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ABSTRACT  

Background: Oral and dental diseases is a major part of the global disease burden. Poor oral 

health has a significant impact on the general well-being of people. In contrast with prior 

decades high rates of oral diseases may be found in low- and middle income countries. 

Populations that are particularly vulnerable are more likely to develop poor oral health. As a 

consequence of human distress related to war, poverty and natural disasters the 

accomplishments of humanitarian aid organizations has a direct impact on people´s health and 

well-being. Purpose: The aim of the present study is to examine the International Red Cross 

and Red Crescent Movement as well as Doctors without borders concerning documents and 

guidelines on oral health. A further aim is to explore the knowledge of oral health related 

topics of delegates from the International Federation of the Red Cross and Red Crescent 

Societies (IFRC). Method: The study is designed as a literature review and a questionnaire 

survey. Results: Within the International Red Cross and Red Crescent Movement and 

Doctors Without Borders there are a limited number of guidelines on oral health and they are 

rarely mentioned in the same documents as non-communicable diseases (NCDs). The 

responses of the study revealed that the participants generally have a limited knowledge about 

measures on oral health in the IFRC. Conclusion: Both the literature review and the 

questionnaire survey study confirms that there is an absence of clear and specific guidelines 

on oral health care related activities within IFRC.  

 

Keywords: Oral diseases, oral health related quality of life, oral health care, humanitarian 

aid organization 
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SAMMANFATTNING  

Bakgrund: Mun- och tandsjukdomar utgör en stor del av den globala sjukdomsbördan. Dålig 

mun- och tandhälsa har en stark påverkan på det allmänna välbefinnandet. I motsats till 

tidigare, ses idag höga frekvenser av karies även i låg- och medelinkomstländer. Populationer 

vilka befinner sig i extra utsatta kontexter löper större risk att utveckla dålig munhälsa. Som 

en följd av mänskligt lidande i form av händelser relaterade till krig, fattigdom och 

naturkatastrofer har aktiviteter utförda av humanitära hjälporganisationer en direkt inverkan 

på hälsa och välbefinnande. Syfte: Syftet med föreliggande studie är att studera dokument och 

riktlinjer rörande munhälsa inom Internationella Röda korset och Röda halvmånen och Läkare 

utan gränser. Ett ytterligare syfte är att undersöka kunskapen om hälsorelaterade frågor kring 

munhälsa hos delegater från Internationella federationen för Röda Korset och Röda 

Halvmånen (IFRC). Metod: Studien är utförd som en litteratur-sammanställning och som en 

enkätundersökning. Resultat: Inom Internationella Röda korset och Röda halvmånen samt 

Läkare utan gränser återfinns begränsat antal riktlinjer rörande oral hälsa vilka dock sällan 

nämns i samma dokument som icke-smittsamma sjukdomar (NCDs). Av enkätsvaren i studien 

framgår det att de medverkande generellt har en begränsad kunskap kring åtgärder rörande 

munhälsa inom IFRC. Konklusion: Deltagarna i denna studie bekräftar resultaten i 

litteraturstudien om en avsaknad av tydliga och konkreta riktlinjer för munhygienrelaterade 

aktiviteter inom IFRC.  

 

Nyckelord: Munsjukdomar, välbefinnande relaterat till munhälsa, munrelaterad omvårdnad, 

hjälporganisationer 
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INTRODUCTION  

The concept of health has several different meanings. Already in 1948 the World Health 

Organization (WHO) reported health as "a state of complete physical, mental and social well-

being and not merely the absence of disease or infirmity” (WHO, 1948). Thereby health is an 

important factor in the term Quality of Life (QoL), i.e. how individuals perceive their own 

health in relationship to well-being. Quality of Life includes various factors such as good 

physical and mental health, healthy economic conditions and opportunities to exercise self-

determination (WHO, 1948; Veenhoven, 2007). In order to describe the relationship between 

good oral health and quality of life the term Oral health related quality of life (OHRQoL) 

(Thorstensson & Johansson, 2009) is applied, a term and area also adopted by WHO and 

included in their Global Oral Health Program (WHO, 2003 ). In several studies results show 

that oral health is an important foundation for how overall health is perceived (eg Dahl, Wang 

& Öhrn, 2012; Einarson, 2009; Einarson, Wärnbring, Gerdin & Hugoson, 2014; Porter et al., 

2015; Zai, Jamayet & Alam, 2013; Östberg Hall & Lord, 2011; Åkesson, Wärnberg Gerdin, 

Söderström, Lindahl & Johansson (2016). Oral diseases and its relationship with systemic 

disorders have been addressed in many studies (Persson & Persson, 2008; Mosley, 

Offenbacher, Phillips, Granger & Wilder, 2014). 

According to WHO oral health is defined as:  

a state of being free from chronic mouth and facial pain, oral and throat cancer, oral 

sores, birth defects such as cleft lip and palate, periodontal (gum) disease, tooth decay 

and tooth loss, and other diseases and disorders that affect the oral cavity (WHO, 2003). 

The negative consequences of poor oral health have been studied not only from a modern 

research perspective but also in prehistoric populations, based on studies on human remains 

from archaeological contexts (Arcini, 1999; Hillson, 2000; Larsen, 1997; Liebe Harkort, 

2010a, 2010b; Molnar, 2008). Studies exhibit a strong relationship between for example tooth 

decay and frailty in past populations (DeWitte & Bekvalac, 2010; Wilson, 2010). Frequencies 

of diseases related to poor oral and dental health in past populations may be a result of lack of 

oral hygiene and the unobtainability of professional dental care. Despite limited opportunities 

to investigate a link between poor dental health and poor quality of life of our ancestors, result 

show that people, most likely, always have been affected adversely by reduced oral health 

(Liebe Harkort, 2010a; Steckel, Rose, Larsen & Walker, 2002; Steckel, Scuilli & Rose, 2002).  

