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Background

As of February 2021, there were 26 million refugees glob-
ally. Although refugees are defined and protected in interna-
tional law [1], they are still a highly vulnerable population. 
Many have experienced physical and psychological trauma 
because of war, injuries, sexual violence, and gender-based 
violence [2].

The health and well-being of refugees occurs in complex 
and constantly evolving environments. Even refugees who 
obtain legal status in their host countries and undergo the 
process of acculturation are likely to be subjected to sig-
nificant stress, suffer from racism and discrimination, and 
experience language and cultural barriers [2].

Oral diseases are neglected public health problems 
affecting over 3.5 billion people globally [3]. Oral health is 
a determinant of general health and quality of life and well-
being. Oral diseases, while mostly preventable, cause pain 
and dysfunction that change the way people eat, speak, and 
interact with others [4]. There is a clear social gradient to 
oral diseases, particularly due to poor access to care. There-
fore, underserved populations such as refugees bear the 
highest burden of these diseases and their consequences [5]. 
Oral diseases pose a big threat to the health and wellbeing 
of refugees [6–8]. Studies have indicated a high prevalence 
of oral disease and unmet oral healthcare needs in refugee 
populations, often exceeding the levels of disease and unmet 
care needs experienced by disadvantaged communities of the 
host country [7–11]. Most commonly, refugees experience 
high levels of dental caries, periodontal disease, oral lesions 
and traumatic dental injuries [7, 8, 11]. There is also evi-
dence that refugees are less likely to access oral healthcare, 

and their first contact with a care provider will often be to 
seek pain relief [11].

Barriers to oral health care among refugees (Fig. 1) 
vary within and between countries due to diverse policies 
related to oral health and the varying legal status of refu-
gees [12–14]. This brief report describes the current policies 
related to refugee oral health care in different countries and 
the dental services offered in these settings. This survey col-
lected data from National Dental Associations (NDAs) with 
the aim of understanding access to oral health care, avail-
ability and affordability of oral health services, and current 
policies related to refugee oral health in different countries. 
Survey data was also used to develop an advocacy guide 
to help governmental and non-governmental organizations 
working in oral healthcare provision to promote oral health 
among refugees [15]. The guide raises awareness about the 
burden of oral diseases among refugees and provides a step 
by step plan to advocate for better oral health in this vulner-
able population [15].

Methods

FDI World Dental Federation (FDI) surveyed 193 profes-
sional and national dental associations in 136 countries 
between June 2019 and August 2019 to investigate current 
policies and activities related to refugee oral health. The sur-
vey asked about activities related to oral health promotion, 
oral health care provision, and the organizations responsible 
for these tasks. Specifically, the survey asked about access 
to general healthcare and the organization responsible for 
providing healthcare to refugees, access to and funding of 
oral health care, dental screening on arrival for refugees, the 
type of services available and referral pathways, relevant 
national policies, and the role of respondent organizations 
in promoting oral health for refugees.

In addition, some demographic and economic data were 
collected about the respondent countries, including Health 
System Efficiency index (HSE), country demographics, the 
estimated number of refugees in the country and number 
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of dentists registered in the country. HSE was taken from 
the World Health Organization’s ranking for 191 countries 
which uses a composite index of five health system indica-
tors (health, health inequality, responsiveness-level, respon-
siveness-distribution, and fair-financing) [16]. The nine sur-
vey questions and their responses are presented in Table 1.

Data for questions 1 to 8 were collected at a country level 
(n = 74), when more than one answer received from the same 
country, a follow up email was sent to the NDAs to agree 
on the most accurate answer. Answers for question 9 were 
reported at the individual organization level (n = 108), thus, 
in few cases more than one organization in the same country 
reported their activities related to refugee oral health. The data 
collected were anonymous and did not include any personal 
data. The participation in the survey was voluntary and the 
research ethics committee at Al-Quds University checked all 
aspects of the current study.

Descriptive statistics were generated for each question as 
frequencies and percentages. Bivariable statistical analysis 
was conducted at a country level (n = 74) using Person’s Chi 
Square to understand what country level factors influenced 
activities and policies related to refugee oral health in that 
country. Significance level was set to 0.05.

