to the family. 

 Apart from missing front teeth, people can have lost some molars. Missing molars 

can cause difficulties in chewing which influences the digestion system and general 

health. People have some explanations for missing teeth. Molars are usually not 
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present due to tooth extraction or did come out as a result of extended gum and bone 

problems. Losing teeth is it is a sign of aging. People think it corresponds with aging 

and it is seen as a natural effect that at a certain age people will start losing teeth. This 

natural situation is the most common explanation for losing teeth and itself is not seen 

as a problem although when people are suffering from the consequences of missing 

teeth it might be a problem. People describe developing stomach problems because 

they cannot grind optimally, the limited diversity of food intake, or eating overcooked 

food. People adapt their diet to their grinding possibilities which again influences their 

general health. When a young person looses his teeth he is judged as a person who 

lacks oral hygiene. People believe expectant mothers are more prone to dental 

extraction that any other group. They believe one tooth is lost in every pregnancy 

whereas they also believe extraction in pregnancy is contra indicated as they say you 

cannot extract a tooth when someone is pregnant. Dental therapists do not agree with 

this. In dental clinics they give professional advice about these ideas and explain about 

care of the teeth during pregnancy. 

 Other oral problems are not mentioned by interviewees. One dental therapist has 

read from a brochure about tooth problems and other oral health problems. This 

government brochure mentions 93% of HIV/AIDS symptoms show in the mouth. This 

problem is never mentioned by the respondents.  

 

4.5 Curative Oral Care 

This paragraph describes the methods people use to solve their oral health problems. 

This includes how they view the problem, the cause and the solution they consider to 

be helpful in their situation. First, self-care methods are exposed for the most common 

oral health problems. Treatments people take to cure themselves without professional 

care are looked at. Then the role of oral health professionals is portrayed. 

Self-care  

People who are suffering from toothache have a variety of methods to rid themselves 

of the pain, some of which were mentioned earlier. It seems people get information 

about treatment from their parents, relatives and peers. Church meetings are important 
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in providing information, as many people exchange information after church meetings 

when they chat and discus issues with each other. Some people read magazines or 

listen to the radio, but these are expensive means and not available to all.   

 Many people use herbs for painkilling, but this depends on the rules of their 

religion. Most Christians say they can use herbs providing they are not from a 

witchdoctor, but each church has a different opinion on this. Seventh Days Adventist 

churches promote the use of herbs for medical purposes. Traditional churches and 

Catholics use herbs, but Pentecostal churches do not believe in the capacity there of. 

Knowledge of herbs can be passed on from mother to child, as traditional knowledge. 

Often, a wise man can help out with his knowledge of herbs for medicinal purposes. 

This is a different use of herbs than herbs that are used by witches in their practices, 

although this distinction is not always very clear. Some persons who use herbs on 

medical advice are judged by others to be bewitched. People might think that one has 

gone to a witchdoctor for herbs because pharmaceutical medicine did not help, which 

is a sign that the cause of the problem is not biomedical but spiritual, so one must be 

bewitched. People say knowledge of herbs is kept private. It is said to be special when 

someone is willing to share his knowledge of herbs with others. Herbs can be used as 

an analgesic in different ways. It can be put into the cavity, rubbed in after tattooing a 

person, extraction fluids from roots can be drunk and herbs can be used for smoking 

out bacteria from the decayed tooth. Sometimes juices of herbs put into the cavity will 

kill the nerve and cause the tooth to break down and come out on its own. Some 

persons described how they smoke out the bacteria using a type of fruit, hot water and 

a straw. After smoking out five or six bacteria the toothache disappears.  
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Photograph 5. Tuntura. A fruit used for smoking out bacteria in Chanje village, Chipata District. 

 

Most people say this painkilling is temporary except when the tooth is breaking down. 

After some time the pain will come back and has to be treated anew. A Tanzanian and 

an Indian man use glove and put this spice in the cavity for temporarily pain relief. 

People can use herbs when they suspect they are bewitched with toothache and mostly 

they receive a recipe from the witchdoctor. A problem with traditional herbs is that 

they are not so common anymore and some are found in different areas then where 

they used to grow. Each tribe uses different herbs for different purposes and the 

knowledge is diverse. 

 Another method to solve painful oral health problems is the use of pharmaceutical 

painkillers. There are some different brands, but Panado is mostly sold. It is put 

directly into the hole in the tooth to relief the toothache, or it can be dissolved in water. 

People do rinse with warm water with dissolved salt to get rid of their pain and 

remove bacteria in the tooth cavity. They also use Dettol, an antiseptic. These methods 
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give temporarily pain relief. Putting petrol or battery acid in the tooth cavity will give 

more permanent pain relief, as described by Michael: 
MICHAEL: We have our own league of chaps that passes through that crisis. 
laugh I have experienced the time of�because a little bit �you know I have, I 
have been spoiled with a lot of sweets. 
INT:  Aha. 
MICHAEL: Sometimes it gets so bad because of those sweets, but someone 
prescribed to me that ehh, that ehh, that Dettol  
INT:  Aha. 
MICHAEL: You loose your taste just for few hours, than afterwards� 
DORANAH: So you think, Dettol can be used for cleaning? 
MICHAEL: Yeah. 
INT:  Those small bottles with the liquid? 
MICHAEL: Aha. 
INT:  You put inside? 
MICHAEL: Yes, yes, you dilute it� in a cup. 
INT:  Aha. 
MICHAEL: Then you use it.. 
INT: For brushing? 
MICHAEL:  It works wonders. 
INT:  It kills the pain? 
MICHAEL: Yes, yes, it does. 
INT: Okay�for permanently or� 
MICHAEL:  For reasonable time, but what it simply means is that you don�t have 
to eat sweets. Once you come and eat sweets that you are going to get blisters in 
you mouth. Laugh Okay? 
INT:  Aah. 
MICHAEL: So, people use Dettol, other times when you tooth is rotting and you 
want to get rid of it, you buy petrol.. 
INT:  Petrol? 
MICHAEL: Yes, yes. 
INT:  Ah! 
MICHAEL: You just pour a little one and that thing just melt. Laugh 
INT:  Okay, aha. 
MICHAEL: But it�s dangerous, imagine you mix fire. laughs 
INT:   laugh, and when you have toothache where do you go? You use Dettol. 
MICHAEL: Yes, I used Dettol. In between. 
INT:  Aha, and the tooth is still there? 
MICHAEL: Yes, yes, yes. 
DORANAH: And it is true, you are able to chew? 
MICHAEL: Not so much, but you can�t chew the hard staffs, unfortunately. 
INT:  Aha. 
MICHAEL: Anyway its just that, in as far as oral health is concerned, it is very 
rare that you go to Dr. Jack and� 
INT:  Aha. 
MICHAEL: We take it as if it is minor, but it is not you know. The way our people 
have valued it or�, First because of our ehm you know our �our culture. For the 
European maybe �, the oral health is problem which is number one. Now in our 
culture, those things they are not even so much pronounced.  Sometimes when you 
have this, but ehh you will find that ahnm, you only notice the inconvenience that 
you feel after maybe a�What makes even bad is, before you go to sleep most of 
the people take an evening bath. So you are able to�. but because of our culture, 
oral health is not so much� 
INT:  Not so much in public?? 



 64

MICHAEL: Ahnm its not tackled ehnm, restricted maybe, for � 
INT:  Aha. 

 

Another option for people who suffer from painful tooth problems is to go to the 

drugstore or pharmacists to get advice or medicine. They often get painkillers such as 

Panado which is not very expensive and widely sold. When the pain is enduring or 

worsening or if someone wants permanent pain relief, one goes to a hospital or a 

traditional healer to seek further oral health care. People who suffer from gum 

bleeding are told to rinse with salty water or to improve the brushing of teeth and 

gums. Chipondi tell he was advised to use Colgate herbal to improve his gum 

condition:  
CHIPONDI:  Like I don�t use the Colgate, you know Colgate? 
INT:  Aha. 
CHIPONDI:  Yeah, I have a problem, more especially as I have told you that the 
gums �causes maybe�.. bleeding like� 
INT:  Aha. 
CHIPONDI: For I normally use herbal, it is a bit better, and but I have just been 
advised that, I should be taking chewable vitamin c which is better for� 
INT:  For the gums? 
CHIPONDI: � For the gums��. Herbal Colgate. 
INT:  Oh! 
DORANAH: It�s the Colgate Company but it�s a different one. 
CHIPONDI:  It is different. 
INT: It contains fluoride? 
DORANAH: Yes, it is mainly good for the gums. 
INT:  Okay. 
DORANAH: Like gum disease, it helps much. 
INT: You use that one now? 
CHIPONDI: That�s the one I normally use. 
INT:  Aha. 
CHIPONDI:  Ahh ,like, in� I normally experience some problems more especially, 
a cold season, this one. 
INT:  You get, tooth problems. 
CHIPONDI:  Yeah, in I ��. I have been experiencing this problem, so I was just 
advised by one of the�.. the, from one of the drugstore that I should be taking 
vitamin C, that is better, as am talking I have bought vitamin C. 
INT:  Aha. 
CHIPONDI:  Yes, and use it. 
INT:  Ehnm   and did you see improvement, did you have�? 
CHIPONDI:  No I just bought. 
INT:  Oh! 
CHIPONDI:  I want to be using. 

