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Introduction: Reports examining the impact of oral health on the quality of life of refugees are lacking. The aim of this
study was to examine factors influencing oral health-related quality of life (OHRQoL) among Syrian refugees in Jordan.
Methods: A cross-sectional survey was conducted on a convenience sample of Syrian refugees, who attended dental clin-
ics held at Azraq camp. The survey assessed the refugees’ oral hygiene practices, and measured their OHRQoL using the
Arabic version of the United-Kingdom Oral Health-Related Quality of life measure. Results: In total, 102 refugees [36
male and 66 female; mean age 34 (SD = 10) years] participated. Overall, 12.7% did not brush their teeth and 86.3%
did not use adjunctive dental cleaning methods. OHRQoL mean score was 56.55 (range 32–80). Comparison of the
physical, social and psychological domains identified a statistically significant difference between the physical and the
psychological domain mean scores (ANOVA; P = 0.044, Tukey’s test; P = 0.46). The factors which revealed association
with OHRQoL scores in the univariable analyses, and remained significant in the multivariable linear regression analysis,
were: age (P = 0.048), toothbrushing frequency (P = 0.001) and attending a dental clinic in the last year (P = 0.004).
Conclusion: The physical aspect of quality of life was more negatively impacted than the psychological aspect. Tooth-
brushing frequency and attending a dental clinic at least once in the last year were associated with more positive OHR-
QoL scores. Older refugees seemed to be more vulnerable to the impact of poor oral health on OHRQoL.
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INTRODUCTION

The Syrian crisis was declared by the United Nations
to be one of the worst refugee crises in world history1.
Since the beginning of the Syrian crisis in 2011, over
650,000 Syrians have fled into Jordan; nearly one-
third live in refugee camps2.
There are three main refugee camps in Jordan (Fig-

ure 1). The largest is Zaatari camp (which is also the
second largest refugee camp in the world, hosting
78,552 refugees); the Emirati-Jordanian camp, hosting
6,831 refugees; and Azraq camp, which at the time of
writing hosted 36,699 refugees and has the capacity
to host up to 130,0003–6.
The refugee experience is characterised by displace-

ment, conflict, human rights violations, persecution,
family separation and prolonged times in transit with
limited or no access to services or basic necessities; it
often includes torture, as well as physical and sexual
violence. Refugees are therefore exposed to various
medical, psychological and social challenges7–11. A

recent study demonstrated that nearly half of Syrian
men in refugee camps suffer from anxiety and depres-
sion, and the majority of refugees perceive their health
status as ‘bad’ or ‘very bad’. Importantly, more than
half of Syrian refugees in the same study reported that
their health deteriorated during their stay in the
camp12.
The effect of refuge on oral health has only been

sparsely studied. Previous studies, which were mainly
conducted in developed countries, demonstrated a
higher burden of oral diseases and a negative percep-
tion of oral health among refugees compared with
host residents13–17. In a Norwegian study of refugees
from the Middle East and Africa, in which oral health
and impact of oral health on daily living were
explored, most of the refugees were found to have
clinically detectable caries, and the majority perceived
their oral health as poor and in need of treatment. In
addition, half of the refugees reported at least one
negative impact on their daily life at least once a
week14.
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Poor oral health can negatively affect the physical,
social and psychological well-being of the individual,
and result in reduced quality of life18. A recent report
by the United Nations High Commissioner for Refu-
gees (UNHCR) revealed that acute dental conditions,
including toothache and swelling, were the third most
common acute health conditions among Syrian refu-
gees living in refugee camps in Jordan19,20. Poor oral
health and acute dental conditions can negatively
affect the quality of life of Syrian refugees. The pre-
sent study therefore aimed to assess oral health-related
quality of life (OHRQoL) among Syrian refugees in
Jordan, using the Arabic version of the United King-
dom oral health-related quality of life (OHRQoL-UK)
measure21,22, and to identify and examine factors
influencing the OHRQoL of refugees.