Results

One hundred and eight responses in total were received 
representing 74 countries, from Europe (n = 30), Africa 
(n = 18), Asia–Pacific including the Middle East (n = 16) and 
the Americas (n = 8) (Fig. 2). Two responses did not indicate 
the country. Most countries that have a high influx of refu-
gees such as Turkey, Jordan, State of Palestine, Lebanon, 
and Uganda responded to this survey. Respondent countries 
characteristics are found in Table 2.

The results found that United Nations High Commis-
sioner for Refugees (UNHCR) was clearly the main agency 
responsible for the healthcare of refugees (16 countries out 
of 73), especially in countries with low HSE (x2 = 52.9, 
p = 0.006), and in Africa, (x2 = 68.9, p. 0.001). Seventeen 
countries out of 73 reported that local governmental authori-
ties and institutions are the ones responsible for refugees 
healthcare services. UNHCR, through its public health 
programs, work with governments and partners to provide 
emergency health services for refugees, improve local health 
services and include refugees in national health systems and 
plans [17]. Despite UNHCR usually acknowledging the bur-
den of oral disease among refugees in its annual reports [17] 
and it is the main responsible agency in countries that have 
shortage in dental manpower (x2 = 52.0, p = 0.008); there 
are still no established UNHCR programs that provide oral 
health care to refugees.

Among respondent countries, access to general healthcare 
services for refugees was free in 28% (n = 30), subsidized in 
15% (n = 16) and paid at full cost in 7% of countries (n = 8). 
As expected, countries with higher HSE index had more 
free and subsidized healthcare services, (x2 = 24.9, p = 0.05).

In this sample, costs of oral health care services were 
paid by host governments in 21% (n = 23) of respondent 
countries, (mainly in high HSE countries and in Europe) 
and by international non-governmental organizations in 
11% (n = 12) of respondent countries (mainly in low HSE 
countries and in Africa), (HSE: x2 = 44.6, p = 0.007, Region: 
x2 = 42.3, p = 0.012).

Among respondent countries, five countries (4.6%) con-
firmed that there is an obligatory oral health screening for 
refugees when they first arrive. Three of these countries had 
high HSE and three had higher dentists to population ratio. 
However, these differences were not statistically significant. 
Among those five countries, two countries, New Zealand and 
Iran, refer people with oral disease or conditions identified 

Fig. 1   Social determinants of 
health in migrants [7]
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through screening for further treatment. While screening for 
oral health upon arrival shows awareness of oral health’s 
importance for refugees’ wellbeing, failure to provide ade-
quate referral services renders it ineffective [18]. In general, 
23 countries (21.3%) reported referring refugee patients to 
dentists for more definitive treatment during obligatory or 
voluntary screening for oral health issues.

Among countries that provide some types of dental ser-
vices to refugees when they first arrive, emergency oral 
health care was the main type of care offered by 34 coun-
tries, followed by therapeutic care offered by ten countries 
and preventive care offered by seven countries, Table 1. 
Providing emergency and therapeutic oral health care is 
necessary, but insufficient. Oral diseases prevention and 
oral health promotion activities should be integrated into 
all health promotion activities offered to refugees. In 24.6% 
of our respondent countries, no oral health care was provided 
at all.

Forty-nine countries out of 74 indicated that they had 
some type of national policy related to refugee health in 
place. While 53.9% of countries had policies devoted to refu-
gees’ general health or organizations working for refugees’ 

Table 1   Activities and policies related to refugee oral health in a 
sample of FDI member states

Survey Questions (n = number of respondent 
countries for each question)

Answers Frequency 
(%)