 

These described self-care methods are relatively cheap and widely available. People 

are advised by their family and friends on how they should rid themselves of their 

toothache and trust and depend on these methods. This indicates that availability and 
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costs are not the only factors that contribute to the wide use of these remedies. Other 

factors that have influenced on their health seeking behaviour are the cause people 

consider for their oral health problems. This includes some beliefs related to oral 

health which has already been described earlier in this thesis. These traditional beliefs 

combined with the experience of hospital treatment can confuse people on their 

opinion of the best possible treatment for tooth pain. An example is this fragment from 

the interview with Emmanuel, 24 years old: 
INT: And also some body told me that, some people use herbs when they have 
toothache. 
EMMANUEL: Ohoh. 
INT: Have you ever seen somebody doing that? 
EMMANUEL: Not really, but there was a certain friend of mine who used soda 
INT: Soda? 
EMMANUEL: When there is pain he used to apply soda. 
INT: And then he was okay? 
EMMANUEL: Yeah. 
INT: He didn�t think of removing the tooth? 
EMMANUEL:  No because what I believe when a tooth has a problem is, it is not 
good to leave it like that , because it can cause a lot of problems. Sometimes you 
will find that it is swollen , headache and things like that due to the pain you 
experience. 
INT: Aha. 
EMMANUEL: I cannot remove my tooth because you can find that when you 
remove one, you will remove another one, another one till I will have no� 
laughing 
INT: laughing� If you would have a toothache you will remove the tooth? 
EMMANUEL: Yes, because that is the only solution that I can have. 
 

Although Emmanuel believes germs from the tooth being extracted jump to the next 

tooth, extraction seems to him the only permanent solution to get rid of the pain and 

avoid potential health problems. 

 

Professional care 

In general two different types of professional oral care are differentiated: dental clinics 

in hospitals and traditional healers or witchdoctors. Treatment is different in both 

institutions as is the motivation for people to visit one of them.  

Dental clinics 

In the Eastern province almost every district has a district hospital which has a dental 

clinic, some even have a dental laboratory. The biggest government hospital is in 
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Chipata, a general hospital. According to the rules of the Ministry of Health a dental 

clinic is supposed to have the following staff members: one oral surgeon (dentist), two 

dental therapists, one oral hygienist and one dental technician. At department level 

things are not organised as they should be which means there is only one dentist in the 

whole Eastern Province. At the time of research this dentist was following a course in 

Tanzania. Dental therapists are not allowed to perform surgery or root canal treatment, 

as these are treatments only a dental surgeon is allowed to perform, but in practice 

dental therapists do perform these treatments provided the acquired materials are at 

hand. Chipata town has one government hospital, Chipata General Hospital. This 

hospital has a dental clinic which is the only dental clinic in town. There used to be a 

dental clinic based in a private practice, but at the time of the research this dental 

clinic was no longer in use. The dental clinic in the General Hospital has four rooms 

apart from the waiting room; three with dental chairs and one laboratory for a dental 

technician. Only one dental chair is actually in use. There are instruments and tools 

present, but there is a general lack of filling materials and materials for making 

dentures and artificial teeth. The most frequent treatment is extraction of teeth which 

costs about ZKW 10.000 -15.000 (� 2,50-3,75). Materials for braces are present which 

enables the dental technician to perform some orthodontic treatment. Two of the other 

district hospitals in Eastern Province are in Mwami, a very small town in rural areas 

about 15 km from Chipata, and in Katete, a district town about 90 km from Chipata, 

they are mission hospitals. Both have a dental clinic that is relatively well equipped. 

Filling materials are present at both hospitals. In St. Francis hospital in Katete all 

treatment is free of charge, as they receive gifts from European countries and the USA. 

There are other small clinics in Chipata District apart from the district hospitals, but 

these do not usually give dental care. This means that people in rural areas who want 

to visit a dental clinic need to cover a great distance, sometimes a visit to a dental 

clinic can take two days. Apart from the hospital fee, they have to pay for travel 

expenses and missed income from daily work. For many people this is a barrier, they 

will only go to a dental clinic when they suffer pain and do not have any other solution 

then to go to a dental clinic for extraction.  
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The main reason for visiting the dental clinic is a painful tooth due to tooth decay, as 

the dental therapists in St Francis Mission Hospital explain: 
INT: What kind of problems, what kind of problems do you treat here? 
E.M.: So, I think the frequent one. The most outstanding is tooth decay�or caries. 
That the majority of patients we see. 
F.P. agrees 
E.M.: Then a small portion comes with some injuries; no there are a lot of� 
around the oral cavity. Those we see among� A few again of�proper tissue 
condition of the oral cavity. 
INT: What kind of things? 
E.M:� People come with bleeding gums, people come with some ulcers in the 
mouth, they�people come with shaking teeth. They want to remain. Then we just 
repair the tooth. 

 

Mr Banda from the dental clinic in the General Hospital in Chipata sees the same 

problem, but does not have materials for dental fillings. He emphasizes people 

postpone their visit to the hospital until they are in pain: 
BANDA:� But like I said earlier, that�most of the times, most of the things that 
we do are extractions only. People do not understand, oral, they not, they don�t take 
care of their mouth, so if they see something happening in the mouth, they�ll not 
come. Like you ask me, what if they see a hole, what what would, I mean�just so 
and so. They won�t come whether there is, when there is pain. They think �Ahh, 
what is pain. Ahh, toothache, this tooth has a hole, let me go�. And when they come 
here that time the decay would have progressed, such that, we have nothing to do 
apart from extractions.�   
 

People who visit a dental clinic are in pain. Mostly they have tried to relieve the pain 

with self-care methods, describe earlier. When these methods cease to work or when 

a swollen cheek has developed, they seek more permanent relief. When they go to a 

dental clinic they usually expect the painful tooth to be extracted in order to stop the 

toothache. They see tooth extraction as the only permanent method of pain relief. 

People have various ideas on how they should be helped in hospital: 
BANDA: �. �.. Because, when they come here��Ah, I have got such and such a 
problem�. Then you tell them, �This problem can be solved by a, b, c, d.� They start 
arguing just there: �I know this tooth cannot be done. what what  what..� Because of 
--- give their own reasons also, which is very unprofessional.  
INT: So they have some ideas. 
BANDA: Wrong ones, wrong ideas. 
INT: Aha�what kind of ideas do they have? 
BANDA: For example, they say� if a tooth has got a hole � They come and you 
say �This tooth can be filled�. They say �No no I don�t want this tooth to be filled, it 
would be painful, just remove it�. �Or sometimes: �No this tooth, this one you 
can�t remove, I�ll die.� 
INT: That kind of things. 
BANDA: All those things. 
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According the Mr Banda, a dental therapist in the General Hospital, people have 

many wrong ideas associated with their oral health and these ideas prevent people 

from visiting a dental clinic. They have learned various ideas on what happens in a 

dental clinic by telling each other of their experience in hospital. People also advise 

each other on how to act when they have a tooth problem and predict what will 

happen if that person goes to a dental clinic. People develop all kinds of ideas about 

the oral treatment. These stories might frighten people and cause them to postpone 

their visit to the clinic. Apart from these stories people are frightened to go to hospital 

because it is new to them. They look up to the doctor, who is mostly a stranger to 

them. Two other reasons to postpone the visit to the clinic are that people expect 

extraction is the only treatment in the dental clinic and they want to keep their tooth 

for as long as possible and this comes together with economic reasons. People delay 

going to the clinic because they want to be sure the payment for the visit is 

worthwhile. If they are sent away from the clinic because the problem is not acute and 

materials for filling are not present, they are sure to have to come back again for an 

extraction at a time when the situation becomes acute. This means they have to pay a 

fee once again. Many people mention that they have been sent away from a dental 

clinic. They were told to take a pain killer:  
GEORGE: You know, the problem comes in back to the economy of our nation. 
(��) With sometimes in such a period it comes you don�t even have money to 
do it. So you discover, not only speaking about me, but this is general (�).If you 
ask, every body will tell you the same thing, so you normally go there when its out 
of hand, and normally, because again when you get to our hospital, there is so 
much inability there, in them. Where if you get there, you explain the problem, the 
dentist will check on you and say �Eee, there is no problem in here, can�t you 
come some other time when there are serious issues, we need to deal with 
serious��, such things normally do happen. 
(�) 
INT:   Do you feel like, the people in the general hospital like the dentist in general 
hospital, they don�t take the patients seriously? 
GEORGE:   No, it goes back to what I am talking about the economy. These guys 
are frustrated. They are getting very little money, so they don�t want to waste time 
on patients. 
INT:   Aha. 
GEORGE:   They are not satisfied with their pay. You see what I�m saying? 