METHODS

The present study was conducted in full accordance
with the World Medical Declaration of Helsinki and
conformed to the Strengthening the Reporting of
Observational Studies in Epidemiology (STROBE)
statement for observational studies. The study proto-
col and consent procedure were reviewed and
approved by the Institutional Review Board, the
Deanship of Academic Research at the University of
Jordan (IRB number: 5020/2018/19).
As part of a 5-day oral health awareness campaign

at Azraq refugee camp, conducted from the 10th to
the 14th of September 2017, pre-arranged field visits
were performed to investigate OHRQoL among Syr-
ian refugees. The Azraq camp is located in a remote
desert area in the north of Jordan (Figure 1). The
camp incorporates four primary health-care centres;
medical health-care services are provided free of
charge through two comprehensive clinics, two basic
clinics and one hospital, which are distributed in dif-
ferent areas in the camp4. In addition, there are four
dental clinics operating in different locations inside
the camp.
Participants were included if they had Syrian

nationality, were > 16 years of age and had been resi-
dents in the camp for at least 12 months. All patients
who were attending the camp dental clinics for treat-
ment or check-up during the study period were eligi-
ble to participate. Following a detailed explanation of
the nature and purpose of the study, a written consent
form was obtained from all the participants, or from
their guardians if the participant was below 18 years
of age. Participants who failed to sign consent forms,
were edentulous or were known to have depression or
chronic anxiety (based on their medical record), were
excluded from the study. Edentulous patients were
excluded from the study because such patients gener-
ally suffer from significantly lower OHRQoL than

patients who have a full dentition or are even who
are partially edentulous14.
Included participants were interviewed by two

trained field investigators who explained the nature
and the purpose of the study. Participants were then
asked to complete a paper-based survey tool that con-
tained information about gender, age, total duration
of stay at the camp, social status, tobacco smoking,
oral hygiene practices, and dental visits and attitudes.
In addition, participants were asked to complete the

Arabic version of the OHRQoL-UK measure, which is
a validated tool that assesses the impact of oral health
on three main domains: physical; social; and psycho-
logical21,22. In a previous study, the OHRQoL-UK
measure demonstrated satisfactory reliability in terms
of internal consistency with a high mean correlation
between its items, as assessed by its Cronbach alpha
value (0.94)21. Included in these three domains are 16
items related to quality of life. Participants’ responses
to questions about the influence of oral health on each
item in the OHRQoL-UK measure were recorded on
a 5-point Likert scale as ‘very good effect’, ‘good
effect’, ‘no effect’, ‘bad effect’ or ‘very bad effect’.
The wording of the 5-point Likert scale used for the
OHRQoL measure was checked against the original
UK version. The ‘very good’ answer was given a score
of 5, and the ‘very bad’ answer was given a score of
1, yielding a total score in the range of 16 to 80
(where a score of 16 represented the lowest possible
OHRQoL score and a score of 80 represented the

Figure 1 The locations and distribution of the Syrian refugees’ camps
in Jordan; Zaatari, Emirati Jordanian and Azraq camps.
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highest possible OHRQoL score). The higher the
OHRQoL-UK measure score, the better the OHRQoL
of the participant. The two field investigators were
readily available to provide any necessary help or
explanation to participants.
Data were analysed using the statistical package soft-

ware, SPSS 22.0 (SPSS Inc., Chicago, IL, USA)23. The
Internal consistency/reliability was assessed by evaluat-
ing the mean correlation between the items in the
OHRQoL-UK measure using Cronbach alpha statistics.
One-way analysis of variance (ANOVA) was used to
compare the different quality of life domain mean
scores within the sample, followed by a Tukey’s test to
assess which domain mean differed from the rest. To
determine which independent variables might be
important predictors of the OHRQoL total
score which is the dependent variable, univariable anal-
yses were performed initially using an independent
sample t-test and by calculating the Spearman rank
correlation coefficient. Subsequently, variables that
were found to be significant at P = 0.10 were incorpo-
rated into a multivariable linear regression analysis to
assess the independent effect of each variable on OHR-
QoL scores. Variables with significance at P = 0.05
were selected for the multivariable analysis.

RESULTS

A total of 148 patients attended dental clinics for
treatment or an evaluation during the study period,
but only 102 Syrian refugees met the inclusion criteria
and completed the questionnaire. The sample con-
sisted of 36 (35.3%) men and 66 (64.7%) women,
with a mean � standard deviation (SD) age of
34 � 10 (range: 16–64) years. The mean duration of
stay in the camp was 1.75 � 0.89 (range: 1.1–3.8)
years. Of the participants, 22 were smokers and 80
were non-smokers. Most (n = 89) participants
reported brushing their teeth at least once every day,
and a minority (n = 14) stated use of additional oral
hygiene measures on a regular basis. The additional
oral hygiene habits included mouthwash (n = 3), mis-
wak (n = 3) and toothpicks (n = 8). None reported
the use of dental floss. Nearly half (n = 51) of partici-
pants reported visiting the dental clinic at least once
during their stay in the camp, mainly for treatment of
a toothache or dental infection.
Regarding the effect of oral health on the quality of

