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Abstract
Background  Oral diseases remain a significant public health problem worldwide despite being largely preventable. 
Oral disorders such as dental caries, periodontal diseases, and oral cancers are highly prevalent chronic conditions 
that negatively impact quality of life. The oral health practice in Somalia has been evolving over the years, we 
therefore explored the challenges of oral health practice in a security-constrained poorly regulated environment to 
guide policy development.

Methods  We conducted a descriptive cross-sectional study among 15 oral health practitioners in Somalia. Using 
in-depth interviews, we gathered data on challenges working in private dental clinics and governmental institutions. 
Additionally, we gathered data on gender, age, marital status, profession, country of graduation, current location of 
practice, and years of clinical experience. Because the participants worked in different cities, we conducted interviews 
over the phone and recorded them. The data were analyzed via thematic analysis.

Results  In this study, 9 of the participants were men and the median age was 29 years. Most of the participants (10) 
were dentists and remaining were dental specialists. The findings on challenges fall under four broad thematic areas: 
(1) Patient-related challenges; low patient literacy, preference for dental quacks, delay in seeking oral care, and dental 
phobia. (2) Institutional-related challenges: limited access to basic oral health services, oral health not an integral part 
of primary health care, and unregulated private dental clinics resulting in unqualified quacks practising as private 
caregivers. (3) Societal-related challenges, the absence of community-oriented preventive oral health services and low 
prioritization of oral health. (4) Personal-related challenges: female dentists in this study faced challenges related to 
the preference of male dentists and the shortage of oral health specialists in the country.

Conclusion  This study reveals the need for the establishment and strengthening of regulation of oral services and its 
inclusion into the basic primary service package provided to the populace. It also calls for community enlightenment 
and more investment in dental health care in Somalia.

Clinical trial number  Not applicable.
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Background
Globally, 3.5  billion people suffer from oral diseases, 
mainly untreated dental caries, severe periodontitis, 
oral cancer and edentulism [1]. Oral diseases are global 
yet preventable health issues with significant conse-
quences for both health and the economy, particularly in 
low- and middle-income countries [2]. Despite posing a 
risk to global health, these diseases are often neglected 
in healthcare. In many Low-or Middle-Income Coun-
tries (LMICs), oral diseases remain largely untreated 
because treatment costs exceed available resources [3]. In 
2019, global oral disease expenditures amounted to US$ 
387 billion across 194 countries, averaging approximately 
US$ 50 per person. Low-income countries spend an 
average of US$ 0.52 per capita on oral health care, while 
high-income countries spend an average of US$ 260 per 
capita—a staggering five hundred times more [4]. 

The promotion of oral health and the clinical manage-
ment of oral diseases require a competent oral health 
workforce with appropriate skills, knowledge, attitudes, 
and competencies [2, 5]. Inequalities in the availability of 
the oral health workforce are also obvious, with only 1.4% 
of the total number of dentists working in low-income 
countries, while more than 80% of all dentists worldwide 
work in high- and middle-income countries [6]. Access to 
oral healthcare services is not evenly distributed between 
rural and urban areas, particularly in low-income coun-
tries, which is a problem because most dentists operate 
in urban areas [7]. As a result, rural communities are left 
with a gap in service delivery [8]. Private practitioners are 
typically the primary providers of oral health care ser-
vices in most countries, including Somalia, and few coun-
tries have well-established public oral health care services 
[5, 9–11]. Poor planning by public institutions, as well as 
the entrepreneurial choices of private practices, leads to a 
gap between people’s oral health needs and the availabil-
ity, suitability, accessibility, and affordability of services 
[12]. Consequently, these services may not always align 
with the actual needs of people and may not be integrated 
into general primary health care (PHC) models [13]. Col-
laboration among various oral health care professionals 
is essential for attaining widespread and comprehensive 
oral health care that is consistent with the standards of 
PHC [12].