Today, oral and dental diseases are some of the most common non-communicable diseases 

(NCDs) as well as a major part of the global burden of disease (WHO, 2013a). Between 1990 
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and 2010 untreated dental caries was graded as number 77 of 100 diagnoses that caused the 

most Disability-Adjusted Life Year (DALY) worldwide (Marcenes et al., 2013).  

As a result of determined promoting from the World Dental Federation (FDI), and the World 

Health Organization, The United Nations (UN) has adopted Oral health into UN´s declaration 

(No 19). The declaration says that “renal, oral and eye diseases pose a major health burden for 

many countries and that these diseases share common risk factors and can benefit from 

common responses to non-communicable diseases;” (FDI, 2016a). 

BACKGROUND  

Oral diseases have many different effects on health, such as tooth loss, pain related to mouth 

and face as well as diseases such as cancer and altered patterns regarding sleep, eating and 

chewing Schub & Caple (2016). Common risk factors for oral diseases are poor hygiene, 

unhealthy diet, tobacco and extensive alcohol use. Two of the most common dental and oral 

diseases are: dental caries and periodontal disease, are well recognized worldwide as being 

two of the major negative influences on oral health related quality of life (WHO, 2003). These 

are briefly described below.  

Oral health – dental caries and periodontitis  

Dental caries     

Dental caries is characterized as the destruction of enamel and dentin caused by the 

production of acids by bacteria in the dental plaque (Fejerskov, Nyvad & Kidd, 2008). 

Foremost caries is a disease related to diet, but other risk factors such as tobacco and 

extensive alcohol use and poor oral hygiene (WHO, 2003), hereditary factors, saliva 

composition and medical history may also influence frequencies of dental caries (Hanson & 

Ericson, 2003; Kidd, Nyvad & Espelid, 2008; Nyvad, 2008). Humans have been afflicted by 

dental caries since early mankind, however in different frequencies where Stoneage 

populations have been reported to exhibit lower frequencies of dental caries than more 

modern populations in Sweden (Molnar, 2008). Today caries is referred to one of the most 

common diseases in humans, affecting 60 – 90 % of school children (Petersen, 2004). Dental 

caries may result in tooth loss, a major problem in low- and middle income countries 

(Treerutkuarkul & Gruber, (2015). Other complications from dental caries, if not treated, are 

pulpal exposure and pulpitis (infection of the pulp), which in turn can spread into periapical 

infections (Alt, Türp & Wächter, 1998). A periapical infection may spread into the maxillary 
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sinusitis, which in a longer perspective may become chronic and develop into a sino-bronchial 

syndrome (paranasal sinusitis with episodes of bronchitis) (Carlie-Thiele & Schultz, 2001). 

Untreated, this may result in meningitis (Gross & Ham 2005). 

Periodontal disease (gum disease) 

Periodontal disease is a chronic condition caused by dental plaque, a result of microbial 

species on tooth surfaces (Haffajee & Socransky, 2005). The most effective method to reduce 

diminish the development of plaque is tooth brushing. Thus, an absence of regular brushing 

may result in an accumulation of plaque on tooth surfaces (Kolawole, Oziegbe & Bamise, 

2011). As for caries, periodontal disease has been documented in prehistoric populations 

where evidences can be seen in frequencies of tooth loss as a result of progressive loss of 

bone supporting the teeth (Hillson, 2000; Kinane, 2001, Kim & Amar, 2006).  

Both dental caries and periodontal disease are stated as the most common oral disease 

worldwide as well as the most common cause of tooth loss (WHO, 2003). Periodontal disease 

is associated with several risk factors, e.g. lack of oral hygiene, smoking, poor nutrition, age 

and diseases such as HIV infection and AIDS (Khan, Kong, Meiller & Jabra-Rizk, 2015).  

A possible relationship between oral pathology and systemic disease is acknowledged in 

modern medicine and dentistry, foremost by the study of an association between periodontal 

disease and cardio-vascular disease (e.g. An, Morse, Kunin, Goldberger & Psoter, 2016; 

Buhlin, 2004; Buhlin, Gustavsson, Håkansson, Klinge, 2002; Hujoel, Drangsholt, Spiekerman 

& DeRouen, 2000; Joshipura et al., 1996; Kim & Amar, 2006; Persson & Persson, 2008; 

Mosley, Offenbacher, Phillips, Granger & Wilder, 2014). Other studies exhibits a negative 

correlation between periodontal disease and a relation to preterm birth and ischemic stroke 

(Joshipura, Hung, Rimm, Willett & Ascherio, 2003; Dörtbudak, Eberhardt, Ulm & Persson,  

2005).  

Dental caries, periodontitis and nutrition  

One of the major causative factors in dental caries is high sugar intake. Already in 1870, 

Mummery (Mummery, 1870) concluded that there was a strong relationship between dental 

caries and dietary intake, i.e. populations with a high intake of sugar and flour showed higher 

caries prevalence. The same result was shown by Gustavsson et al. (1954) who studied the 

intake if sugar and carbohydrate in the diet of patients from Vipeholm Hospital in Lund, 

Sweden.  