life of the refugees, the mean total score for the OHR-
QoL-UK measure was 56.6 � 7.8 (range: 32–80). The
outcome (OHRQoL total score) was checked for nor-
mality of distribution visually using a histogram and a
Q-Q plot, and was found to be normally distributed.
In addition, The Shapiro–Wilk test reported a value
of P > 0.05, which confirmed the normality of the
data. The OHRQoL-UK measure used was found to

have reached an acceptable level of internal consis-
tency reliability, as determined by a Cronbach’s alpha
of 0.78.
Negative impact of oral health on quality of life

(i.e., reporting a bad or a very bad effect) were
observed across the three domains; 28.8% of the par-
ticipants reported negative impact on the physical
domain, 25.4% on the social domain and 24.4% on
the psychological domain (Table 1).
In order to compare the OHRQoL-UK measure

scores between the three domains, the average score
for each domain was calculated. The average score
for the physical domain (3.45/5) was less than the
average score for the social domain (3.5/5) and the
psychological domain (3.67/5). Using one-way
ANOVA, a statistically significant difference was
detected between the average scores of the three
domains (P = 0.044). A post-hoc Tukey’s test revealed
a statistically significant difference between the physi-
cal domain and the psychological domain mean scores
(P = 0.046, mean difference = �0.21, 95% CI: �0.42
to �0.003). No statistically significant difference was
found between the physical and social domains mean
scores (P = 0.862), or the social and psychological
mean scores (P = 0.149).
Assessing each item of the three domains individu-

ally, it was observed that three items were reported
by the majority of participants to be impacted nega-
tively by oral health (i.e., reporting a bad or a very
bad effect): eating/food enjoyment (n = 53, 52%);
comfort/lack of pain (n = 49. 48%); and work/ability
to do usual jobs (n = 40, 39.2%). As for the rest of
the items, a higher number of participants reported a
positive impact over a negative one.
The factors included in the univariable analyses to

determine which independent variables might be
important predictors of OHRQoL scores were gender,
age, duration of stay at the camp, smoking, tooth-
brushing frequency and attending a dental clinic in
the last year (Table 2).
Age, duration of stay at camp, toothbrushing fre-

quency and attending a dental clinic in the last year,
were found to be significant in the univariable analy-
ses, and were incorporated into a multivariable linear
regression analysis. The assumption of the multivari-
able regression analysis was checked by a study of the
residues and found to be satisfactory. The ANOVA
was statistically significant (P < 0.001). Age, tooth-
brushing frequency and attending a dental clinic in
the last year remained significant predictors of OHR-
QoL scores (Table 3).

DISCUSSION

This study is the first to examine factors associated
with OHRQoL among Syrian refugees. It revealed the
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negative impact of poor oral health on the physical
aspects of the refugees’ quality of life, and the positive
relationship between regular toothbrushing and dental
clinic attendance on the refugees’ OHRQoL.
Refugee populations suffer from poor oral health

relative to that of the populations in their host coun-
tries13–15. Two of the main factors affecting oral
health are oral hygiene practices and access to preven-
tive/restorative dental care24. A study conducted in
Somali refugees in Massachusetts found poor oral
health to be associated with low utilisation of oral
hygiene practices and poor access to preventive care25.
The current study found that a relatively high percent-
age of the refugees (12.7%) were not brushing their
teeth. This result was similar to that reported in a
study of Middle Eastern and African refugees in Nor-
way, in which toothbrushing was a daily habit for all
the African refugees, whereas 13.4% of the Middle
Eastern refugees did not brush their teeth at all14, and
in contrast to a study of Hmong adult refugees in the
USA, which reported that fewer than 1% did not
brush their teeth26.
The lack of use of any adjunctive dental cleaning

methods was reported by the majority of the sample
in the current study. This was consistent with the
study in Norway, for which only 5.3% reported the
use of dental floss14. The use of dental floss was also
reported to be rare among the Dinka and Nuer

refugees from Sudan residing in the USA; however,
they reported the use of toothpicks to be a common
practice27. Toothpicks were the most commonly used
adjunctive method in the current study.
Some of the participants in the current study could

be considered as relatively newly arrived refugees and
therefore might be preoccupied with settling in the
camp, and not prioritising or paying attention to their
oral hygiene28. These practices could also be a result
of original cultural behaviours25, and the lack of
acculturation of refugees residing in camps, compared
with those residing within the communities of the host
countries29. Stress and psychological trauma could
also have impacted oral hygiene behaviours28,30.
About half of the sample of refugees did not attend