Somalia, a low-income country with a predominantly 
young population, faces significant challenges in oral 
health care, similar to other low- and middle-income 
countries (LMICs) [5, 14]. Somalia has a population of 
approximately 18.7  million people, with a significant 
proportion residing in rural areas [15]. The population is 
predominantly young, with over 70% under the age of 30, 

which is reflective of high birth rates and a low median 
age [16]. Somalia is classified as a low-income country 
with a GDP per capita of around $500 [16]. The majority 
of the population lives below the poverty line, which lim-
its access to health care, including dental services [15]. 
The country has fewer than 100 dentists, most concen-
trated in urban centers, leaving rural populations severely 
underserved [17].

Somalia’s oral health status reflects broader LMIC 
trends, with high rates of dental caries, periodontal dis-
ease, and limited awareness of modern dental practices 
[18]. Traditional practices like the use of miswak are 
common, but there’s a lack of integration of oral health 
into primary health care (PHC) models, a challenge seen 
across many LMICs [19]. The dental workforce shortage 
and reliance on private practitioners further exacerbate 
inequalities in access to care [20].

Due to the high proportion of patients with untreated 
oral diseases, the significant needs and demands for 
essential oral health care services, the unequal distribu-
tion of oral health practitioners, and the lack of func-
tional facilities within the dental care system, most of 
the population has limited or no access to appropriate 
oral health care services. In low-income settings such 
as Somalia, the perspectives of dental professionals pro-
viding oral health services are underreported; thus, this 
study investigated the challenges faced by dentists and 
proposed recommendations for policy development and 
strengthening.

Methods
Study design and settings
This study employed a qualitative cross-sectional 
research design to gain insightful understanding of the 
experiences and perceptions of oral healthcare workers 
in Somalia. The main focus of the study was to identify 
the challenges faced while providing dental care in secu-
rity and resource-constrained settings. The principal 
researcher conducted the research in Mogadishu, the 
capital and largest city of Somalia, which has a popula-
tion of approximately 18.1  million people, with over 
2 million residing in Mogadishu. Somalia is known to be 
Africa’s most culturally homogeneous country [15]. The 
respondents who were interviewed were from different 
cities, such as Abuwaq, Garoowe, Hergesia, Kismayo, 
Qardho, and Boroma.

Sample size and sampling technique
A total of 15 experienced oral health caregivers were 
interviewed between January and August 2022 out of a 
total of 20 that were consulted through the Somali Dental 

Keywords  Challenges, Oral health workforce in Somalia, Dental health system, Dental services



Page 3 of 11Gedi et al. BMC Oral Health         (2024) 24:1440 

Association platform. Literature have shown that the 
standard in qualitative research is that it takes 12–13 
responses to reach saturation [21]. However, because of 
the variabilities in the contexts and location of practice 
of the members of the Somali Dental Association, and 
the impact location could have on their practice and oral 
health seeking behaviour of the residents, we planned to 
interview 20 participants as a representative. Participants 
for the study were selected through purposive sampling 
and were recruited from the Somali Dental Associa-
tion. Only the participants who agreed to participate in 
the study were included. The participants were a diverse 
group from different cities, with varying years of experi-
ence, postgraduate qualifications, and specialized areas 
in the field of oral health. They also graduated from dif-
ferent countries, bringing a range of experiences to the 
study.

Data collection
An in-depth interview guide with questions covering 
different themes was developed for this study. The key 
informant interview topic guide was developed after 
extensive review of available literature including works 

conducted in LMIC and developed countries (Supple-
mentary 1). The guide asked open-ended questions that 
delved into the challenges the participants encountered 
in their work. It also asked participants to provide poten-
tial solutions that could be implemented to improve the 
overall quality of oral healthcare in Somalia. Through-
out the interviews, the participants shared their valuable 
insights and experiences working in private dental clin-
ics and public settings. An informed consent form was 
sent to the selected participants via email, and once they 
provided their consent, a time and date for the interview 
were scheduled. To ensure that the research was insight-
ful and accurate, the participants were first asked a range 
of basic demographic questions, which helped to pro-
vide a comprehensive understanding of their background 
and experience in the field. To ensure that the research 
accurately captured their responses, the interviews were 
recorded and transcribed verbatim, ensuring that every 
detail and nuance of their responses were accurately cap-
tured and analyzed.