 

7 
 

Being a disease strongly related to welfare, i.e. the availability of refined carbohydrates, high 

frequencies of caries can be seen in developed countries. In contrast, low frequencies of caries 

can be seen in societies with low intake of refined carbohydrates, or in contexts based on 

farming and hunting (Lukacs, 1989). However, caries has spread to both low- and middle 

income countries due to an adaptation of unhealthy diet and lifestyles as well as a 

transformation in living conditions (WHO, 2013).  

Dental caries, periodontitis and oral hygiene   

Non-invasive interventions, such as tooth brushing and flossing, are concluded as being 

effective in the prevention of oral diseases, foremost dental caries and periodontitis (Tubert-

Jeannin et al., 2011; Poklepovic et al., 2013; Sambunjak et al., 2011). In addition, water 

fluoridation intervention as well as fluoride supplements, e.g. tablets, drops and gum) has 

shown to reduce dental caries (Iheozor-Ejiofor et al., 2015; Tubert-Jeannin et al., 2011). A 

publication by WHO (1994) show that fluoride in toothpaste and water has lessen dental 

caries by 20 % to 40 % in children.  

Dental caries, periodontitis in children and adolescents   

Teeth are more vulnerable to dental caries during eruption which puts children and 

adolescents at high risk (Sapp, Eversole & Wysocki, 2004). A connection between oral health 

and Quality of life can be seen not only in older individuals but also in younger age groups 

(Alsumait et al., 2015). Consequences of poor oral health in children and adolescence can also 

be seen in lower school attendance and performance (Chi, Masterson, Carle, Mancl & 

Coldwell, 2014; Dye, Vargas, Lee, Magder & Tinanoff, 2011). Further negative effects of 

untreated dental caries in younger age groups include pain, impaired growth and weight loss 

(ref).   

Dental caries and periodontitis in older age groups  

In a study by Hayasaka et al. (2013) several links between oral health care and mortality in 

elderly are exhibited, such as a decrease of tooth brushing and dentist visits which in turn may 

increase risks of death from pneumonia. The relation between pneumonia and oral health is 

recognized by the inhalation of oropharyngeal secretions (Munro, Grap, Jones, McClish & 

Sessler, 2009). 

Other preventions include use of dentures which improves food intake and provides better 

protection against impaired cognitive function (Hayasaka et al., 2013). Other studies that 
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exhibit elderly people as being a risk group due to diminish abilities to maintain proper oral 

hygiene are Kiyak, Grayston & Crinean, 1993; Rejnefelt, Andersson & Renvert (2006) and 

Waldman & Perlman (2011). Individuals with dementia are especially vulnerable to poor oral 

health due to the disease affecting the individual's cognitive ability, as well as an increased 

risk of malnutrition (Kilic, Sümer & Ülger, 2015). In recent years studies have shown that 

dementia positively be correlated to a high degree of tooth loss (Stewart et al., 2015). 

Dental caries and periodontitis in lower socioeconomic contexts   

The connection between oral diseases, foremost dental caries, and low socioeconomic 

contexts has been established in several studies (Chi, Masterson, Carle, Mancl & Coldwell, 

2014; Kolawole, Ozigbe & Bamise, 2011; Simmer-Beck et al., 2015). For example, Chi, 

Masterson, Carle, Mancl & Coldwell (2014) show that children living in low food-secure 

households developed more caries lesions than children with fully food secure. Several 

studies show the connection between infant tooth decay and low social contexts, parental 

poverty and low education (Hansson & Ericson, 2003; Rahbari & Gold, 2015; Renzaho & de 

Silva-Sanigorski, 2013; Roberts & Condon, 2014; Van den Branden, Van den Brouck, Leroy, 

Declerck & Hoppenbrouwers, 2013).  

Dental caries, periodontitis and nursing  

Several studies show a relationship between improved oral health in patients who received 

education by health professionals in oral health care (Hoerup, Poomviset, Prommajan & 

Watanapa, 2001; Kowash, Pinfield, Smith & Curzon, 2000; Nicol, Sweeney, McHugh & 

Bagg, 2005). The results also highlight the necessity of education and training among health 

professionals. Several studies show that education, information and training specifically 

aimed for nurses contribute to the improvement of oral health (Lindqvist, Seleskog, Wårdh & 

von Bültzingslöwen, 2013; Wang, Huang, Chou & Yu, 2015). Hence, limitations in oral 

medical care measures are still a major problem, acknowledged by researchers such as 

Waldman & Perlman (2011) and Wårdh, Hallberg, Berggren, Andersson & Sorensen (2000). 

A study by Sonde, Emami, Kiljunen & Nordenram (2011) showed that among trained health 

care professionals working with patients suffering from dementia, there was an absence of 

clear guidelines contributing to poorer oral health among patients. However, Simons, Baker, 

Jones, Kidd & Beighton (2000) showed that although the staff received oral health training no 

measurable oral improvements were documented among the patients. In addition, Wårdh, 
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Andersen and Sorensen (1997) reported that health professionals perceived work with oral 

care as less important and interesting than other duties.  

HUMANITARIAN AID ORGANIZATION    

As a consequence of human suffering related to e.g. war, poverty and natural disasters the 

work  by humanitarian aid organizations has a direct impact on health and well-being. Today, 

due to war and conflicts, more people than ever, seek refuge and protection in less affected 

areas According to United Nations High Commissioner for Refugees (UNHCR), almost 60 

million people were displaced in the end of 2014 (UNHCR, 2016). Exposure to health 

threatening conditions such as infectious diseases increases under severe conditions (Médicins 

sans frontière, 2016), a fact that highlight the importance of adequate health care actions by 

Humanitarian aid organizations, as well as by national forces. Below, a brief outline of The 

International Red Cross and Red Crescent Movement as well as Doctorns without borders is 

presented.  