a dental clinic in the last year. Failure of refugees to
attend a dental clinic regularly for treatment or an
evaluation, could be a result of insufficient access to
dental care31, the refugees themselves not prioritising
their oral health28, lack of awareness of the health
services provided32 or general cultural behaviours29.
Access to oral health care is a major factor which
could affect oral health33 and therefore could impact
OHRQoL34. In Azraq camp, access could be consid-
ered as limited because of the small number of clinics
serving a large population of refugees. A cross-sec-
tional study in Al-Zaatari camp found that 75% of
the sample of refugees reported that they received

Table 1 Impact of oral health on the different domains of the United Kingdom Oral Health-Related Quality of
Life (OHRQoL-UK) measure

Participant response*

OHRQoL-UK items Very bad effect Bad effect No effect Good effect Very good effect Total

Physical domain
Eating (food enjoyment) 11 (10.8) 42 (41.2) 6 (5.9) 33 (32.4) 10 (9.8)
Appearance 3 (2.9) 25 (24.5) 3 (2.9) 61 (59.8) 10 (9.8)
Speech 2 (2) 3 (2.9) 6 (5.9) 72 (70.6) 19 (18.6)
Comfort (lack of pain) 8 (7.8) 41 (40.2) 6 (5.9) 31 (30.4) 16 (15.7)
Breath odour 4 (3.9) 31 (30.4) 16 (15.7) 38 (37.3) 13 (12.7)
General health 2 (2.0) 4 (3.9) 3 (2.9) 73 (71.6) 20 (19.6)
Total 30 (4.9) 146 (23.9) 40 (6.5) 308 (50.3) 88 (14.4) 612 (100.0)
Social domain
Smiling or laughing 3 (2.9) 18 (17.6) 6 (5.9) 53 (52.0) 22 (21.6)
Social life N/A 13 (12.7) 4 (3.9) 68 (66.7) 17 (16.7)
Romantic relationships N/A 14 (13.7) 8 (7.8) 63 (61.8) 17 (16.7)
Work (ability to do usual job) 5 (4.9) 35 (34.3) 24 (23.5) 25 (24.5) 13 (12.7)
Finance 6 (5.9) 36 (35.3) 12 (11.8) 44 (43.1) 4 (3.9)
Total 14 (2.7) 116 (22.7) 54 (10.6) 253 (49.6) 73 (14.3) 510 (100.0)
Psychological domain
Ability to relax or sleep 10 (9.8) 33 (32.4) 3 (2.9) 41 (40.2) 15 (14.7)
Confidence (lack of embarrassment) 1 (1.0) 2 (2.0) 5 (4.9) 78 (76.5) 16 (15.7)
Carefree manner (lack of worry) 6 (5.9) 18 (17.6) 13 (12.7) 62 (60.8) 3 (2.9)
Mood or happiness 6 (5.9) 12 (11.8) 7 (6.9) 63 (61.8) 14 (13.7)
Personality N/A 4 (3.9) 4 (3.9) 74 (72.5) 20 (19.6)
Total 23 (4.5) 69 (13.5) 32 (6.3) 318 (62.4) 68 (13.3) 510 (100.0)
Total 67 (4.1) 331 (20.3) 126 (7.7) 879 (53.9) 229 (14.0) 1632 (100.0)

Values are given as n (%). Bold values indicate the answer reported most frequently for each item. Percentages may not add up to 100%
exactly, as they were rounded to the nearest tenth.
*Participants were asked to score the influence of oral health on each item in the OHRQoL-UK measure using the following 5-point Likert
scale: ‘very bad effect’ (score = 1); ‘bad effect’ (score = 2); ‘no effect’ (score =3); ‘good effect’ (score = 4); or ‘very good effect’ (score = 5).
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insufficient health care12. Unfortunately, oral health
programmes within refugee camps are usually of low
priority35. A recommendation must be made that the
host countries address known barriers to preventive
and restorative dental care15. In addition, other fac-
tors affecting regular dental attendance by refugee
populations residing in camps should be assessed.
The Arabic version of the OHRQoL-UK measure

was used when trying to understand the impact of
oral health on the Syrian refugees residing in the
Azraq camp. This measure was validated in a Syrian
population22. It is based on the more recently revised
World Health Organization (WHO) model of health:
‘structure–function–activity–participation’. Therefore,
it has the unique ability to measure the positive, as

well as the negative, aspects of participants’ percep-
tions of oral health, in contrast to other tools that are
only capable of detecting the negative aspects36. This
is important because oral health could have a positive
impact on quality of life and not necessarily a nega-
tive one37.
After analysing the scores reported for the OHR-