 

It seems to be a paradox situation. On the one hand dental therapists argue people 

only come to the hospital when the tooth decay has progressed irreparably. On the 

other hand, people complain they are sent away when they visit a clinic with a not 
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acute dental problem. This situation varies in each clinic and depends on the possible 

treatment the therapists can perform with the material present. In St. Francis, there is 

a supply of dental materials for fillings. A tooth can be treated if the situation is not 

acute which means the tooth can be saved. In the General Hospital, on the other hand, 

there are no materials for filling. This implies that nobody has experiences with the 

filling of a tooth, so nobody can tell others about the possibility and the experience. 

This is not completely correct, since people tell stories about negative experiences 

with tooth filling. The decision for people to go to the clinic specifically for filling 

teeth depends on a number of things. First, only a few people have any knowledge of 

filling teeth and are aware of this possibility. Secondly, many people complain about 

their negative experience with a tooth that had been filled. The tooth became painful 

some time after being filled and eventually needed to be extracted after all. Negative 

experiences told to others are remembered more than positive experiences. People see 

filling a tooth as a postponement of the inevitable tooth extraction. Thirdly, removing 

a tooth is cheaper than filling. Here follows a fragment as to the reasons for visiting a 

dental clinic in Katete: 
E.M.: Aha like�you know this is a rural hospital. Most of the people who come 
for filling are those who are�  
F.P. Educated. 
E.M. �A little bit educated. 
INT: Aha. 
E.M.: Most of the people will only come to you when the tooth is completely gone. 
And, you have nowhere, but to remove. Because it is not common � 
INT & F.P.: � Stage of the decay. 
E.M. Yeah, so it is not common that most people come, for example�each one is 
supposed to reach the dentist or dental clinic at least twice in a year. Every six 
months. 
INT: You do check ups here? 
E.M.: We are supposed to do, if people come, we are supposed to do. We advise 
people to come, but if they are not in pain they have no problem. They think 
coming is a waste of time.  
INT: Aha. 
E.M.: So we only do check ups for those who value check ups. 
F.P.: There are some who come. 
E.M.: Yes, because the�..(looks at monthly overview treatments) so for example, 
I can get these are -. Last month, out of the total of attended of 404, only 66 came 
for check ups.  
INT: 66? 
E.M.: This is a very small fraction. 
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Other treatment that is performed in dental clinics is rehabilitating trauma for 

example a broken jaw; incision of abscesses; cleaning teeth or treating gum and bone 

diseases. Again, this is something that cannot be executed in every dental clinic, as 

described by Chipondi: 
CHIPONDI:  Yes in hospitals, but its rare to find those materials, for instance 
Chipata general hospital don�t have those materials, Mwami has, Mwami has, but 
Chipata General, when some body fall sick to say of a toothache, if you go to 
General, they will just remove the teeth. 
INT:  They won�t do the medication? 
CHIPONDI:  Yes, without doing the�the only medication is just removing. You 
fall sick, they will say �Let�s just remove�. But in Mwami, they have the equipment 
there, whereby they clean your teeth, first they check, maybe, if there is the 
problem of gums, or maybe your tooth has some holes maybe the pre-molars or 
what, they shake, maybe it has a small hole they do the fillings 
INT:  Aha. 
CHIPONDI:  And also cleaning here, you know we are using a tooth brush to clean 
our teeth. 
INT:  Aha. 
CHIPONDI:  But  � it cannot compare with other equipments which they use for 
cleaning which goes inside and also to apply certain chemicals, the medicines for 
cleaning. 
INT:  Okay did you have, did you experience one time a treatment like that? 
CHIPONDI:  Aha. 
INT:  In hospital? 
CHIPONDI:  Yeah, in Chipata General Hospital when I had a problem with 
toothache, a tooth. When I went there they said   No, let us remove. 
INT:  Oh � They didn�t do the cleaning? 
CHIPONDI:  No, when I went again, the second one I had to�to do the�.the� 
DORANAH: � Extraction? 
CHIPONDI:  Again they had to remove it, so I met one of the� the other time 
when I complained, I talked to one of the dentists, one of our brothers, you know, 
he married my cousin. 
INT:  Oh! 
CHIPONDI:  He said you come to Mwami, so that they do that. 
(�.) 
INT:  Do you need that kind of treatment for�.? And when he gives you the kind 
of treatment with the cleaning and the medication you get from drugstore, then it 
improved? 
CHIPONDI:  Yeah, it improved but as I have mentioned that we need to do several 
medical check ups maybe once in a month, I go there for cleaning, and use 
chemicals and alike. 
INT:  Okay. 
(�..) 
INT:  Ehnmm, when you had the toothache, you went to General Hospital? 
CHIPONDI:  Yeah�.from the last time when I had removed the two, I have never 
gone there again, but when I had gone to Mwami, when I was called to say, come 
we clean your teeth, I had gone there, from that time, ah, I never experienced some 
toothache� 
INT:  Anymore? 
CHIPONDI: �After they did some cleaning. It has even taken some time, just this 
time that is when I am experiencing but because the gentleman, was the only one 
in the department, and he is out, out of the country in Tanzania, that�s why I 
haven�t gone to Mwami  



 71

INT:  Aha 
CHIPONDI:  �Again for cleaning. 
INT:  When he comes back? 
CHIPONDI:   When he comes back, I will take advantage of him, I will make an 
appointment to do the cleaning. 

 

The capacity and possibilities in a dental clinic depend on the management of the 

clinic. Mission hospitals are funded by external gifts, mostly from Europe or the USA. 

Government hospitals are funded by the government, but the management in hospitals 

decide the budget for the dental clinic. This explains the differences in the treatment 

possibilities in each hospital in the Eastern Province. For example, the management of 

the General Hospital has no budget for dental filling materials and materials for 

dentures and artificial teeth, but they do pay the salary of their non-working dental 

technician.  

 All the oral health professionals emphasise the need for sensitisation of the people 

on oral health. They are of the opinion that when people are educated about the causes 

of oral health problems they will be willing to try to actively prevent these. They 

believe they have to change the beliefs and attitude of the people towards oral health, 

by going to the people to inform them. The problem with these kind of outreach 

programmes is to decide who is going to the rural area to execute the educating and 

who is staying behind to look after the patients who attend the dental clinic? An 

example of a successful outreach programme is Teethsavers International. This is a 

non-governmental, non profit organisation that has a target: the dental care education 

of children in primary schools and children and parents in villages in rural areas. They 

also perform A.R.T. fillings in children.  

Traditional healers 

A traditional healer or Ng�anga is usually a witchdoctor. Witchdoctors are mostly 

consulted for love poison, problems with infertility, lost objects or a recipe for 

becoming rich. A witchdoctor can solve a problem caused by wizards, demons trough 

magic. Reasons for people to bewitch others are jealousy, hatred and wishing to 

become rich through magic. The recipes from witchdoctors are often combined with 

impure, immoral and taboo assignments, as digging graves, chopping up bodies, rape 

and incest. There are many stories about people who wanted to become rich, but did 



 72

not follow all witchdoctors� instructions, as a result became psychotic and/ or were 

repudiated, as everybody knew about the wish. Wishing for wealth is considered 

egocentric and is therefore unacceptable. 