Textual analysis
During the interviews, a digital voice recorder was uti-
lized to capture every detail, which was then transcribed 
verbatim. Following the audio data transcription by a 
member of the research team with vast experience in 
qualitative data analysis, using NVivo software version 
7, a five-stage framework analysis method was used to 
analyze the data as published elsewhere [22]. These five 
stage framework entail listening and relistening of the 
audio files of the interview, vis a vis the transcribed texts, 
transformation into similar ideas and codes so as to iden-
tify a thematic framework, identification and indexing of 
codes, summarization and finally mapping and interpre-
tation to define the concepts to explain the outcome [22].

Results
The majority of respondents were male, and the median 
age was 29 years (IQR: 27–32). More than two-thirds of 
the respondents were dentists and had over 5 years of 
experience (Table  1). For further qualifications, half of 
the participants had additional qualifications besides 
dentistry qualifications, including orthodontics, oral and 
maxillofacial surgery, and public health.

Challenges fall under four broad thematic areas (Fig. 1)

(1)	Patient-related challenges; low patient literacy, 
treatment from dental quacks, dental phobia and 
delay in seeking care.

(2)	Institutional-related challenges; oral health not an 
integral part of primary health care, limited access 
to basic oral health services, unregulated private 
dental clinics resulting in unqualified (dental quacks) 

Table 1  Socio demographic characteristics of Dental 
practitioners in Somalia
Gender Male 9

Female 6
Marital status Single 9

Married 6
Age range 25–37
Median Age 29
Country of graduation Somalia/Somaliland 5

Pakistan 5
Yemen 2
Sudan 2
United Kingdom 1

Profession Dentist 10
Public health Specialist 2
Orthodontist 2
Oral and Maxillofacial Surgeon 1

Years of Experience < 5 years 5
⩾ 5 years 10

Geographical location Abudwaq 1
Garowe 1
Hargesia 1
Kismayo 1
Qardho 1
Mogadishu 6
Boroma 4

Further qualifications No additional qualifications 7
M-Orthodontics 2
Oral and maxilla-facial surgery 1
Continuous Dental Education 3
Master of Public health (MPH) 2
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to provide unsafe dental treatments and reduced 
number of dental workforces.

(3)	Societal-related challenges; absence of community-
oriented preventive oral health services and low 
prioritization of oral health.

(4)	Personal-related challenges; Working as a female 
dentist in some cities was challenging since some 
patients preferred male dentists and there was a 
shortage of oral health specialists in the country.

Patient-related challenges
Patients who seek dental care face a multitude of chal-
lenges that impede their ability to maintain good oral 
health. Many of them had low literacy levels, making it 
difficult for them to understand their oral health status 
and different treatment options. Furthermore, due to a 
lack of awareness, some patients preferred to delay seek-
ing care until their dental problems became severe. Some 
patients, especially young patients and children, suffer 
from dental phobia, which makes it difficult for them to 

visit the dentist. Dentists are concerned about the treat-
ments and the fees paid by dental quacks. Patients opt for 
low-cost extraction from dental quacks but face severe 
complications due to a lack of sterilization and skills to 
preserve the tooth structure.

“The majority of patients did not have a clear under-
standing of their oral health status. They only sought 
treatment when they were in extreme pain, which 
sometimes resulted in the need for complex and 
expensive procedures. Additionally, many patients 
were unfamiliar with dental terminology, leading 
them to ask for recommendations instead of making 
informed decisions”.
 
“Some patients did not place enough emphasis on 
oral hygiene education, which is essential for pre-
venting dental decay. Many of them lacked knowl-
edge about the causes of tooth decay, which could 
have contributed to their dental problems”.

Fig. 1  Themes of challenges faced by the oral health workforce in Somalia, 2022
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Patients with limited knowledge seek treatment 
when in too much pain and when the tooth is 
infected or has an abscess. They only prefer tooth 
extraction instead of treatments such as root canal 
treatments. These patients delay seeking dental care 
at the right time and are not aware of the impor-
tance of saving the tooth.
 
Children who have had traumatic dental experi-
ences may develop fear of seeking care, leading to 
dental phobia and early tooth extractions.
 