QoL-UK measure in our study, it was found that the
physical aspect was more negatively impacted than
the psychological aspect. This could be because the
refugees’ psychological state was severely affected by
other factors, such as the traumatic events they expe-
rienced. Therefore, the oral health impact on their
psychology would not have been a primary factor
affecting their quality of life28.
Studies assessing the impact of oral health on the

quality of life of refugees are scarce. Two studies which
assessed the impact of oral health on the psychological
stress levels and quality of sleep of the refugees found a
correlation between caries experience and stress indica-
tors38,39. A study of the impact of oral health on daily
life in Middle Eastern and African refugees in Norway
found that half of the participants reported one or more
negative impacts on daily life at least once weekly as a
result of dental problems14. Negative impact of oral
health on sleep/relaxation and social activities were
reported significantly more by Middle Eastern refugees
than by African refugees14. Another study which
assessed the OHRQoL in the children of Syrian refu-
gees through interviewing their parents, found poor
oral health in children (especially dental pain) to nega-
tively impact the children’s quality of life, and was
associated with anger and frustration experienced by
the children and their parents40.
In the current study, the majority of the refugees

perceived their oral health to have a negative impact
on their quality of life in the areas related to enjoy-
ment of food, comfort and the ability to do work. On
the other hand, areas such as personality, confidence,
general health, speech, social activities, romantic rela-
tionships, smiling, happiness, appearance and lack of
worry, were rated by the majority of the refugees to
be less negatively affected by their oral health. These
observations show some differences from reports in
the literature. In a study which used the OHRQoL-

Table 2 Univariable statistical analyses (independent
sample t-test and Spearman rank correlation coeffi-
cient) for factors tested for association with oral
health-related quality of life (OHRQoL) scores

Factor (variable) n OHRQoL scores P-value

Gender
Male 36 56.14
Female 66 56.77
MD (95% CI) �0.63 (�3.87 to 2.60) 0.698
Age
Correlation coefficient �0.28 0.004*
Duration of stay at the
camp
Correlation coefficient 0.17 0.091*
Smoking
No 80 56.73
Yes 22 55.90
MD (95% CI) 0.82 (�2.94 to 4.57) 0.667
Toothbrushing frequency
No/rarely 13 48.77
At least once a day 89 57.69
MD (95% CI) �8.92 (�13.20 to �4.63) <0.001*
Adjunctive dental cleaning
No 88 56.35
Yes 14 57.79
MD (95% CI) �1.43 (�5.92 to 3.50) 0.527
Attended a dental clinic in the last year
No 48 53.17
Yes 51 60.12
Not able to confirm 3
MD (95% CI) �6.95 (�9.66 to �4.24) <0.001*

MD, mean difference.
*Statistically significant at P = 0.1.

Table 3 Multivariable linear regression analyses of variables significant in the univariable analyses

Model Coefficient P-value 95% CI

Age �0.144 0.048* �0.28 to �0.001
Duration of stay at camp 1.24 0.116 �0.314 to 2.78
Toothbrushing frequency (no/rarely or at least once a day) 7.06 0.001* 2.96 to 11.17
Attending a dental clinic in the last year (no or yes) 3.71 0.004* 1.21 to 6.21

Dependent variable: OHRQoL-UK total scores. Predictors: age, duration of stay at camp, toothbrushing frequency (no/rarely or at least once a
day) and attending a dental clinic in the last year (no or yes).
*significant at P = 0.05.
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UK measure, it was found that the UK public per-
ceived their oral health to influence their quality of
life primarily through appearance, followed by lack of
pain and eating41. In other studies in the literature,
concerns about aesthetics were prioritised by patients
over the functioning of the dentition, such as biting
and chewing42,43. In a study which investigated the
dental treatments that a refugee population wished to
have, the participants listed conditions which are not
often of concern to western populations27. This high-
lights the different dental needs of refugee populations
from different cultural backgrounds, compared with
the populations in the host countries13.
Edentulous patients were excluded from the current