 A witchdoctor can also be consulted for medical problems. People differentiate 

between medical problems that can be solved in hospital and medical problems that 

can only be solved by witchdoctors. This distinction is not always clear. The assumed 

underlying cause of the problems determines the choice of consultant. When a person 

has a problem he or his friends and family might suspect he is bewitched and this 

person will consult a witchdoctor to be cured. Alternatively, people suspect a 

biological reason for their problems and go to hospital for treatment. When hospital 

treatment does not heal a person, that person may conclude he must be bewitched. 

This is also considered in relation to oral health problems. According to some persons 

oral health problems can be created by wizards so they consult a witchdoctor to rid 

themselves of this problem. Others indicate a biomedical relationship to oral health 

problems. They do not believe that oral health problems cannot be caused by wizards. 

In general this perception is related to religion and belief. However, many Christians 

condemn witchcraft, stating that nothing can be stronger than God. They consider 

witchdoctors to be charlatans and greedy, but on the other hand the same people do 

consult a witchdoctor for certain problems as well. This indicates how people switch 

their beliefs according to the situation they are in and are not as strict in their opinion 

as they say they are. 

 Witchdoctors treat oral health problems in different ways. Toothache can have a 

natural cause, it can be caused through magic or someone can be bewitched. Spirits 

reveal the origin of a problem and the appropriate therapy to a witchdoctor. Therapies 

differ per person. Cutting with a razorblade and tattooing with herbs or charcoal, 

drinking or rinsing herbal extracts, putting herbs on the painful tooth are the most 

common recipes which may be combined with spells. 



 73

 
Photograph 6.  Mary, a witchdoctor in Jere Compound, Chipata town. 

  

Apart from the African traditional healer, there is also Indian herbalist in Chipata. This 

herbalist works only with herbs and does not use other powers for healing, as the 

spiritual powers of the African traditional healer. Iqbal Patel describes his ideas about 

the two healers and concludes that the effectiveness of treatment depends on the belief 

of the patient: 
IQBAL PATEL:  Ayurvedic medicine, yeah 
INT:  Do Indian people in Chipata also use that system? 
IQBAL PATEL: Ayurvedic medicine it's the same thing do with the roots and 
herbs and all that. So what is happening in India, cause India is gone so advanced. 
they have, have taking Ayurvedic medicine made it into... packed it nicely, present 
it properly. So you find a lot of Ayurvedic medicine is this, yeah we all use it 
INT:  Is it in special shops? 
IQBAL PATEL:  Now you find it every where. 
INT:  So every body can..? 
IQBAL PATEL:  Can, yeah has access to it yeah. 
.... 
INT:  And ehnm are there also doctors who are... 
IQBAL PATEL:  Just specific Ayervedic? 
INT:  Aha. 
IQBAL PATEL:  Yes. 
INT:  They are in Chipata? 
IQBAL PATEL:  In Chipata I know one, yeah. 
INT:  And did he� does he treat, Asian Zambian or Zambian. 
IQBAL PATEL: No, both ehnm you have heard of Shifa? He used to run a 
herbal clinic. 
DORANAH: I only just .. 
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IQBAL PATEL:  No, this man is a herbal doctor, he treats every one. He is a 
trained herbalist. He got his training in India, practically we only have one. Then 
when he came he was practicing, he opened a proper herbal clinic. Then to get 
most of his roots was becoming a problem. 
INT:  Aha. 
IQBAL PATEL:  He ehnm ingredients rather� 
INT:  Aha. 
IQBAL PATEL:  It was like he slowed down. I think he still treats whoever goes 
to him and whoever has faith in him. 
INT:  Aha. 
IQBAL PATEL:  But that�s not his priority now, he is into business now. 
INT:  Okay, ehnm so it has to do with who has faith in him? 
IQBAL PATEL:  Oh, yah, okay, like some people like, its like going to a witchdoctor.. 
INT:  Okay. 
IQBAL PATEL:  .... African doctor. And he will put a concoction of some herbs he has 
there. And when you see him preparing this you think what is he going to do to me? 
INT:  Aha. 
IQBAL PATEL:  But then if you think no, it is really going to help me, its up to your ... 
INT:  To your faith if it is going to work. 
IQBAL PATEL:  Psychologically. 
INT:  Is it the same effect with the...herbalist from the Indian herbalist? 
IQBAL PATEL:  I have never tried then, but am sure he has its customers there. 
INT:  And his herbs are different from his herbs from African herbalist? 
IQBAL PATEL: Herbs from - he could be getting from here. 
INT:  Aha, are they also mentioned in the Ayurvedic medicine? 
IQBAL PATEL:  Yeah,-but could be, yeah, I am not to familiar with it, but it 
could be, yeah. 
 

 

Witchdoctors are widespread. In Chipata town in almost each neighbourhood there is 

one witchdoctor who can be consulted. In rural areas witchdoctors are in each village 

or group of villages. Witchdoctors charge a fee that is comparable to a hospital fee. To 

many people the witchdoctor is more accessible than a dental clinic, because they can 

pay in kind, mostly a chicken, instead of with money. In rural areas this is a great 

advantage, since people do not have much money, but do have material goods. 

Besides, the witchdoctor is nearer, so travel expenses are less. In a fragment from the 

discussion with Jack Rudd and Patricia Tembo about the work of Teethsavers in rural 

areas and their experiences with traditional healers, Patricia explains that witchdoctors 

are more common in less �developed� areas: 
JACK:     Did...not living in a city like you have, did you understand this when you 
came here, about the witch doctor...about how you had to go, had to explain the 
people oral health and...? 
PATRICIA:     Like on witchdoctors, I have come to learn more here in Chipata. I 
had information there in Kabwe, but not much. 
JACK:     Aha. 
PATRICIA:     Because Kabwe is different from this town. This town is just 
developing from a town where people are not very much civilised. 
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INT:   This one, Chipata? 
PATRICIA: Yes, Chipata, just developing compared to other towns. 
JACK:     Copperbelt? 
PATRICIA:     Copperbelt especially. 
INT: It is very much developed. 
PATRICIA:     Yeah. 
INT:    So, are there no witch doctors there? 
PATRICIA:    They are there, but not much. Like the doctors which  I saw last 
night in Kabwe there is nothing. 
INT:    Aha. 
PATRICIA:     But there is just a church, they meet at the church, they don�t �.. 
beat the drums but here they beat drums outside three days over night. 
INT:    Could you say that they are more witch doctors in less developed area? 
PATRICIA:     Yes. 

People tell stories about a witchdoctor working near the border of Mozambique. He is 

famous for his method of treating oral health problems, is said to have one forceps 

with which he extracts teeth in an unhygienic and unprofessional way. Dental 

therapists complain about this procedure, because they see many patients in hospital 

with painful remains of the tooth after having visited this witchdoctor. These patients 

have to pay another fee for another treatment on the same tooth. Dental therapists also 

suspect the man does not consider hygiene and transfers infections by using the same 

forceps on different patients without sterilising the instrument.  

  

Consulting a witchdoctor and using herbs is different from ordinary knowledge and 

use of herbs by family members. The belief in the origin and the remedy of the 

problem determine the kind of treatment and the method of healing people seek for 

their problem. In urban areas most people go to a witchdoctor when they are not able 

to go to a hospital, when they are convinced the problem has a spiritual cause, or after 

they have tried hospital. In rural areas more people will go to a witchdoctor rather than 

to a hospital. For them the choice of consultant depends not only on belief and 

tradition, but has an economic reason as well. The distance to the hospital, the missed 

work and the hospital fee influence their options. 
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4.6 Ideas for the future 