Most dentists who were interviewed expressed con-
cern about the difference in fees charged by pro-
fessional dentists and dental quacks. This is why 
many patients prefer to seek treatment from dental 
quacks instead of from professional dentists. One 
of the greatest challenges is that some patients can-
not afford the cost of treatment and therefore opt for 
extraction, which is a lower-cost treatment provided 
by dental quacks. However, as the quacks are not 
skilled in root canal treatments, they are unable to 
save teeth. Additionally, the lack of sterilized instru-
ments increases the risk of complications for patients 
who receive treatments from quacks, and they sub-
sequently seek appropriate treatment from profes-
sional dentists.

Institutional-related challenges
The institutional challenges that were predominantly 
addressed by all the dentists were that oral health was 
not an integral part of primary health care in the coun-
try. Another challenge was the lack of access to basic 
oral health services, resulting in reduced preventive 
treatments. Moreover, unregulated private dental clinics 
amplified the number of unqualified dental clinics (den-
tal quacks) in the country, of which the majority provided 
unsafe dental treatments. The dentist population is very 
small, resulting in a reduced number of dental workers.

In many parts of the world, oral health is considered 
an integral part of primary health care. This means 
that people have access to basic oral health services, 
such as regular check-ups and cleanings. How-
ever, this is not the case here, where the majority of 
patients do not have basic oral care and are forced 
to pay for their dental treatments. This situation cre-
ates a large gap for preventive services.
 
“There are unregulated private dental clinics operat-
ing, which can result in unqualified/dental quacks,” 
providing unsafe dental treatments. This can lead 

to serious health consequences for patients. To make 
matters worse, these patients can have no option but 
to seek treatment from the quacks due to no regula-
tions from the government.
 
“The absence of licencing for dental health workers, 
leading to malfunctioning and unskilled practitio-
ners, is further compounded by the lack of regula-
tion in the private sector, resulting in variations in 
the quality and costs of dental services.
 
“There is a shortage of the oral health workforce in 
Somalia, which means that even those who do have 
access to dental care may struggle to find qualified 
professionals to provide treatment. This shortage can 
be caused by a variety of factors, including a reduced 
number of dental institutions, a lack of training pro-
grams, a high preference for medical schools and 
being a medical doctor, and a lack of government 
investment in oral health care. All of these issues 
combined can make it difficult for patients to receive 
the oral health care they need to maintain good 
overall health.
 
“There are very few oral health workers in Somalia, 
and most of them don’t have the infrastructure, sup-
plies/equipment to provide oral health services in 
public hospitals.”

Societal-related challenges
The absence of community-oriented preventive oral 
health services and the lack of dental care programs that 
are designed to prevent oral health problems within the 
community are significant challenges. These programs 
aim to provide early detection and intervention of oral 
diseases and promote good oral health practices among 
the community, and a lack of such services can result in a 
higher incidence of oral health problems, which can lead 
to more serious health issues if left untreated. Another 
challenge addressed was the low prioritization of oral 
health problems.

“Limited access to dental care in underserved areas 
can lead to oral health being given less priority. 
Additionally, some people may not consider oral 
health as important as other health issues. Absence 
of health-seeking behaviors and lack of preventive 
oral health services, including early and regular 
dental check-ups, and the use of herbal toothbrushes 
without toothpaste.”
 
“Dental care can be expensive, and lack of insurance 
coverage or financial resources can result in people 
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deprioritizing oral health. Most patients visiting the 
private clinics complained how they think it is too 
expensive because they don’t value their oral health 
enough to fix their teeth”.
 
“There are no public oral health services, and mainly 
they are provided in the private sector, and only the 
people who can afford them access these expensive 
private sectors.”
 
“A lack of understanding about the importance of 
oral health and its connection to overall health can 
contribute to it being given less attention. The oral 
health diseases are enormous, and many people suf-
fer from dental caries who go to the private sector for 
dental service provision.”
 
“With the lack of affordable dental plans available 
to the public, as well as the challenges of managing 
a dental practice. Dentists argue that, as a business, 
dentistry prioritizes profits over patient care, mak-
ing it difficult to provide truly benevolent healthcare 
services.”

Personal-related challenges
Working in a dental clinic as a woman can be challeng-
ing due to the preference of most patients for male den-
tists. Additionally, other challenges addressed were lack 
of mentors, continued dental education, and institutions 
for training practices. Furthermore, the scarcity of den-
tal universities exacerbates the shortage of dental pro-
fessionals and makes it difficult for aspiring dentists to 
pursue their careers.