1. What is the main agency or organitation 
responsable for the healthcare of refugees in 
your country? (n = 73)

•UNHCR 16 (14.8)
•IOM 4 (3.7)
•WHO 2 (1.9)
•UNRWA​ 2 (1.9)
•International charities 2 (1.9)
•Local charities 14 (13)
•Refugee Council 1 (0.9)
•Other 17 (15.7)
•Don’t know 15 (13.9)
2. In general, what kind of access to healthcare 

do refugees have? (n = 72)
•Free healthcare 30 (27.8)
•Susidized 16 (14.8)
•Full cost 8 (7.4)
•Don’t know 18 (16.7)
3. How is the dental care mainly funded for 

citizens in your country? (n = 73)
•Government-funded healthcare services 26 (24.1)
•Private healthcare insurance 8 (7.4)
•Out of pocket 29 (26.9)
•Other 10 (9.3)
Don’t know 1 (0.9)
4. How is the dental care mainly funded for 

refugees in your country? (n = 73)
•Government 23 (21.3)
•International NGOs 12 (11.1)
•Local NGOs 4 (3.7)
•Volunteers 5 (4.6)
•Out of Pocket 8 (7.4)
•Other 9 (8.3)
•Don’t know 12 (11.1)
5. Is there an obligatory oral health screening 

for refugees when they first arrive in your 
country? (n = 74)

•Yes 5 (4.6)
•No 55 (50.9)
•Don’t know 14 (13)
6. If a condiction is identified during the oral 

health screening (obligatory or optional), is 
there a referral system to dentists in place? 
(n = 68)

•Yes 23 (21.3)
•No 25 (23.1)
•Don’t know 20 (18.5)
7. What type of dental services are offered to 

refugees when they first arrive? (Check all 
that apply)

Table 1   (continued)

Survey Questions (n = number of respondent 
countries for each question)

Answers Frequency 
(%)

•Emergnecy care (n = 73) 34 (46.6)
•Theraputic care (n = 73) 10 (13.6)
•Preventive care (n = 74) 7 (9.5)
•None (n = 73) 18 (24.6)
•Don’t know (n = 74) 10 (13.5)
8. Are there national policies or guidelines 

addressing any of the following issues in your 
country? (Check all that apply)

•Policies related to general health (n = 74) 25 (33.7)
•Policies related to dental health (n = 74) 9 (12.2)
•Policies related to volunteering organizations 

working with refugees (n = 74)
15 (20.2)

•No special policies related to refugees (n = 74) 19 (25.7)
•Don’t know (n = 74) 14 (18.9)
•Others (n = 74) 2 (2.7)
9. Are you or your National Dental Association 

involved in the following aspects regarding 
the oral health of refugees? (Check all that 
apply)

•Policy develeopment (n = 100) 9 (9.0)
•Providing care (n = 101) 21 (20.7)
•Oral health promotional activities (n = 101) 24 (23.7)
•Advocacy (n = 101) 17 (16.8)
•None (n = 101) 47 (46.5)
•Other (n = 101) 6 (5.9)
•Don’t know (n = 101) 3 (2.9)
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health, only 12.2% of these policies was related to oral 
health.

Interestingly, estimates of host countries’ population and 
refugees hosted in those countries did not influence any of 
the policies or activities assessed in this survey.

Almost 46% of respondent NDAs’ representatives indi-
cated that they play a role in refugee oral health. These 
activities were mainly promoting oral health (23.7%), pro-
viding oral health care (20.7%), lobbying and advocacy for 
better oral health care for refugees (16.8%) and some policy 
development activities (9%). This minimal involvement of 
the NDAs and other national organizations is due to the fact 
that they most often are excluded from any refugee response 
plan by governments and international organizations. Other 
NDAs stated that their focus is on supporting underserved 
populations among their citizens. Detailed answers to the 
survey questions are presented in Table 1.

Conclusion

When it comes to policies and activities related to oral health 
for refugees, the current findings showed that oral health for 
refugees is a low priority. The main actors for oral health in 
host countries, national dental associations and their affili-
ated professional organizations, are minimally involved in 
promoting oral health in this vulnerable population.

This brief report provides advocates for refugee oral 
health with a snapshot of the current activities and policies 
related to oral health among this vulnerable population. It 
is the first study to tackle this important issue and its data 
can be used to support advocacy initiatives to promote oral 
health and oral healthcare among refugees. Although the 
study used convenience sampling, 74 out of 136 countries 
represented by an FDI member dental association (response 
rate of 54.4%) completed the survey with variation in demo-
graphic, geographic and economic status that suggests a 
good representation of FDI member states.