People have ideas regarding a better oral health system. Especially dental therapists 

have some solutions to improve the oral health and oral health care. They are under 

the impression the population is not well informed about oral health and oral health 

care and they believe this lack of knowledge causes a bad oral health condition. To 

improve the oral health they want to sensitise the population, especially when they are 

still young. Elders have already developed oral health habits and ideas which are hard 

to change. They want to educate the people on cause-effect relations from oral health 

problems the people experience and how to prevent oral health problems. The focus 

on preventive oral health care of Teethsavers International is supported by the dental 

therapists. They also aspire to this kind of outreach programme, but they foresee 

practical problems with personnel: 
E.M.:  In fact, that programme is very nice. In fact the question is, we have very 
little� for example; there are just 12 of us here, if you go out in the community 
who will remain here? 
INT: Aha. 
E.M.: So mainly what we should have, another group of people who should go to 
the community. Like Teethsavers International, what they do is go, they can 
accommodate those, those young ones. Their job is to go to the community and 
teach the people. 
�. 
E.M.: Yes, it is true, they can, because we need primary health care. Individual, we 
need to discuss it. 
INT: Yeah. 
E.M.: Because it is not comfortable that one can be here, tomorrow he is in the 
bush, ahhh. 
INT: Yeah, it would be�.Is it considered to be primary health care? 
E.M.: No because, Primary Health Care you are talking of �basic care you offer 
to the community. 
INT: Yeah 
E.M.: Aha. And normally that one is preventing a condition. The people who come 
here have already a condition. 
INT: Aha. 
E.M.: Here when they come, basically treatment�you do filling, you do 
extraction, you do scaling� 
INT: Aha. 
E.M.: Or you just taking an x-ray.  
INT: And the government, does it have also focus on preventive, education or 
preventive health care or Primary Health Oral Care or� 
E.M.: Yes, it has, it has. But�..dentistry at the field� if only know that you 
have�.., you have a good number of staffing, still for the country it is very low. 
INT: Aha. 
E.M.: Already if we look at doctors�Zambian, doctors are less than ten. 
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INT: Aha. 
E.M.: So, the rest of us are therapist.  Us are trained to manage� 
INT: Yeah. 
E.M.: In fact, the clinics in big hospitals, but we need another group of people to 
be in the villages,  
INT: Aha. 
E.M.: Now, primary health care, Aha. 
INT: Aha, yeah, okay. 
E.M.: No, speciality is good, because you cannot just be a Jack of all Trades. 

 
The dental therapists say they would like to do outreach programmes on preventive oral 

health and the government supports these oral health programmes. At the same time 

there is no possibility to combine outreach with the curative work in the dental clinic. 

They suggest other people should be trained for the outreach work in the villages. A 

reason for this perspective might be the importance of securing jobs in urban areas. 

Working in urban areas is considered more comfortable and of a higher status than 

working in rural areas. In Mwami hospital outreach programmes are performed by the 

dental therapist one month a year. He is sent out to teach children about oral health. 

 Apart from sensitising the population on oral health, oral health professionals 

suggest that government and management of hospitals also have to learn more on the 

importance of oral health and develop better policies for their dental clinics. Mrs 

Kapeche, dental technologist in Chipata General Hospital suggests the Central board of 

Health and the management of the hospital needs to be taught to create a better oral 

health situation for the population: 
KAPECHE:  Mostly, but I thank God for this structure in the ministry. There are, 
at least they have put somebody who has done dentistry, then he has risen then at 
least he is putting some things in place. 
INT:  Okay. 
KAPECHE:  Uuuu. Though the structure now has been changed, they have 
developed Central Board, so we hope to have someone to be pushing for us there 
in the� 
INT:  Aha. 
KAPECHE:  Because I think even these people in this high office they need 
sensitisation on oral health. 
INT: How can the�. Which changes do there need to be taken in management? 
For this hospital to improve�?  What do they have to change? 
KAPECHE:  Like on oral health? 
INT:  Aha. 
KAPECHE:  I think they need to understand, the importance. 
INT:  Aha. 
KAPECHE:  They need to understand the importance, though I don�t know how. 
INT:  Aha. 
KAPECHE:  Uuuu. Because like in my case, I would go to see them every week, I 
said �I wont go my office`, laughing  I would go to see them every week. But so 
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far nothing much is happening, when I handed over to the doctor we have in the 
department, to take it up. So he is the one who is handling it, so I am just waiting. 
So I feel, there is a lot of sensitisation to be done, even to the management, so they 
will see the value for oral health, because its not only in the lab, even in the clinic, 
you find that there are no filling materials there is no this. But there are a lot of 
patients who come. 
INT: Yes, I saw them. 
KAPECHE:  There are a lot of patients and the unfortunate part is, when a patient 
comes, first thing is supposed preserve the tooth, but you find there are no filling 
materials. But someone comes in pain, and you don�t have filling materials and, 
you can�t do root canal therapy, so as a result, its just extraction, and as a results 
patients loose teeth instead of preserving. 
INT:  Aha. 
KAPECHE:  So, I think they need a lot of sensitisation, especially management. 
Then they see the value of oral health. 
INT:  Aha. 
KAPECHE:  Because when they see the value, then they will put in place what we 
need, then this problem won�t be there. 

 

Mister Banda, dental therapist from General Hospital suggests education of the 

population is needed. He understands the common ideas and interest in oral health are 

deeply rooted in people beliefs and daily lives and that educating is not sufficient for 

drastic oral health improvements at least not in the near future. This becomes clear in 

the continuation of the interview fragment paragraph 4.3 preventive oral care: 
� 
INT: And... how� what can be done to make the people more aware? To make 
them think I could take care of this part of my body as well? How can the 
people�? 
BANDA: I think we have to sensitise them�. Come and go to the villages, what --
-. But even thought I don�t know, why�. �.. Because, when they come here� ah, 
�I have got such and such a problem�. Then you tell them � This problem can be 
solved by a, b, c, d�. They start arguing just there: �I know this tooth cannot be 
done. What, what,  what..� Because of � give their own reasons also, which is 
very unprofessional.  
�. 
INT: �.Do you think the�. To get better oral health in Chipata or in Zambia, 
what should change? What should be done to�to improve the oral health of the 
people? Or what can be done?� 
BANDA: �I think there should be a very, very strong campaign.� 
INT: By the hospital? Or by the government? 
BANDA: The government.. 
INT: By the government�.And then the people can change their behaviour? 
BANDA: Over a lot of maybe long time. 
INT: It takes time. 
BANDA: Yes, it takes time to change. 
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Photograph 7: A sensitisation programme. Annia, a team member of Teethsavers International give oral health 

education to children�s mothers at primary school in Chikando village, Chipata District. 

 

A second idea for the future refers to curative oral health care. Dental therapists and 

inhabitants suggest more dental facilities should be present to make oral health care 

more accessible. The government should provide dental care in hospitals in rural areas 

to enlarge the accessibility to oral care.  

In conversations and interviews people made some suggestions for the future of 

oral health. Many people said a lack of money to be a debit of the low access to oral 

health care. They indicate accessibility could be increased when more money is 

available. First, they say people should have more money to go to hospital. Secondly, 

the government should spend more money on oral health to create more dental clinics 

in rural areas. Chipondi Phiri describes this in the following fragment: 
CHIPONDI:  � So, what I would love is, if the government can have better 
money and well trained staff, so that in rural areas you should have better 
equipment for health treatment. 
� 
CHIPONDI:  Sensitisation as well as treatment you know, people must have good 
equipment in hospitals, you find that Chipata general hospital is a big hospital, but 
they don�t have� you find that they don�t have drugs, when you go there they say, 
No go and buy from the drug store, we are� its not avoidable and it�s not 
manageable. For poor people. 
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Another method to improve oral health is teaching the people as to its importance. As 

George says: �It is not about money here, it is all about teaching them�. 

As Michael Bwala Chonta mentions this should be done by the government, but also 

by the dental professionals, as is indicated by Oliver, a student project management.: 
INT:  Could be done to, to improve�? 
MICHAEL: Oral health? 
INT:  Aha. 
MICHAEL: One is we need radio programs, we need ahnm adverts. If you�.  
INT: Could to tell the people? 
MICHAEL: Yes, yes, advert, the only advert we see about oral health is about 
Colgate Palmolive, and those guys they are just there to sell, laughing, the product. 
DORANAH: There are making money. 
MICHAEL: Whether, whether you use the toothpaste is none of their business, as 
long as they have sold. 
 
 
OLIVER: Like cause I have said earlier on, some of the people are not aware. 
What they think is that is the way they are. The people are not very interested. For 
the people are encouraging them, ahh you have to go to the hospital. There is a� 
it is called, teethhospital in General Hospital, it is a department at some hospital. 
So you have to go there for check up. There is a doctor.  
INT: Aha, okay. 
OLIVER: You need to get some advice in your way. He is supposed to take care of 
your teeth. 

 

Information via the radio, the internet and in magazines is suggested to improve the 

awareness of the importance of oral heath. Interviewees feel they have been neglected 

by the government and they suggest an increase in awareness would change people�s 

behaviour. They blame the government for not giving them enough information on 

oral health and they suggest that oral health care would have been of higher standard if 

the people had known the importance of oral health and the practical actions that can 

be taken to take care of the oral cavity. 
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5  Discussion and conclusion 

In this chapter a summary of the findings is related to the literature for each theme. 

Some subjects are described in various themes, and are discussed from different 

perspectives. At the end a final conclusion is formulated and the contribution of this 

research to science is discussed. Finally, remarks and suggestions for further research 

will be proposed. 