study. Had they been included, the psychological and
social domains may have shown a more negative
impact. However, as this population of patients gener-
ally have different clinical needs and different func-
tional, aesthetic and psychological concerns, it would
be rather difficult to compare them with dentate
patients. Moreover, studies have shown that edentu-
lous patients suffer from significantly lower OHRQoL
than do dentate patients, and would be best assessed
with a population-specific OHRQoL measure21.
Of the social demographic factors tested for associa-

tion with OHRQoL scores, only age was found to be
significantly associated with OHRQoL. The older the
individual, the more his/her quality of life was nega-
tively affected by oral health. However, the degree of
negative correlation was slight. In a study which
employed the OHRQoL-UK measure on the UK public,
older people were more likely to have reduced OHR-
QoL scores41. This could be a result of the physiologi-
cal oral changes and deterioration in oral function
caused by chronic oral disease41,44.
In the current study, OHRQoL scores did not seem

to be affected by gender. As part of a literature review
conducted to determine the association between social
factors and OHRQoL, it was concluded that female
subjects tended to perceive their oral health to have
greater impact (positive or negative) on their quality
of life than male subjects45. However, none of the
studies in the review had samples that could be
directly compared with a refugee population. Another
explanation could be the extreme conditions that both
male and female refugees experience, which might
have masked any marginal differences between them
regarding OHRQoL.
Duration of stay at the camp was found to be posi-

tively correlated with OHRQoL scores in the univari-
able analysis, but become insignificant when
accounting for the other factors in the multivariable
analysis. Those who recently arrived at the camp
seemed to report lower OHRQoL scores. This may
have been because of a lack of access to emergency
dental services during the transition period and

resettlement in the camp28. A number of studies have
reported an association between smoking and oral
health46,47. In the current study, smoking did not
seem to have an impact on OHRQoL scores.
The association between oral hygiene practices and

OHRQoL was also examined. In a study on the
Hmong refugee population in the USA, frequency of
toothbrushing was found to be associated with better
self-reported oral health. In the current study, those
who brushed their teeth were likely to report a score
7.06 points higher than those who did not brush their
teeth (95% CI: 2.96–11.17, P = 0.001). Poor individ-
ual oral hygiene practices were reported to contribute
to poor oral health outcomes25,28.
Attending a dental clinic in the last year was found

to be a significant predictor of OHRQoL scores.
Those who attended a dental clinic at least once in
the last year were likely to report a score 3.71 points
higher than those who did not attend (95% CI: 1.21–
6.21, P = 0.004). This was not unexpected because
regular dental attendance would provide the opportu-
nity for prevention, early diagnosis and prompt inter-
vention48. This was consistent with studies in the
literature, which suggest that regular dental attenders
have better oral health and OHRQoL than those who
only visit a dentist when necessary49–51.
A limitation of the current study was the sample

selection method. The sample was limited to refugees
who were seeking dental treatment or a dental evalua-
tion at the dental clinics in the camp. This could have
affected the results of the study because the refugees
attending the clinics could have been in dental pain
and consequently rated items related to the physical
domain more negatively. Therefore, how this sample
would relate to the rest of the refugee population in
the camp is not clear and is a limitation to the gener-
alisability of these results. However, recruiting partici-
pants from hard-to-reach and restricted populations is
acknowledged to be rather difficult15,52. Conducting
similar studies using different sample selection meth-
ods would be helpful in addressing this issue.
The current study provides good insight into the

oral hygiene practices of the refugees and the areas of
their quality of life impacted by their oral health, as
well as the factors associated with it. Based on these
findings, it is clear that improving access to dental
care through increasing the resources allocated for
oral health would help improve the quality of life of
refugees. In addition, increasing awareness about the
importance of oral hygiene practices and the services
provided by the dental clinics available in the camp
would help reduce the need for future dental treat-
ment. As a result of the limited resources usually allo-
cated to oral health35, providing emergency and
restorative dental treatment to relieve dental pain and
improve the physical functionality of the teeth should
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be prioritised in order to reduce the negative impact
of oral health on the quality of life of refugees. Future
research should further investigate the oral health
needs and access to dental care of this population.
Understanding the oral health needs of refugees would
help in planning for essential interventions.

CONCLUSIONS

The physical aspects of quality of life seemed to be
affected more than the psychological aspects by the
oral health of the refugees. The negative impact of
oral health was mainly observed in the refugees’
enjoyment of food, comfort and ability to do work.
Toothbrushing and attending a dental clinic at least
once a year seemed to be associated with higher
OHRQoL scores. The older the individual, the more
likely that their quality of life was negatively affected
by their oral health.
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