Data presented here should open our eyes to the double 
dilemma of refugee oral health, a neglected health issue in 
a vulnerable population. Advocates for refugee oral health 
need to use the momentum of oral health advocacy that has 
been building in recent years to push oral health onto the 
agenda of all organizations working with refugees.

The recent inclusion of oral health in the Universal 
Health Coverage (UHC) agenda [19], the establishment of 
the Lancet Commission on Oral Health [20], the release of 
the FDI Vision 2030 report [21] and the recent approval 
of resolutions promoting oral health by the World Health 
Organization (WHO) Executive Board [22] are all great 
opportunities to promote better oral health in this vulner-
able population. NDAs and international organizations need 
to unite and collaborate with health agencies working on the 
ground in refugee camps to implement effective oral health 
promotional programs, including preventive and therapeutic 
care. Raising awareness about this issue, establishing a 
screening and referral system upon arrival and empowering 
community oral health workers to get engaged in these pro-
motional programs are some examples of interventions that 
can be implemented in refugee settings [15]. Success stories, 
best practices and a step-by-step roadmap to advocate for 
better oral health among refugees were presented in the FDI 
Refugee Oral Health Advocacy Guide [15] and can be used 
to inform and inspire such initiatives.

Funding  Funding was provided by FDI World Dental Federation.

Table 2   Respondent countries characteristics

Country characteristics Number of respondents 
countries (%)

Geographic location
 Americas 8 (10.8)
 Europe 30 (40.5)
 Asia–Pacific including the Middle East 16 (21.6)
 Africa 18 (24.3)
 No information 2 (2.7)

Total 74 (100%)
Population
  < 10,000,000 24 (33.3)
 10,000,000–49,999,999 27 (37.5)
 50,000,000 +  21 (29.2)
 No information 2 (2.8)

Health System Efficiency Index
  < 0.500 14 (19.4)
 0.500–0.799 26 (36.1)
 0.800 +  30 (41.7)
 No information 2 (2.8)

Current estimate of refugees in country
  < 10,000 23 (31.9)
 10,000–99,999 20 (27.8)
 100,000 +  25 (34.7)
 Missing 4 (5.6)
 No information 2 (2.8)

Number of dentist registered
  < 1000 17 (23.6)

1000–9999 27 (37.5)
 10,000 +  26 (36.1)
 No information 2 (2.8)



	 Journal of Immigrant and Minority Health

1 3

References

	 1.	 Convention and Protocol Relating to the Status of Refugees.United 
Nations High Commissioner for Refugees (UNHCR), Geneva; 
2010. https://​www.​unhcr.​org/​3b66c​2aa10. Accessed 25 Feb 2021

	 2.	 Report on the health of refugees and migrants in the WHO 
European Region: no public health without refugee and migrant 
health. Copenhagen: World Health Organization Regional Office 
for Europe; 2018. Available from: https://​apps.​who.​int/​iris/​bitst​
ream/​handle/​10665/​311347/​97892​89053​846eng.​pdf?​seque​nce=​
1&​isAll​owed=y. Accessed 23 Feb 2021

	 3.	 Watt RG, Daly B, Allison P, Macpherson LMD, Venturelli R, Listl 
S, Weyant RJ, Mathur MR, Guarnizo-Herreño CC, Celeste RK, 
Peres MA, Kearns C, Benzian H. Ending the neglect of global oral 
health: time for radical action. Lancet. 2019;394(10194):261–72. 
https://​doi.​org/​10.​1016/​S0140-​6736(19)​31133-X.

	 4.	 Biscaglia L, Di Caccamo P, Terrenato I, et al. Oral health status 
and caries trend among 12-year old Palestine refugee students: 
results from UNRWA’s oral health surveys 2011 and 2016. 
BMC Oral Health. 2019;19(1):157. https://​doi.​org/​10.​1186/​
s12903-​019-​0844-z.

	 5.	 Peres MA, Macpherson LMD, Weyant RJ, Daly B, Venturelli R, 
Mathur MR, Listl S, Celeste RK, Guarnizo-Herreño CC, Kearns 
C, Benzian H, Allison P, Watt RG. Oral diseases: a global public 
health challenge. Lancet. 2019;394(10194):249–60. https://​doi.​
org/​10.​1016/​S0140-​6736(19)​31146-8.