International Red Cross and Red Crescent Movement 

The International Red Cross and Red Crescent Movement which comprises around 80 million 

active people (volunteers, members and employees) is a universal humanitarian network, with 

a specific objective to help those facing disaster and conflicts and those with health and social 

disability (http://www.ifrc.org/en/who-we-are/the-movement/).  

The International Red Cross and Red Crescent Movement consist of three different parts: The 

International Committee of Red Cross (ICRC), The International Federation of Red Cross and 

Red Crescent Societies (IFRC) and 190 National Societies of Red Cross and Red Crescent 

Societies worldwide. Although  these are united by the same organization they all are self-

governed. Still, they have the same goal: to support and aid communities in their humanitarian 

projects and activities. Furthermore, the International Red Cross and Red Crescent Movement 

cooperate with other humanitarian organizations as well as with governments and donors in 

their work to support communities globally (http://www.ifrc.org/en/who-we-are/the-

movement/).  

The International Committee of Red Cross  

The International Committee of Red Cross (ICRC), founded in 1863 by e.g. Henry Dunant, is 

a neutral, impartial and independent organization with a mission to assist people who have 

suffered from war and conflicts. The first meeting by ICRC was held in Geneva, Switzerland, 

http://www.ifrc.org/en/who-we-are/the-movement/
http://www.ifrc.org/en/who-we-are/the-movement/
http://www.ifrc.org/en/who-we-are/the-movement/
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and in 1864 the first Geneva Convention was founded with a specific objective: to ensure 

wounded soldiers' right to receive care regardless of nationality or side they were on. Around 

the same time the ICRC introduced the emblem of a red cross on a white background. At the 

start, ICRC´s main role was to coordinate health care for soldiers, but over time it become 

more involved in field operations. Ultimately, ICRC expanded due to the establishment of 

National societies (https://www.icrc.org/eng/who-we-are/history/overview-section-history-

icrc.htm).  

International Federation of Red Cross and Red Crescent Societies  

IFRC was founded in 1919 with an assignment to provide help and reduce human suffering 

without discrimination people because of their political conviction,  race, nationality or 

religious beliefs. The primary assignment in 1919 was to improve health for those who had 

suffered from the First World War. A further aim was to strengthen existing Red Cross 

societies in their health activities in the aftermath of the war. Today IFRC comprises 190 

National societies including more than 60 delegations worldwide and a secretariat in Geneva, 

Switzerland (http://www.ifrc.org/en/who-we-are/history/).  

Community-based health and first aid in action 

Since 1990, Community-based health and first aid in action (CBHFA) is a worldwide network 

of volunteers and communities based on IFRC. The main aim of CBHFA is to create healthy 

and resilient communities by using the available local workforce in each community. In 2012, 

more than 2.8 million people received help from around 31 000 volunteers worldwide. 

CBHFA is based on the need of the local community. This enables the volunteers within each 

community to learn first aid techniques in relation to e.g. maternal, newborn and child health, 

NCDs, malaria, water and sanitation as well as hygiene (http://www.ifrc.org/what-we-

do/health/cbhfa/about-cbhfa/).  

National Red Cross and Red Crescent Societies  

A sum of 190 national societies are involved in the humanitarian aid and work of The Red 

Cross and Red Crescent Movement. The national societies provides different services, not 

only in direct contact with people in need but also with governments and as well as a support 

to public authorities (http://www.ifrc.org/en/who-we-are/the-movement/national-societies/). A 

part of the National Societies activity is CBHFA, see above.  

https://www.icrc.org/eng/who-we-are/history/overview-section-history-icrc.htm
https://www.icrc.org/eng/who-we-are/history/overview-section-history-icrc.htm
http://www.ifrc.org/en/who-we-are/history/
http://www.ifrc.org/what-we-do/health/cbhfa/about-cbhfa/
http://www.ifrc.org/what-we-do/health/cbhfa/about-cbhfa/
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Doctors without borders (Médicins sans frontière, MSF) 

In 1971 MSF was created by 300 volunteers, comprising doctors, nurses, journalists and 

others. The foundation of MSF rests on the belief that all people have the same right to 

medical care and treatment irrespective of gender, ancestry, religion, and political standing. A 

further position is that MSF´s work should be global and without national boundaries, since 

the need for medical treatment cannot be restricted by borders. Today, MSF comprises more 

than 30,000 people in 28 countries and more than hundred million patients. MSF provides a 

comprehensive compilation of medical procedures, including those related to dental health 

(http://www.msf.org/en/about-msf/msf-history).  

PROBLEM STATEMENT   

Oral and dental diseases have a major influence on people’s well-being. Moreover, oral 

diseases are a global problem, and a major burden for not only industrialized countries, but 

also for developing countries, where frequencies of oral diseases are high in poor and 

vulnerable populations. Oral diseases share common risk factors with the four major non-

communicable diseases: cardiovascular disease, diabetes, cancer and chronic respiratory 

disease. The importance of clear documents and guidelines published by humanitarian health 

organizations are therefore important in order to establish intervention- and prevention 

programs related to oral health.   

AIM  

The main aim is to examine International Red Cross and Red Crescent Movement 

(International Federation of Red Cross and Red Crescent Societies and International 

Committee of Red Cross) and Doctors without borders concerning dental and oral health 

related manuals, handbooks, referencebooks and guidelines. A further aim is to explore the 

knowledge and awareness on oral health of delegates from the International Federation of the 

Red Cross and Red Crescent Societies as regard to promotion, guidelines and toolkit.  