 

5.1 Oral health values and practices 

In Chipata District oral health is valued for its beauty and function. Over the ages 

traditions have existed concerning the oral cavity that influence the beauty and 

identity of a person. Especially appearance of frontal teeth are of importance to people. 

Although the expression of these traditions has changed, the oral cavity maintains its 

representative function. In literature decorations outside or inside the oral cavity are 

mentioned. Wearing wooden rings through the lips, placing minerals or metal frames 

on the tooth surface and shaping teeth are traditions described in literature (Polhemus 

1978b:154-173). Besides beauty, the oral cavity is valued for its function in speaking, 

laughing and also in digesting food, although the latter seems to be taken for granted. 

Presentation of the body is important and bodily hygiene activities are most important, 

since dirt can make a person sick. More importantly, a neat and clean appearance is 

important to be accepted in society. People wash and bathe their body and clean their 

teeth with different utensils. Economic circumstances can influence the methods and 

tools used for cleaning which distinguish people according to their social and 

economic position in the community.  

Oral hygiene is mostly performed for freshness of the mouth. A bad breath is 

something men want to prevent, as it has social consequences. People do not want to 

come close to a person with a bad breath. People who have a bad breath are judged do 

not perform enough hygiene activities, to be unclean and to neglect social rules. 

Rosenberg explains a bad breath is a condition which affects millions of people. It is 

mainly caused by the back of the tongue which is poorly cleansed by saliva. Poor oral 
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hygiene, diminished saliva flow and dryness of the mouth and smoking tobacco are 

other causes of bad breath (Rosenberg 2002:61). He mentions the increasing concern 

for bad breath in societies. A biological relationship between oral hygiene and oral 

health is known to some people, but it is scarcely a reason for people to clean their 

oral cavity. Most of the research population does not link oral health or general health 

problems to oral hygiene activities. Oral health professionals confirm this notion since 

they argue that, especially in rural areas, the people do not know about this 

relationship and therefore have the impression people do not care for their oral health. 

Knowledge of oral health is thought by parents and teachers and does correspond to 

the level of education. 

Apparently the oral cavity is used for the presentation of a person�s identity and 

for the purpose of positioning oneself in society. This will be described in section 5.4. 

 

5.2 Oral health problems and solutions 

Some oral health conditions are seen as a problem to people. These include having a 

bad breath, bleeding gums, a swelling, pain and lack of beauty or missing a tooth. 

Some people indicate a relationship between sugar consumption and tooth decay and 

between remaining food particles and decay, but most people do not know what 

causes the decay. Decay in itself is not seen as a problem, but the consequences 

thereof such as abscesses or pain are problems people want to solve. People use 

different self-care methods for these problems, so as cleaning the mouth with finger 

and ashes, rinsing with salt dissolved in water, brushing with chewing sticks or 

toothbrush and toothpaste to eliminate the bad breath. Pain relief is sought in putting 

herbs, petrol, disinfectant or toothpaste on the aching spot; partaking extraction of 

herbs or pharmaceutical painkillers; or rinsing salt solution. When self-care methods 

cease to work, or when people want permanent pain relief, they seek professional care 

by consulting a witchdoctor or an oral health professional in a dental clinic. The type 

of professional depends on the believed cause of the problem and on the economic 

circumstances.  



 83

 As regards the solutions of their problems, people mention that their access to oral 

health care and their health seeking behaviour are influenced by the practical effects of 

oral health policy and socio-economic factors. Their health seeking behaviour is not in 

line with the literature on oral health diseases in Africa and on the oral health 

problems identified by the people. Dental caries is an oral health disease in Africa 

with an increasing prevalence due to life style changes and increasing sugar 

consumption, especially in urban areas (Hobdell 1997: 216; Enwonwu 1988: 85). 

Among the research population tooth decay is not seen as a problem in itself. Losing 

teeth due to periodontal diseases or the effects of tooth decay is seen as a normal sign 

of aging. Pain and periodontal problems are seen as an oral health problem to people 

and scientists, but the data indicate a difference in perspective between scientists and 

the population as far as oral health problems are concerned. Scientists investigate the 

biomedical and social effects of oral diseases. They explore the socio-economic 

determinants of oral health diseases and the influences of policies on oral health status. 

A research from a critical medical anthropological perspective would have focussed 

on these relationships as between political economic influences and oral health. This is 

a different approach from the one used in this explorative research. This research is 

carried out from a cultural interpretative perspective. It focuses on the oral health 

problems people themselves indicate and on the effects of these problems on daily life. 

When exploring oral health care possibilities a critical medical anthropological 

perspective is used. 

A discrepancy between the research population and people in the Netherlands in 

the views on oral health problems is demonstrated in the different perceptions of tooth 

decay. In Western countries one of the motivations for cleaning the oral cavity is the 

prevention of tooth decay or periodontal problems. Suffering from tooth decay is a 

common, but unwanted problem. People who become edentulous are held responsible 

for this process. They often feel ashamed they have lost their teeth and wish to keep 

secret the fact that they wear prosthetics, if they do (Pronk 1997). Tooth decay is 

related to a lack of oral hygiene, not taking care of your own body, being lazy, dirty 

and unhygienic. The researched population does not see tooth decay as a problem and 
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decay does not provoke disgust if not accompanied by bad breath. On the contrary, 

losing teeth, for whatever reason, is seen as a natural consequence of aging. 

 

5.3 Daily oral nutrition 

People can value food for social and biological reasons. Two social meanings 

associated with food are found in the community; sharing food in order to show one�s 

allegiance the community and gaining weight as a sign of economic welfare. People 

do have some ideas about the relationship between food and oral health. First, they 

believe remaining food particles can cause problems like an unpleasant odour, tooth 

decay and gum problems. Second, one will develop a swelling after sharing a meal 

with a woman who had an abortion recently and thirdly food prepared by a 

menstruating cook who uses salt will start an incurable cough at consumer. These 

traditions maintain the belief in the cause-effect relations and are not intended to be 

explained from a biological viewpoint. Furthermore, people mention a relationship 

between specific food intake and general and oral health. 

 From the collected data on food intake it can be concluded that most people in 

urban areas are aware of the importance of a balanced diet for general health and oral 

health. In practice people eat many starches, carbohydrates and fat. Although the 

majority of people mention the different nutrient groups which a person should take in 

each day or each week, people indicate they do not have the financial means to 

prepare a balanced diet each day. This means they give an economical explanation for 

their only partially balanced diet. From observations it became clear that a diversity of 

food is seasonably available in urban areas at no extra cost. This suggests there is 

another reason for the composition of the local diet. Habits and traditions regarding 

meals are of great importance to this community. In rural areas the diet is extremely 

one sided and more dependent on seasonal crops. Some people have to overcook their 

food to be able to digest it which results in loss of vitamins. 

 The imbalanced diet resulted in a shortage of vitamins and minerals, especially in 

rural areas. In literature its effect on oral health is described. Enwonwu describes in 

her article on nutrition and oral health the effect of malnutrition in Africa on oral 
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health. A shortage in vitamins and minerals can conduct atrophy of the oral epithelium. 

This means that the barrier function of the oral mucosa decreases and the 

malnourished person becomes more vulnerable to periodontal diseases, since bacteria 

from the oral plaque can enter the periodontal tissue and periodontal inflammation can 

begin. Noma, cancrum oris, is a severe infectious disease which destroys the soft and 

hard tissues of the oral and para-oral tissues. Enwonwu claims poverty is to be blamed 

for this disease. Another effect of malnutrition is stunting which often goes together 

with hypoplasia of the enamel and eruption delay of the primary dentition. This hypo 

mineralised enamel is more vulnerable to decay (Enwonwu 2004:146-147). The 

prevalence of dental caries has increased in Africa, due to increased sugar 

consumption. This is seen especially in underprivileged communities with a low social 

economic status where periodontal diseases are most common. A research on sugar 

consumption and the use of toothpicks among adolescents in Ghana showed that 

socio-regional status influences sugar consumption. People in urban areas consumed 

more sugar than these in rural areas (Blay 2000: 446). The Zambian government has 

added vitamin A to sugar to make sure the population receives this vitamin even 

artificially. 