	 6.	 Cote S, Geltman P, Nunn M, Lituri K, Henshaw M, Garcia IR. 
Dental caries of refugee children compared with US children. 
Pediatrics. 2004;114(6):e733–40. https://​doi.​org/​10.​1542/​peds.​
2004-​0496.

	 7.	 Davidson NJ, Skull S, Calache H, Murray SS, Chalmers J. Holes a 
plenty: oral health status a major issue for newly arrived refugees 
in Australia. Austr Dental J. 2006;51(4):306–11. https://​doi.​org/​
10.​1111/j.​1834-​7819.​2006.​tb004​48.x.

	 8.	 Keboa MT, Hiles N, Macdonald ME. The oral health of refu-
gees and asylum seekers: a scoping review. Global Health. 2016. 
https://​doi.​org/​10.​1186/​s12992-​016-​0200-x.

	 9.	 Fox SH, Willis MS. Dental restorations for Dinka and Nuer refu-
gees: a confluence of culture and healing. Transcult Psychiatry. 
2010;47(3):452–72.

	10.	 Social Determinants of Migrant Health. International Organiza-
tion for Migration (IOM UN). Available from: https://​www.​iom.​
int/​social-​deter​minan​ts-​migra​nt-​health. Accessed 24 Feb 2021

	11.	 Ghiabi E, Matthews DC, Brillant MS. The oral health status of 
recent immigrants and refugees in Nova Scotia. Canada J Immigr 
Minor Health. 2014;16(1):95–101.

	12.	 Dhesi S, Isakjee A, Davies T. Public health in the Calais refu-
gee camp: environment, health and exclusion. Crit Public Health. 
2018;28(2):140–52.

	13.	 Singh HK, Scott TE, Henshaw MM, Cote SE, Grodin MA, 
Piwowarczyk LA. Oral health status of refugee torture sur-
vivors seeking care in the United States. Am J Public Health. 
2008;98(12):2181–2. https://​doi.​org/​10.​2105/​AJPH.​2007.​120063.

	14.	 Paisi M, Baines R, Burns L, Plessas A, Radford P, Shawe J, Wit-
ton R. Barriers and facilitators to oral health care access among 
asylum seekers and refugees in highly developed countries: a sys-
tematic review. BMC Oral Health. 2020;20(1):337. https://​doi.​org/​
10.​1186/​s12903-​020-​01321-1.

	15.	 Kateeb E. Zaheer K, Fisher J, Abdelghani A, Williams D, Dart-
evelle S. Oral health for refugees: An advocacy guide. https://​
www.​fdiwo​rldde​ntal.​org/​sites/​defau​lt/​files/​2021-​02/​Promo​ting%​
20Oral%​20Hea​lth%​20for%​20Ref​ugees%​20-%​20An%​20Adv​
ocacy%​20Gui​de.​pdf. Accessed 26 Feb 2021

	16.	 Tandon A, Murray C, Lauer J, Evans D. Measuring overall health 
system performance for 191 countries. Global programme on evi-
dence for health policy discussion paper no. 30. 2000. https://​
www.​who.​int/​healt​hinfo/​paper​30.​pdf. Accessed 1 July 2021

	17.	 Global Report 2019. UNHCR, the United Nations Refugee 
Agency. https://​repor​ting.​unhcr.​org/​sites/​defau​lt/​files/​gr2019/​pdf/​
GR2019_​Engli​sh_​Full_​lowres.​pdf. Accessed 26 Feb 2021

	18.	 Nelson S, Mandelaris J, Ferretti G, Heima M, Spiekerman C, Mil-
grom P. School screening and parental reminders in increasing 
oral health care for children in need: a retrospective cohort study. 
J Public Health Dent. 2012;72(1):45–52.

	19.	 Fisher J, Selikowitz HS, Mathur M, Varenne B. Strength-
ening oral health for universal health coverage. Lancet. 
2018;392(10151):899–901. https://​doi.​org/​10.​1016/​S0140-​
6736(18)​31707-0.

	20.	 Lancet T. Oral health at a tipping point. Lancet. 
2019;394(10194):188. https://​doi.​org/​10.​1016/​S0140-​6736(19)​
31639-3.