 

 

 

 

 

 

http://www.msf.org/en/about-msf/msf-history
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MATERIAL AND METHODS 

The study consists of two parts 1) A literature study and 2) A questionnaire survey. For the 

study a mixed method of both qualitative and quantitative method was used. The two different 

methods will be described under two separate headings, see below. A reflection of selected 

methods will be found in Discussion of methods (page 22).  

Part 1: Literature research study  

The design of the literature study were a qualitative content analysis, according to Danielson 

(2012). For the present study an inductive study was applied, i.e. the content of the texts was 

analyzed based on specific search terms.  

In the present study main documents, handbooks and reference books were examined in order 

to conclude if oral health were a component of these publications. The study were based on 

documents accessible at the websites of International Federations of Red Cross and Red 

Crescent Societies (http://www.ifrc.org/), International Committee of Red Cross 

(https://www. icrc.org/) and Doctors without borders (https://msf.org). At the general 

websites, specific search words were entered. Topic related search words were: Oral health, 

dental health, diseases, handbook, reference, Non-communicable diseases and toolkit.  

The documents included in the present study were analyzed and studied in order to determine 

the presence or absence of topics related to oral health. According to Friberg (2012) the 

documents were studied several times in order to get an overall entirety of the content, 

whereupon the contents were summarized.   

Part 2: Questionnaire survey  

The survey was designed as a quantitative study, according to Billhult & Gunnarsson (2012).   

The questionnaire and information about the study were distributed by e-mail to ten delegates 

from IFRC. They were selected because of their active work in IFRC. Of these ten, three 

delegates responded on the questionnaire (See also Limitation, p 14). The participants' 

responses were collected via e-mail and thereafter compiled (Attachment, Table 1-5). The 

information to the delegates included topics such as aim, methodology and confidentiality. 

The data collection extended over a period of four weeks.  

The questionnaire was based on five questions (Table 1). The survey consisted of a 

combination of non-open and open-ended questions regarding the delegate’s knowledge and 

http://www.ifrc.org/
https://msf.org/
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perception in accordance with the study aim. The questions were based on oral health related 

subjects in order to explore the knowledge and awareness on oral health guidelines and its 

importance in humanitarian praxis. This enabled wider information on the subject of the 

study. Concerning the subject of the present study, the questionnaire was designed 

specifically for the present study.  

Table 1. Questionnaire 

1 Are you aware of any guidelines for community health, NCDs, hygiene promotion 

or emergency health that include the area of oral health? 

2 If you think of the past emergency operations you have participated in, has oral 

health been addressed in any way? Dentistry services, referral services, 

hygiene/health promotion, community health volunteers, campaigns? 

3 Are there any relief commodities (kits) in your organization that include items for 

oral health? 

4 

 

 

5 

What awareness and knowledge do you have concerning the impact from poor oral 

health on general well-being? 

In an emergency operation there are always many competing priorities and the 

resources are always scarce.  Do you think that oral health should get more focus in 

emergency operations? 

 

ETHICS 

The Swedish Red Cross University College in Stockholm approved the study. All participants 

gave their consent to participate in the study. The participants were also given assurance of 

confidentiality. All data was collected and compiled by the author.  

LIMITATIONS   

Due to the limited time available for the present paper, the study focuses on the International 

Red Cross and Red Crescent Movement as well as Doctors without borders. As for The 

international Red Cross and Red Crescent Movement the paper will not highlight documents 

isolated to the National Societies. Although oral diseases includes diseases such as cancer this 

study will focus only on dental caries and periodontitis.  
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RESULTS  

The result of the study will presented according to the two parts 1) Literature study and 2) 

Questionnaire survey.   

PART 1: LITERATURE STUDY    

Search word such as “health”, “diseases”, “Non-communicable diseases”, “tookit”, 

“handbook”, “oral health”, “reference book” revealed several different documents at the 

website of International Red Cross and Red Crescent Movement (International Federation of 

Red Cross and Red Crescent Societies and International Committee of Red Cross) and 

Doctors without borders (Table 2). The search word “oral health” as well as “dental health” 

did reveal several findings from the National Societies, however, not included in the present 

study.  

Table 2. Studied websites for International Federation and Red Cross and Red Crescent 

Societies, International Committee of Red Cross and Doctors without borders.  

International Red Cross and Red Crescent Movement  

Website Search word 

http://www.ifrc.org/PageFiles/95530/The-

Sphere-Project-Handbook-20111.pdf 

Handbook  

https://www.icrc.org/en/document/prisons-

health-who 

Oral health  

http://www.ifrc.org/en/what-we-do/health Health  

http://www.ifrc.org/en/what-we-

do/health/diseases/ 

Diseases  

http://www.ifrc.org/en/what-we-

do/health/diseases/noncommunicable-diseases/ 

Non-communicable diseases  

http://www.ifrc.org/en/what-we-

do/health/cbhfa/toolkit/ 

Toolkit  

Doctors without borders  

Website Search word  

http://refbooks.msf.org/ Reference   

 

The search word “health”, diseases” and “Non-communicable diseases” also generated 

several findings. On the basis of the aim of the present study only those findings which were 

comprised in general manuals, handbooks and guidelines according to these search words 

were included. In Figure 1 the result from the different websites and search words are shown. 