 Apart from the nutritious effects of food, food can have a direct effect on oral 

health. Sugar is one of the contributing factors to dental caries. In urban areas people 

have more access to sweets and sugar than in rural areas. In literature it is described 

that dietary habits are important for the development of oral diseases. Socio-economic 

factors and socio-regional status influence dietary habits and thus oral health 

(Enwonwu 1981: 34). In urban areas in Africa the prevalence of decay is higher than 

in rural areas. Rural inhabitants consume food less frequently and thus polluting the 

oral cavity less frequently. This prevents the growth of bacteria that can harm the oral 

cavity. Another effect on oral health can be the consumption of sugar cane which is 

often seen as consuming sugar. The effects of chewing sugar cane have been 

investigated. The results of a study done by Frencken suggests that sugar cane 

chewing in large quantities over a long period has a caries-promoting effect in 

populations with a low caries prevalence (Frencken 1989). However, chewing 

stimulates the secretion of saliva from the parotis glandule which has a protective 
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effect on teeth and mucosa (Van Nieuw Amerongen 1994:24). Chewing on sugar cane 

cleans the teeth mechanically from potentially harmful plaque. Literature on food and 

fluoride shows that sugar cane from Australia contain fluoride (Subba Rao 1984:121). 

It is not mentioned whether this fluoride is biologically available for the human body. 

The biological availability of fluoride is of importance since fluoride can be absorbed 

by the enamel to make it more resistant to decay (Enwonwu 1988: 89, Van Loveren 

1996:211). The fluoride content in food might be influenced by the fluoride content of 

the water used in food processing as Schamschula suggests (1979).  

 

5.4 Daily oral hygiene 

Daily oral hygiene practices involve cleaning the mouth in the morning with utensils 

as chewing stick, salt, ashes or toothbrush with or without toothpaste. People say they 

should clean the mouth after every meal, but in reality they clean generally once a day, 

in the morning. Some people use chewing sticks during the day to remove remaining 

food particles after a meal. As mentioned in paragraph 5.1, most people are not aware 

of the relationship between hygiene and general or oral health. They perform oral 

hygiene activities, because they have learned from their parents or teachers to clean 

the mouth. They might have learnt that it is important, but they do not know the 

reason nor do they have a biological argument for this habit.  

Hygiene is important to the research population since hygiene practices can 

distinguish one person from another on an economical and social level. It is highly 

respected when people perform hygiene activities in their surroundings and to their 

body. Using hygienic utensils that are costly and modern is a sign of wealth and 

development. Furthermore, cleaning achieves the required freshness of the mouth. 

Having a bad breath is socially unacceptable and can exclude people from some social 

activities.  

Douglas describes that hygiene can reinforce social structures and pressures. 

Cleaning the body is a way of organising the social environment. From this research it 

can be concluded that the research population performed hygienic activities not so 

much for health reasons, but rather because their society expects them to be clean and 
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fresh. Fulfilling this expectation makes them accepted and respected in society. The 

type of hygienic method can be an additional contribution in this respect as it can 

upgrade someone�s social position in terms of wealth and development. 

 

5.5 Access to oral self-care and professional oral care 

In 1983-1984 a study was carried out in Zambia to determine the status and the role of 

traditional healers in Zambia. This knowledge is important in determining the role 

traditional healers can play in national health care delivery programmes and primary 

health care. Cooperation of these sectors might strengthen national health care. 

Kasonde and Martin define a traditional healer as  
A traditional healer or Ng�anga is a person with a recognised function in the 
community to deal with health and illness. He or she uses vegetable, animal and 
mineral substances and methods based on socio-cultural traditions to deal with 
illness and to improve health. �The healer heals in a recognised area and has a 
recognised clinic for consultation. One notable feature of traditional healers is their 
concern to heal not just physical sickness but also psychological problems and even 
discord within a family or community� Traditional healers themselves often 
classify diseases into those that occur naturally and those that have spiritual causes� 
(Kasonde and Martin 1994: 79-80).  

 

Until the British introduced Western medicine, traditional medicine was the only 

available health system. After independence, traditional medicine grew because the 

government supported traditional institutions. Since 1977 traditional healers are 

recognised by the authorities in Zambia and people did not have to hide their initial 

consultations with a traditional healer as they did in colonial times. The four main 

types of traditional healers in Zambia are Traditional Birth Attendants, Faith healers, 

Spiritualists and Herbalists. In Chipata�s urban and rural areas people consult a 

witchdoctor for their oral health problems when they believe these are caused by 

witchcraft or when treatment in hospital does not work. In this explorative research 

not enough data was collected as to the reasons for consulting witchdoctors in rural 

areas to come to any conclusions on that subject.  

 Most people use painkillers of any kind when they suffer from toothache. Some 

use herbs they are acquainted with, some buy herbs at an herbalist store in town. 

Others buy pharmaceutical painkillers at pharmacies. When painkillers do not 
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generate the required effect some people precede to using more drastic treatment. 

Others have experienced painkillers as a temporary treatment and prefer a permanent 

solution. Most people go to hospital for pain relief and some use herbal measures to 

get the tooth removed from the mouth. Some people in rural areas go to a witchdoctor 

to get the tooth removed. Other reasons people visit a dental clinic are: wanting a 

tooth to be filled, having gum problems, wanting artificial teeth to fill a gap or 

wanting braces. People who postpone their visit to an oral health professional have 

different reasons. First they can be afraid of the extraction or pain during treatment. 

Second, they may have experienced unpleasant treatment or have heard stories from 

others. Thirdly, they might not be aware of the available treatment in a dental clinic or 

their residence is of considerable distance from the dental clinic. The decision on pain 

medication and the choice of treatment depends on the person�s experiences, his 

preference for a certain approach and the advice he gains from family and friends. 

Kasonde and Martin suggest traditional medicine can be integrated in national health 

care, but only when judged as a system that should be recognised and supported. It 

cannot be absorbed by the biomedical medicine, since it has essentially different 

foundations. 

 

5.6 Ideas for the future 

Oral health professionals and community members are of the opinion that the 

community does not have enough knowledge of oral health. They feel it is the 

responsibility of the government and the oral health professionals to inform the people. 

They believe the government has not carried out awareness programmes for economic 

reasons and out of a lack of concern for its people. A second suggestion they make is 

the establishment of more dental clinics to improve the availability of oral health care 

to the people. 

 Scientists have learned that informative programmes do not necessarily lead to a 

change in attitude or behaviour. It is suggested that teaching life skills to people has a 

greater effect on behavioural than changing attitudes.  
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This research was carried out with the purpose of answering the original research 

question and sub questions: 

 

What knowledge, ideas and behaviour do people have on oral 

health, oral hygiene and oral health care in rural and urban areas in 

Chipata District, Zambia?  

 

• Which knowledge, ideas and self-care activities do people in rural and urban 

communities in Chipata District have for oral health? Special attention is given 

to oral hygiene practices, diet, smoking tobacco and drinking alcohol? 

 

• What kind of professional oral health care facilities are available (biomedical 

practices, traditional healers, hospitals, dispensaries) and accessible (cost of 

social-, geographical-, financial- and cultural distance) in Chipata District and 

how are these facilities experienced (quality)? 

 

During the research the research question did not need to be revised or reframed. In 

general the collected data could answer the research questions. An impression of the 

differences between urban and rural areas is described in the findings, but not outlined 

in the conclusion, with an exception for daily nutrition. This explorative research was 

not intended to make a distinction according to socio-regional factors.  

 

Oral health is valued for the presentation of a person in society. Beauty of the oral 

cavity, hygienic activities, the type of hygienic utensils and having a fresh breath 

determine a person�s respect and social position. The knowledge and ideas people 

have on oral health affect their oral self-care and health seeking behaviour. Most 

hygienic activities are performed for social reasons. People have learned it is 

important to have a clean mouth. Diet, smoking tobacco and drinking alcohol 

influences general or oral health biologically. People have varying ideas about food 

that contributes to oral health. People have various utensils for oral hygiene. The 

economic situation and socio-regional context determine the hygienic tools. Painful 
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oral health problems are solved with self-care practices. Different types of pain relief 

are used depending on personal preference and the advice given. 

 In Chipata District dental clinics in hospitals are mostly found at long distances 

from people�s places of residence. This makes them either less or not available or 

accessible to some people, especially in rural areas. For some the clinics are too 

expensive. Many people do not feel respected in hospital, but they nevertheless value 

the treatment, since it usually gives them the permanent pain relief they were looking 

for. Traditional healers are more widely available to people, since they are widespread. 

The accessibility is enlarged since the witchdoctor mostly lives amongst the 

community members. The choice of professional care is influenced by religious and 

socio-regional factors, belief in the cause of the problem and the financial means. 