“Challenges in accessing mentors, continued dental 
education, and training institutions, limiting career 
advancement and skill development.”
 
“Working in a dental clinic as a woman can be chal-
lenging due to the preference of most patients for 
male dentists.”
 
There is a significant lack of mentors, institutions 
for training practices, standardized resources, oral 
health promotion, and oral education programs. 
Additionally, there is a shortage of dental institu-
tions, which makes it difficult for aspiring dentists to 
pursue further specialization.

Proposed solutions
Oral health literacy  To improve oral health literacy, a 
multifaceted approach is needed. First, community-based 

educational programs should be developed to increase 
awareness about the importance of oral health and pre-
ventive measures. This is echoed by one of the partici-
pants where he reported alluded that “I believe some of the 
proposed solution should be community education, stricter 
regulation of unqualified dentists, training of the dental 
health workforce such as dental nurses, and the establish-
ment of dental institutions and training programs.”

These programs could include workshops, seminars, 
and campaigns targeting schools, community centers, 
and workplaces. Second, healthcare providers should 
be trained to effectively communicate oral health infor-
mation to patients, ensuring that they understand the 
importance of oral hygiene and regular check-ups. Third, 
leveraging digital platforms and social media can help 
disseminate accurate oral health information to a wider 
audience. Last, collaboration with local leaders and influ-
encers can help promote oral health messages within 
communities.

Improving access to oral health services through pri-
mary health care facilities (EPHS)  One of the par-
ticipants opined that “To overcome limited access to oral 
services among underserved populations, there should be 
delivery of essential oral services in all primary health set-
tings. This approach can be fulfilled through essential pack-
age of health services so that access to dental services can 
be achieved equitably” To address the challenge of limited 
access to oral health services is to improve the delivery 
of essential oral health services through primary health 
care facilities. This approach, which is part of the Essen-
tial Package of Health Services (EPHS), involves training 
and equipping oral healthcare professionals to provide 
basic and necessary oral health services to underserved 
and vulnerable populations. Specifically, preventative and 
basic curative services, such as fluoride treatment, oral 
health education, dental fillings, and extractions, can be 
provided. By leveraging the existing infrastructure of pri-
mary health care facilities, such as primary mother and 
child health care services, this strategy aims to increase 
the availability and accessibility of oral health services, 
particularly in resource-limited settings where access to 
specialized oral health care is often challenging. Through 
this approach, more people can receive the oral health 
care they need to maintain good oral health and prevent 
oral diseases.

Regulations  Adopt policies to regulate the nonprofes-
sionals (quacks) working in the country. “The Ministry of 
Health (MOH) should nominate dedicated qualified oral 
health professionals and make oral health a high politi-
cal priority. The nominated team should conduct oral 
health studies to assess the burden of oral health problems 
in the country and the needs of the community. Based on 
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the assessment findings, the team should develop a policy 
and strategy to implement the policy. The team should use 
the findings, policy and strategy and political will from the 
MOH to advocate and mobilize resources to implement 
oral health programs”.

Discussion
The challenges faced by oral health professionals are 
multifaceted and pose significant barriers to oral health 
care. The key findings were lack of awareness among the 
patients, delay in seeking dental care because of the cost, 
lack of public oral health services and subsidized treat-
ment. These challenges are further complicated by the 
absence of licencing for dental health workers, leading 
to malfunctioning and unskilled practitioners working 
in the country. In addition, the lack of funding for pub-
lic dental facilities is causing an increase in the number 
of quacks providing services at lower cost and leading to 
complications. These challenges are further compounded 
by the lack of regulation in the private sector, resulting 
in variations in the quality and costs of services. Fur-
thermore, the scarcity of dental schools exacerbates the 
shortage of dental professionals.