A summary of the results from the different websites is given below. 

http://www.ifrc.org/en/what-we-do/health/diseases/noncommunicable-diseases/
http://www.ifrc.org/en/what-we-do/health/diseases/noncommunicable-diseases/
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IFRC (http://www.ifrc.org/) 

1) Health              Health in IFRC             Diseases              Non-communicable diseases  

2) Toolkit              Healthy lifestyle toolkit    

3) Handbook             The Sphere Project Handbook  

ICRC (http://www.icrc.org/) 

4) Oral health             Prisoners health   

Doctors without borders (http://www.msf.org) 

5) Reference  MSF reference book  

Figure 1. Search words and results for IFRC, ICRC and Doctors without borders.   

 

 

International Red Cross and Red Crescent Movement   
  
The Sphere Handbook – Humanitarian Charter and Minimum Standards in 

Humanitarian Response  

The Sphere Project, an initiative by members of humanitarian non-governmental 

organizations (NGO´s) and the International Red Cross and Red Crescent Movement, started 

1997 as a result of their aim to provide humanitarian health care during disaster. Their work is 

based on that those affected by a disaster or conflict still should have the right to live their 

lives with dignity and with support and assistance to fulfil this, and that the humanitarian care 

linked to a disaster is well organized (http://www.ifrc.org/Docs/idrl/I283EN.pdf, 

http://www.spherehandbook.org/en/what-is-sphere/). In order to achieve these goals the 

Sphere Project enclosed a Humanitarian Charter as well as the identification of a set of 

minimum standards regarding key life-saving areas, which is to been seen in the Handbook. 

The Handbook comprises different chapters: water supply, sanitation and hygiene promotion; 

food security and nutrition; shelter, settlements and non-food items; and health action, see 

below.  

The chapter concerning health action comprises two main blocks 1) Health system and 2) 

Essential health services. The first block covers six  parts: leadership, human resources, drugs 

and medical supplies, health financing, health information management and service delivery. 

The meaning of  the second block is to give recommendations on essential health services, 

which in turn is divided into six subgroups 1) Control of Communicable diseases, 2) Child 

health 3) Sexual and reproductive health,  4) Injury, 5) Mental health and 6) Non-

http://www.icrc.org/
http://www.msf.org/
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communicable diseases (http://www.ifrc.org/Docs/idrl/I283EN.pdf, http://www. 

spherehandbook. org/en/what-is-sphere/). 

Information on Non-communicable diseases includes the four major diseases: diabetes, 

cancer, cardiovascular disease and chronic respiratory disease, not information related to oral 

health. Oral health related topics are not mentioned in any of the subgroups.  

International Committee of Red Cross  

In 2015 WHO published Prisons and Health, which comprises significant recommendations 

aimed to improve health of prisoners. Although published by World Health Organization the 

International Committee of Red Cross has contributed to the content. The publication 

addresses important aspects related to prisoners and includes different health related chapters. 

Chapter 10 comprises information on the four major NCDs. Oral health is mentioned, 

however, separately, in Chapter 12. The chapter (https://www.icrc.org/en/document/prisons-

health-who) manifests the importance of oral prevention and intervention, as well as a 

discussion on oral health in relation to general well-being.  

International Federation of Red Cross and Red Crescent  

The main website at IFRC covers different themes, such as migration, health, recovery, and 

shelter. For the present study the theme health was reviewed, including headings on water, 

sanitation and hygiene promotion; maternal, newborn, and child health; RAMP (Rapid Mobile 

Phone-based (RAMP) survey; Drug use prevention, treatment, and care; Blood services; First 

aid; Psychosocial support; Community health; Diseases; Health in emergencies and Road 

safety.  

Information on NCDs (http://www. ifrc.org/en/what-we-do/health/, http://www.ifrc. 

org/en/what-we-do/health/diseases/noncommunicable-diseases/) were found under Diseases, 

however, not including any topics on activities and measures on oral health. The heading 

Community health includes information and documents on the activity by CBHFA, which 

includes manuals and toolkits concerning many different aspects of health, also NCDs. Dental 

and oral health is not included in a more specific and detailed way. However, one of the 

toolkit (Healthy lifestyle toolkit) includes different negative impacts on teeth and the mouth 

related to risk factors such as tobacco use, where information on tobacco use and its relation 

to periodontal disease and mouth cancer can be found. Dental caries are briefly mentioned 

together with unhealthy diet.  

http://www.ifrc/
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Doctors without borders  

MSF has published a Reference book covering eight subjects related to medical treatment and 

health assessments: Refugee health, Rapid assessments of refugee or displaces populations, 

Public Health engineering, Essential drugs, Measles, Clinical guidelines, Tuberculosis, 

Essential obstetric and newborn care (http://www.refbooks.msf.org/). For the present paper 

the manuals Refugee health and Clinical guidelines have been analyzed for oral health related 

subjects.  

 

Refugee health  

This manual covers several topics. Part II and Part III comprises actions related to emergency 

situations and post-emergency situations respectively (http://refbooks.msf.org/msf_ 

docs/en/refugee_health/rh.pdf). One section in Part II covers medical screening of refugees 

when entering a refugee camp, as regard to vaccinations, diseases, injuries and 

malnourishment people. Other sections define actions related to for example water and 

sanitation, food and nutrition as well as health care. In Part III health related actions in a post-

emergency phase are focused on curative health, child health, HIV, AIDS and STD´s 

Tuberculosis and Psycho-social and mental health Activities and measures on oral health are 

not mentioned.  