	21.	 Glick M, Williams D, Ben Yahya I, Bondioni E, William W.M., 
Cheung, Clark P, Jagait C, Stefan Listl, Mathur M, Mossey P, 
Ogawa H, Seeberger G, Sereny M, Séverin T. Delivering Optimal 
Oral Health for All: Vision 2030. https://​www.​fdiwo​rldde​ntal.​org/​
sites/​defau​lt/​files/​2021-​02/​Vision-​2030-​Deliv​ering%​20Opt​imal-​
Oral-​Health-​for-​All.​pdf. Accessed 26 Feb 2021

	22.	 World oral health executive board resolutions on oral health are 
found at https://​apps.​who.​int/​gb/​ebwha/​pdf_​files/​EB148/​B148_​
R1-​en.​pdf. Accessed 26 Feb 2021

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://www.unhcr.org/3b66c2aa10
https://apps.who.int/iris/bitstream/handle/10665/311347/9789289053846eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/311347/9789289053846eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/311347/9789289053846eng.pdf?sequence=1&isAllowed=y
https://doi.org/10.1016/S0140-6736(19)31133-X
https://doi.org/10.1186/s12903-019-0844-z
https://doi.org/10.1186/s12903-019-0844-z
https://doi.org/10.1016/S0140-6736(19)31146-8
https://doi.org/10.1016/S0140-6736(19)31146-8
https://doi.org/10.1542/peds.2004-0496
https://doi.org/10.1542/peds.2004-0496
https://doi.org/10.1111/j.1834-7819.2006.tb00448.x
https://doi.org/10.1111/j.1834-7819.2006.tb00448.x
https://doi.org/10.1186/s12992-016-0200-x
https://www.iom.int/social-determinants-migrant-health
https://www.iom.int/social-determinants-migrant-health
https://doi.org/10.2105/AJPH.2007.120063
https://doi.org/10.1186/s12903-020-01321-1
https://doi.org/10.1186/s12903-020-01321-1
https://www.fdiworlddental.org/sites/default/files/2021-02/Promoting%20Oral%20Health%20for%20Refugees%20-%20An%20Advocacy%20Guide.pdf
https://www.fdiworlddental.org/sites/default/files/2021-02/Promoting%20Oral%20Health%20for%20Refugees%20-%20An%20Advocacy%20Guide.pdf
https://www.fdiworlddental.org/sites/default/files/2021-02/Promoting%20Oral%20Health%20for%20Refugees%20-%20An%20Advocacy%20Guide.pdf
https://www.fdiworlddental.org/sites/default/files/2021-02/Promoting%20Oral%20Health%20for%20Refugees%20-%20An%20Advocacy%20Guide.pdf
https://www.who.int/healthinfo/paper30.pdf
https://www.who.int/healthinfo/paper30.pdf
https://reporting.unhcr.org/sites/default/files/gr2019/pdf/GR2019_English_Full_lowres.pdf
https://reporting.unhcr.org/sites/default/files/gr2019/pdf/GR2019_English_Full_lowres.pdf
https://doi.org/10.1016/S0140-6736(18)31707-0
https://doi.org/10.1016/S0140-6736(18)31707-0
https://doi.org/10.1016/S0140-6736(19)31639-3
https://doi.org/10.1016/S0140-6736(19)31639-3
https://www.fdiworlddental.org/sites/default/files/2021-02/Vision-2030-Delivering%20Optimal-Oral-Health-for-All.pdf
https://www.fdiworlddental.org/sites/default/files/2021-02/Vision-2030-Delivering%20Optimal-Oral-Health-for-All.pdf
https://www.fdiworlddental.org/sites/default/files/2021-02/Vision-2030-Delivering%20Optimal-Oral-Health-for-All.pdf
https://apps.who.int/gb/ebwha/pdf_files/EB148/B148_R1-en.pdf
https://apps.who.int/gb/ebwha/pdf_files/EB148/B148_R1-en.pdf

	Refugee Oral Health: A Global Survey of Current Policies and Practices
	Background
	Methods
	Results
	Conclusion
	References