Low oral health literacy of patients  Most patients lack 
knowledge about the importance of oral health and regu-
lar dental checks. They visit the clinic when they are expe-
riencing too much pain; thus, they are asked to remove 
their teeth. However, oral health education has been 
shown to be effective in improving the knowledge attitude 
and practice of oral health and in reducing plaque, bleed-
ing on probing of the gingiva and caries increment [23]. 
In this way, it is difficult to treat the teeth at early stages. 
A lack of awareness prevents many patients from seeking 
treatment, which leads to a high percentage of prevent-
able diseases resulting from the total removal of teeth/
teeth. A lack of oral health awareness also leads to low 
patient literacy, making it difficult for dentists to explain 
some treatment plans, such as root canal treatment. These 
findings are consistent with studies conducted in North 
India where acute lack of oral hygiene awareness and 
poor knowledge of oral health and its implications were 
reported among patients [24]. In another scoping review 
exploring the experiences of refugees regarding access to 
dental health services in their host countries, the authors 
reported that lack of knowledge of the host country’s 
dental system contributed significantly to the poor oral 
health outcome [25]. This lack of knowledge about the 
oral health system may also be a contributor to poor oral 
health among Somalis, particularly because a large num-
ber of the general population are members of the IDPs 
who were displaced from their villages, hence they may 
have poor understanding of the healthcare delivery sys-
tem [26]. Sometimes the patient prefers removal of teeth 

while the teeth can be saved, which can result in early 
tooth loss, leading to edentulism. The 2020 Somalia demo-
graphic health survey revealed high rates of tobacco use 
(27%) among adult males, along with unhealthy dietary 
practices and substance abuse, all of which are risk fac-
tors for dental issues [27]. Notwithstanding, application 
of the Anderson’s Behavioural model which provides a 
framework for understanding the factors which influence 
utilization of oral health services and key health outcomes 
would be a suitable approach to addressing oral health 
seeking behaviour [28].

Cultural beliefs and oral health stigma  In Somalia, 
there is a notable stigma associated with oral health issues, 
where conditions such as tooth decay and gum diseases are 
often observed because of personal failure or poor spiri-
tual hygiene. Such stigma discourages individuals from 
seeking professional help for oral health problems, lead-
ing to a tendency to rely on traditional home remedies or 
to ignore the issues entirely until they become severe [29]. 
There are widespread misconceptions in Somalia regard-
ing oral health care, such as the belief that dental treat-
ments are inherently risky or that tooth extraction is the 
only solution to dental pain. These misconceptions, cou-
pled with a lack of oral health education, deter individuals 
from seeking preventive and routine dental care, leading 
to a greater prevalence of dental issues that require more 
invasive treatments. The challenges associated with delays 
in seeking care and dental phobia are similar to those 
identified in a study conducted in the USA, which showed 
that in Somali cultures, families, rather than dentists, are 
responsible for oral care. Therefore, when a person has 
to visit a dentist, it is usually when a decayed tooth has 
become so painful that it is unbearable. As a result, tooth 
extraction is the usual outcome of these visits, leading 
many Somalis to associate dentists with pain and tooth 
removal [29, 30]. Oral health is linked to an individual’s 
overall health status. Neglecting dental health can lead to 
complications such as periodontitis, tooth loss, and even 
systemic infections [31].