Thus it differs for each situation. 

 

The result of this research can contribute to a discussion on oral health in Zambia or in 

Africa. In general this concerns oral health policies that should be pursued to improve 

oral health in Africa, but also the social significance as to what the oral cavity 

symbolises. This research indicates the importance of oral health to the people in 

Chipata District, as well as the oral health problems they experience and the self-care 

methods they use. People�s attitude towards professional health care is discussed; it 

can influence policy making. More importantly this research has exposed some 

anthropological knowledge of the oral cavity. So far, little literature has been 

published on the significance of the oral cavity to people.  

 Since this is a small explorative research, it only gives an impression of the 

knowledge, ideas and behaviour people have on oral health, oral hygiene and oral 

health care in rural and urban areas in Chipata District. Further research could focus 

on the oral health policy of the government, physical differences in dental and 

periodontal structures between different ethnic groups and their influences on oral 

health diseases, as well as on the influence of knowledge of oral health and on oral 

hygiene practices. 
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Samenvatting 

Deze scriptie is het resultaat van een exploratief onderzoek ten behoeve van de Master 

opleiding Medische Antropologie en Sociologie van de Universiteit van Amsterdam. 

Het onderzoek ging over kennis en ideeën over mondgezondheid en de toegankelijk- 

en verkrijgbaarheid van zelfzorg en professionele mondzorg in stedelijke en rurale 

gebieden in Chipata District, Zambia. Informatie werd verzameld via participerende 

observaties, semi-structurele interviews, geleide discussies en focus groep discussies. 

Informatie over dagelijkse voedselopname werd via voedseldagboekjes verzameld. De 

resultaten van het onderzoek laten zien dat de onderzoekspopulatie kennis en ideeën 

heeft over mondgezondheid, over mondgezondheidsproblemen en over middelen van 

mondverzorging. Deze kennis lijkt niet bepalend te zijn voor het mondhygiëne gedrag 

van de onderzoekspopulatie, maar wel voor de keuze van het type zelfzorg en 

professionele mondzorg. De ideeën die de bevolkingsgroep heeft over 

mondgezondheid zijn meer gebaseerd op oude tradities dan op biologische 

verklaringen. Mondhygiëne wordt uitgevoerd om sociale redenen. Hygiëne is een 

manier om je te onderscheiden binnen de groep als schoon en als welvarend. Hygiëne 

activiteiten worden uitgevoerd om acceptatie en respect in de groep te verkrijgen. 

Mondgezondheidsproblemen worden met deze hygiëne opvatting geassocieerd en een 

slechte adem wordt verafschuwd en niet geaccepteerd. De methode en middelen van 

mondhygiëne zijn afhankelijk van de economische en geografische situatie. De keuze 

voor zelfzorg en professionele mondzorg wordt bepaald door economische factoren, 

door persoonlijke overtuiging over oorzaken en remedies en door beschikbaarheid van 

mondzorg faciliteiten. Mensen met mondgezondheidsproblemen gaan gewoonlijk naar 

een dental clinic in een ziekenhuis of naar een traditionele genezer. Verder onderzoek 

zou zich kunnen richten op het mondgezondheidsbeleid van de overheid; fysieke 

verschillen in dentale en parodontale structuren tussen verschillende etnische groepen 

en hun invloeden op mondgezondheidsaandoeningen en problemen; en de invloed van 

kennis over mondgezondheid op mondhygiëne 
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ANNEX I Map of research area 
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ANNEX II List of interview participants 
 

number Name Sex Age Ethnic group Category Occupation Religion 
1 Doranah 

Muloongo 
F 32 Tonga Key informant/ 

research assistant 
oral health 
educator, ART 
technologist 

Christian 

2 Judith Kolomo F 53 Tonga/Bemba Community 
member 

 Christian 

3 Victoria Kolomo F 33 Tonga Community 
member 

primary school 
teacher 

Christian 

4 Emmanuel 
Chinyonga 

M 24  Community 
member 

musician Christian 

5 Patricia Tembo F 23 Nsenga oral health care 
professionals 

oral health 
educator, ART 
technologist 

Christian 

6 Jack Rudd M 68 Texas, USA oral health care 
professionals 

dentist/ TSI 
director 

Christian 

7 Mr. Banda M >40 Chewa oral health care 
professionals 

dental 
therapist 

Christian 

8 Mary Ngosa F 38 Tumbuka Community 
member 

radio operator Christian 

9 Emmanuel 
Manyansho 

M 40 Ngoni oral health care 
professionals 

dental 
therapist 

Christian 

10 Fredah Phiri F 40 Chewa oral health care 
professionals 

dental 
therapist 

Christian 

11 George Kolomo M 24 Tonga Community 
member 

student Christian 

12 Chipondi Phiri M 32 Chewa Community 
member 

accounts clerk Christian 

13 Michael Bwala 
Conta 

M 42 Bemba Community 
member 

internet café 
owner 

Christian 

14 Mrs. Kapeche F 33 Chewa oral health care 
professionals 

dental 
technologist 

Christian 

15 Gerald Lungu M 33 Ngoni Patiënt  Christian 
16 Mrs. Mbuzi F 33 Chewa Community 

member 
housewife Christian 

17 Isabel Phiri F 19 Chewa Community 
member 

student Christian 

18 Mrs. Mary F  Ngoni oral health care 
professionals 

witchdoctor Christian 

19 Iqbal Patel M 35 Indian Community 
member 

shop keeper Muslim 

21 Oliver M 26  Community 
member 

student Christian 

22 Henri Kaswka M 55 Tanzanian Community 
member 

Market trader Christian 

23 Lackson 
Mwandira 

M 33 Tumbuka Community 
member 

carpenter Christian 

24 Christine 
Nkuwawa 

F 23 Mamwanga Community 
member 

student Christian 
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Number Name Sex Age Ethnic group Category Occupation Religion 
25 
 

Chembela Milanzi M 26 Ngoni Community 
member 

Market trader Christian 

26 Margreth Phiri F  Chewa Patient student Christian 
27 - M 18  Patient student Christian 
28 - M 38  Patient farmer Christian 
29 Gibson Kamanga M 28 Tumbuka oral health care 

professionals 
dental 
therapist 
 

Christian 

30 Harricon Njovu M 36 Ngoni Patient brick layer Christian 
31 Rosemary Lungu F 55  Patient farmer Christian 
32 Fanny F 26 Chewa Community 

member 
marketeer Christian 

33 Rodgers M 29 Luvale oral health care 
professionals 

oral health 
educator, ART 
technologist 

Christian 

34 Merriam F 30 Chewa oral health care 
professionals 

oral health 
educator, ART 
technologist 

Christian 

35 Felicy F 24 Tumbuka oral health care 
professionals 

oral health 
educator, ART 
technologist 

Christian 

36 Ruth F >50 Ngoni Community 
member 

former 
witchdoctor 

Christian 
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ANNEX III List of respondents of food diaries 
 
Number Name Age Occupation 
1 Patricia Tembo  23 Oral Health Educator/ ART operator 
2 Doris Tembo 28 Housewife 
3 Gertrude Tembo 14 School girl 
4 Mary Ngosa 38 Secretary 
5 Martha Muale 27 House made 
6 Sokat Khans  11 School boy 
7 Emmanuel Chinyonga 23 School leaver 
8 Mary Daka 13 School girl  
9 Lammeck Kabisi 32 Missionary 
10 Chembela Milanzi 26 Market trader 
11 Andrew Mutonga 34 Teacher HRM 
12 Isabel Phiri 19 student 
13 Mabvuto Phiri 9 School girl 
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ANNEX IV Topic list for semi-structured interviews and focus 
group discussions 

 
Community members: 

• What is important for a person to be a good and respected person? 

• Which activities can contribute to gaining respect? 

• When is a person a healthy person? 

• What can contribute to being healthy? 

• Have you ever seen any kind of oral health problems? 

• Did you ever experience oral health problems? 

• What caused the oral health problems? 

• How did you or others solve oral health problems? 

• Who has access to oral health care facilities? 

 

Oral health care professionals: 

• What problems to people have when they visit you? 

• What kind of treatments can you perform? 

• What kind of treatment do people need? 

• What can be done to make improve the oral health of the people in your 

district? 

 

Patients in the General Hospital, Chipata: 

• Why did you come to the clinic? 

• What activities did you perform before you came to the dental clinic? 

• What are your expectations of the following treatment? 

 

 
 