Clinical guidelines  

The manual (http://refbooks.msf.org/msf_docs/en/clinical_guide/cg_en.pdf) is not aimed to 

give information about public health measures, more to provide information about diagnosis 

and treatment. The manual comprises ten chapters related to diseases and treatment. The 

chapters cover diseases and disorders such as Gastrointestinal disorders, skin diseases, 

bacterial and viral diseases as well as medical and minor surgical procedures. In the latter a 

section focusses on dental infections i.e. inflammation of the dental pulp, and related 

treatments. 

 

 

 

 

 

 

http://www.refbooks.msf.org/
http://refbooks.msf.org/msf_%20docs/en/refugee_health/rh.pdf
http://refbooks.msf.org/msf_%20docs/en/refugee_health/rh.pdf
http://refbooks.msf.org/msf_docs/en/clinical_guide/cg_en.pdf
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PART 2: QUESTIONNAIRE SURVEY 

The result of the survey will be described according to the questionnaire. For a detail 

compilation of the responses from the participants, see Attachment, Table 1-5.  

 

1. Are you aware of any guidelines for community health, NCDs, hygiene 

promotion or emergency health that include the area of oral health?  

The responses from the participants vary due to their different activities in the IFRC 

(Attachment, Table 2). Participant 1 displays a lack of knowledge on implement of documents 

and guidance related to oral health in IFRC´s hygiene promotion (Citation 1).  

“No I am not, since hygiene promotion in emergency is focused mainly on health risky 

practices related to the control of diarrhoeal diseases.” 

Participant 2 clearly demonstrates that oral health is not in general discussed in IFRC 

(Citation 2). However, Participant 3 clearly confirm the response from Participant 2 (Citation 

2) regarding activities on national basis, i.e. in Nation Societies (Attachment 1. Table 1). 

Citation 2 :  

“The area is not widely, if at all, discussed in IFRC guidance that I am aware of. HOWEVER, 

since Red Cross Red Crescent is a global membership organization, the National Societies 

(like Swedish or Norwegian or Nepalese or any other Red Cross or Red Crescent) may have 

domestic activities in this field and may have produced promotion material. These are not 

IFRC guidelines as such and we at IFRC Geneva would not have any knowledge of such 

information products.” 

Participant 3 draws attention to several activities within the National Societies on oral health 

related preventions and interventions towards people in more vulnerable contexts (Citation 3).  

Citation 3:  

“…Central Asia Logical framework matrix 2006 Health and care programme –Street 

children project. The Programme Objective is to improve Central Asia communities’ health 

through increased knowledge and skills in health prevention, first aid and nutritional and 

social support to most vulnerable groups. In Kyrgyzstan , the expected results included: 

nutritional status, educational level and level of dental care of street children accommodated 

in the Bishkek  Rehabilitation Centre are improved. 
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2. If you think of the past emergency operations you have 

participated in, has oral health been addressed in any way? 

Dentistry services, referral services? 

The participants acknowledge different aspects of oral health care in emergency operations 

(Attachment, Table 2). According to Participant 1, oral health related activities are conducted 

in migrant operation in Greece (Citation 4), which confirm the activity on oral health in the 

National societies, see above.  

Citation 4:  

“Oral health is being addressed in the migrant operation in Greece, because nurses involved 

in hygiene promotion activities in the emergency operation have that topic as part of the 

national health programme and it is a regular activity that Hellenic Red Cross conducts with 

children in schools.” 

According to Participant 2 hygien kits including tooth brush and tooth paste are distributed in 

emergency operations, however not complemented by further information (Citation 5). 

Citation 5: 

“Hygiene kits that are distributed in most sudden onset emergency operations contain a 

toothbrush and toothpaste. I don’t think it includes any health promotion material specifically 

related to oral health.” 

Within the experience of Participant 3 oral health is not an obvious part of  NCD´c prevention 

and in interventions only briefly mentioned (Citation 6). 

Citation 6:  

 “The focus of attention of the interventions I have participated is given to NCDs prevention 

and to Community Health Tools. Oral health is slightly mentioned within the volunteer 

manual for healthy lifestyle, specifically when talking about tobacco use.” 

3. Are there any relief commodities (kits) in your organization that 

include items for oral health? 

The knowledge regarding relief commodities varies (Attachment, Table 3). Two of the 

participants refers to kits containing tooth paste and tooth brush distributed in emergency 

operations. However, Participant 1 mentions that guidelines of oral hygiene and the use of 
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oral hygiene kits are not generally applied (Citation 7). Participant 3 is not aware of any relief 

kits within the activities IFRC Secretariat in Geneva (Citation 8). 

Citation 7.  

“Familykits / Dignity kits or Hygiene kits all include toothpaste and toothbrush, but training 

on the use of those items, or general awareness on oral hygiene is often not provided.” 

Citation 8:  

“Not that I’m aware of (meaning IFRC Secretariat in Geneva).”  

4. What awareness and knowledge do you have concerning the 

impact from poor oral health on general well-being? 

Participant 1 (Citation 9) and 2 (Citation 10) consider themselves as having good and sufficient 

knowledge of the impact from oral health on general well-being (Attachment, Table 4).  

Citation 9:  

“In general I think I have sufficient knowledge about oral health.” 

Citation 10:  

“This is difficult to describe in free text, but generally – having grown up in Scandinavia in the 

70-80’s with a very strong public health education and public messaging tradition, I think I 

have good working knowledge.” 

Participant 3 admits a lack of knowledge on oral health in relation to well-being, but still 

considers it important (Citation 11) 

Citation 11:  

 “To be honest, not much. However it is linked to lifestyle and to my opinion it would be 

important to be included in tools such as the one I am leading for NCDs prevention. However 

it is linked to lifestyle and to my opinion it would be important to be included in tools such as 

the one I am leading for NCDs prevention. At least two of the risk behaviors we are addressing 

concern as well oral health (eating habits and tobacco use).” 
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5. In an emergency operation there are always many competing 

priorities and the resources are always scarce.  Do you think that oral 

health should get more focus in emergency operations? 