Shortage of oral health workforce  Somalia’s healthcare 
system faces various obstacles, including the healthcare 
workforce, as a result of the country’s instability and vio-
lent conflict. Due to continuous conflict, many healthcare 
personnel have left the country or relocated from rural to 
safer urban areas, resulting in an unbalanced distribution 
of workers. A shortage of specialists, such as periodon-
tologists, oral surgeons and prosthodontists, and a lack 
of dental nurses, dental assistants and dental hygienists 
were highlighted by the respondents. This challenge is 
due to the limited number of dental institutions, result-
ing in a reduced dentist-to-population ratio. A systematic 
review of oral health workforce in Africa revealed that the 
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dominant perceived challenge is uneven distribution of 
the workforce between urban and displaced rural areas 
[13]. In a related study conducted among dental profes-
sionals in Sierra Leone, participants reported that oral 
health services is lacking due to the large-scale exodus of 
professionals as a result of the war, lack of a conducive 
working environment as well as poor remuneration due 
to widespread corruption [32]. The profound lack of coor-
dination, due to political and safety concerns, limits the 
outreach and efficiency of both the health services and 
university systems; additionally, inadequate legislation, 
regulatory functions, and accreditation systems have 
adverse effects on health services as well as academic 
work [33]. In 2017, the country received one of the low-
est Universal Healthcare Coverage Index ratings at 22% 
[34]. Low compensation in the public health sector has 
led to health workers practicing in both the public and 
private sectors, making it difficult to retain health workers 
[35]. Healthcare personnel face a shortage and lack proper 
training. There is little infrastructure and faculty capacity 
to expand educational programmes for health profession-
als. The lack infrastructure have been reported in many 
studies as an impediment to provision of quality health-
care in humanitarian crisis affected countries includ-
ing provision of good oral health and hygiene [36, 37]. 
Following the collapse of the central government, many 
healthcare education institutes became privately owned. 
These facilities lack a standardized curriculum and neces-
sary equipment for training health professionals. Regard-
ing dental institutes in Somalia, eight institutes provide 
dentistry education. Four dental schools are located in 
North Somalia (Somaliland), three are located in Cen-
tral Somalia (Mogadishu), and one is located in Puntland. 
Health professional schools in low-income countries face 
notable limitations in terms of physical space, equipment, 
curricula, training materials, faculty, administrative staff, 
and funding [34]. Low-income countries face significant 
obstacles, including a severe shortage of dentists and 
insufficient public health such as water fluoridation and 
the availability of toothpastes [31].

Unregulated private sector  Private dental clinics are 
unregulated and can sometimes pose a risk rather than 
a solution to the country’s health problems [34]. Further-
more, if the dental quack is working on several individuals 
in a row without properly cleaning his or her tools, there 
is a chance of spreading bacteria and viruses, especially 
Human Immunodeficiency Virus HIV and Hepatitis B 
virus HBV, which is a growing concern in Africa [38]. The 
private sector is a crucial healthcare player and could be a 
platform for providing public health services at affordable 
prices, as occurs in many developing countries. A large 
number of oral health service providers are concentrated 
in urban zones, leaving a significant gap in rural health-

care. Currently, there are three public hospitals (Digfer 
Hospital in Mogadishu, Basoso Hospital in Basoso, and 
Hargeisa Hospital Group in Hergesia), and the number 
of private clinics exceeds 500. In addition to the inad-
equate numbers of public sector health providers, there 
are additional challenges of equitable geographical distri-
bution and quality of care. The health workforce short-
age in Somalia is characterized by an uneven distribution 
of health workers, inappropriate skill mixes and gaps in 
service coverage [39]. In Somalia, the health workforce 
density is among the lowest in the world. The SDG index 
threshold is 4.45 physicians, nurses and midwives per 
1000 people, Somalia has 0.11 such health workers per 
1000 people [40]. Due to the disintegration of the public 
health sector in the 1990s and the absence of fully func-
tioning public health services, the private sector has been 
a dominant provider of health services to the Somali pop-
ulation. Through this sector, private hospitals, health clin-
ics, and pharmacies are operated and supported by those 
with purchasing power to seek basic healthcare services 
[34]. Public health services are insufficient in many parts 
of the country, particularly in the southern and central 
regions, and demand for health services is met mostly 
by the private sector [41]. According to the SARA, in 
2016, there were 3,289 private health facilities in Somalia. 
Overall, 79% of private facilities are in urban areas, and 
20% are in rural areas [42]. On the other hand, no public 
oral services are available to meet oral health needs, par-
ticularly for the most disadvantaged and nomadic popu-
lation. Most systems are based on the demand for care 
provided by private dental practitioners, although some 
high-income countries have organized public oral health 
systems. In most low- and middle-income countries, the 
investment in oral health care is low, and resources are 
primarily allocated to emergency oral care and pain relief 
[1].

Public oral services  One of the institutional challenges 
was the lack of public oral services for the population and 
the lack of national dental programs. The inclusion of oral 
health interventions in public health benefit packages is 
determined by the government health financing scheme, 
which includes routine and preventive care, essential 
curative care, advanced curative care, and rehabilita-
tion care, including nonsurgical extractions, root canal 
treatment, and dental implants [43]. According to health 
policy and the framework of essential package of health 
service (EPHS) delivery in Somalia, dental health is one 
of the ten priority core programs of the EPHS framework, 
especially at the hospital level and oral hygiene promotion 
at PHC levels. Although it is one of the core EPHS pro-
grams, it has not been funded, and no resources are allo-
cated for the oral health program. Moreover, in terms of 
private sector facilities, 46% of hospitals and 74% of clinics 
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are either individually owned or group owned. The mix of 
services provided at private facilities does not fully cover 
the interventions contained in the EPHS 2020 [44].

The effective management of the health workforce 
includes the planning and regulation of the stock of 
health workers, as well as education, recruitment, 
employment, performance optimization and retention 
[45]. The Human Resources for Health Action Frame-
work identifies six main action fields in health workforce 
management: leadership, finance, policy, education, part-
nership, and human resources management systems. 
These fields are applicable to countries at all socioeco-
nomic levels, including those affected by conflict and 
chronic complex emergencies. Due to their complex-
ity, these fields require long-term strategic vision and 
commitment. Prioritizing governance functions and 
mobilizing political commitment is crucial in chronic 
emergencies and countries with limited governance 
capacity. Appropriate governance ensures the system’s 
basic functioning, including policy dialog, stock monitor-
ing, and sustainable financing. Renovating mechanisms 
for executing health workforce policies and reinstating a 
functional payroll are also essential [45].

The oral health unit has been added to the departments 
of the Ministry of Health, and the oral health focal per-
son has been nominated, but because of lack of funding, 
the oral health unit has not functioned or developed any 
policy to date. According to the 2019 WHO report on the 
economic impact related to the treatment and preven-
tion of oral diseases in Somalia, about 2,6 million dollars 
(USD) are spent on dental healthcare in million, with a 
total of 7.9  million USD productivity losses due to oral 
diseases [46]. These therefore emphasize the urgent need 
for public oral health care administrators and decision-
makers who have the tools, capacity, and information 
to assess and monitor health needs, choose interven-
tion strategies, and design policy options appropriate for 
improving the performance of the oral health system in 
the country. However, the Oral health unit of the min-
istry of health and the Somali dental health association 
developed basic package of oral health services and are 
developing oral health in-service training curriculum 
that will be trained on PHC facilities staff including com-
munity health service delivery interventions in schools 
and other workplaces. The UHC roadmap plan for Soma-
lia 2019–2023 emphasizes that all Somalis should receive 
all essential health services they need without any finan-
cial hardships and now there are efforts to develop NCD 
strategy and action plans for Somalia and oral health 
interventions will be integrated into the UHC agenda and 
NCD strategies and action plans for Somalia [47].

Study limitations
One of the primary limitations of this study was selection 
bias as study participants were selected on the basis of 
purposive sampling to capture their perspectives of oral 
health practice in Somalia. Hence, some key perspectives 
may have been missed. Secondly, the study only included 
the perspectives of fifteen oral health providers, which 
may not be representative of the views of all caregivers 
in the entire country. Moreover, the study is an explana-
tory study with a small sample; therefore, it cannot be 
generalized and as is common with qualitative research, 
subjectivity could have influenced our results. Despite 
these limitations, this study addresses the challenges that 
dentists face while providing dental care and suggests a 
comprehensive solution.

Conclusions
In conclusion, the main challenges faced by oral health 
caregivers in Somalia were primarily patients lacking 
awareness about the severity of dental problems and 
patients in most of the private sector being unregulated, 
leading to unprofessional dental quacks providing harm-
ful services to the community. These challenges demand 
a multifaceted approach to enhancing oral health care 
quality and accessibility in Somalia, such as public aware-
ness programs, a regulatory framework for private dental 
clinics, improved access to care (especially in rural areas), 
the opening of more dental institutes, collaboration 
among stakeholders, and monitoring of service quality.

Further research and recommendation
Financial incentives may be necessary to encourage oral 
caregivers to work in underserved regions. This study 
reveals the need for the establishment and strengthening 
of regulation of dental services and its integration into 
the basic primary service package provided to the popu-
lace. Utilizing the opportunities of UHC roadmap plans 
for Somalia and the development of national NCD poli-
cies including oral health policy, the oral health practice 
in Somalia can be improved.
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