The participants have different views on the importance of applying activities concerning dental 

and oral health at an early stage (Attachment, Table 5). Participant 1 (Citation 12) and 

Participant 3 (Citation 13) consider it not important in an early stage, addressing other more 

acute measures, such as life-saving domains like handwashing. Participants 3 refers to oral 

health related activities more of healthy lifestyles recommendations than an integral part of the 

emergency NCDs prevention. 

 Citation 12:  

“So in my opinion I would not prioritize oral hygiene as part of hygiene promotion in 

emergency response (acute phase). But when the situation gets more stable, and hygiene kits 

are getting distributed, then other domain can be introduced like oral disease prevention.” 

Citation 13:  

“So maybe it’s not during emergency operations but part of a broader preparedness strategy.” 

Participants 2 (Citation 14) means that oral health is important, and should become a part of 

NCD prevention and hygiene promotion, also in an early phase.    

Citation 14:  

“Yes, it should become a part of NCD prevention and hygiene promotion, even if the hygiene 

promotion in emergencies is mainly geared towards prevention of diarrheal diseases.” 

DISCUSSION  

Discussion of methods 

In the present study two different methods were applied, a qualitative inductive content analyzis 

method and a quantitative study (questionnaire survey). The aim by using a mixed method is to 

provide the most optimum response in accordance to the aim of the study (Borglin, 2012). A 

mixed method could be applied in any stage of the process: during the data collection or during 

the analysis as well as during the interpretation (ibid.). In the present paper the two different 

methods was presented in two different sections: Methods as well as in Results. In the 

Discussion of result they were merged into a collective text and discussion. A mixed method is 
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generally used by a combination of numerical and text data (Borglin, 2012). In the present study 

the number of participants in the questionnaire survey was low, which is not equivalent to a 

quantitative study (Billhult & Gunnarsson, 2012). The results of the questionnaire survey has 

therefore been used as only supplementary in the Discussion of result.   

In the present paper the results from the different methods confirmed one another, which in turn 

provided an uniform discussion. On the other hand, if the two different methods have shown 

various results the discussion could have been more analyzing.  

The literature research study was based on documents published on websites at IFRC and MSF, 

i.e. documents that the organizations themselves have chosen to publish. This is turns means 

that both IFRC and MSF may have more publications on the subject of the present paper, 

however, only for internal use. The result in the study could therefore be misleading, although 

not supported by the result in the questionnaire survey. On the other hand, the number of 

participants in the questionnaire survey were low, which in turn could affect the probability of 

the result. Another limitation of the study is that the questionnaire survey only involves 

delegates from the International Federation of Red Cross and Red Crescent Societies.  

A limitation of the present paper is that the study is performed and written by only one author. 

However, prior knowledge by the author on oral diseases may also offer the study strength.   

Discussion of results    

The questionnaire survey in the present study confirms the result from the literature study: 

that oral health care in general is not a routine component of IFRC´s work in their 

humanitarian action. However, the participants mention that the National societies within the 

International Red Cross and Red Crescent Movements offer oral healthcare activities, such as 

the Palestine Red Crescent Society which include dental care components at several centers as 

well as in the community based activities. The same project stimulates dental health not only 

among children, but also among pregnant women and elderly. Oral health has also been 

addressed in Greece and the migrant operation, which is highly relevant today. In Greece, 

nurses are involved in activities related to oral health in their national health program 

especially directed towards schoolchildren.  

Documents published by IFRC and MSF comprise information on malnutrition, hygiene and 

NCDs. In low- and middle income countries NCDs represent 80 per cent of all deaths (IFRC, 

2016). The four main NCDs: cardiovascular, diabetes, cancers and chronic respiratory major, 
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accounts for 2/3 of all global death (https://ncdalliance.org/why-ncds/ncd-prevention). Oral 

diseases, foremost dental caries and periodontitis, show common risk factors (tobacco and 

extensive alcohol use as well as poor diet) with the four major NCDs (WHO, 2016), which 

show a necessity to integrate oral diseases in preventions and interventions on the four main 

NCDs. This need has also been addressed by the Word Dental Federation, Fédération 

Dentaire Internationale, FDI.  

Founded 1900 in Paris the FDI is the leading organization for oral health related activities 

such as educational programs and campaigns as well as health policy for dentists worldwide 

(FDI, 2016a). It supports its around 200 members globally in oral health related activities and 

collaborates with WHO. According to FDI´s recommendations and recognition on Oral 

Health Related Quality of Life (OHRQoL) measures on this should be included in oral 

healthcare related services. Further, they advocate that OHRQOL measures are necessary for 

planned activities and objectives for improvements of global oral health (FDI, 2016a). In 

recent years, FDI urged WHO to include oral and dental diseases not only into the NCD 

programs at national levels but also to evaluate oral health to the same extent as the four main 

NCDs (FDI, 2016a).  

WHO, with its leading role on global health, has a direct impact on preventions and 

interventions related to NCDs and oral health. In 1989, a study group in WHO concluded 

recommendations regarding  diet, nutrition and preventions of NCDs (Sheiham, 2001). A as 

further step to  recognize the negative impacts from NCD´s as well as other effects related to 

unhealthy diet and nutrition, members of WHO and Food Agriculture Organization of the 

United Nations (FAO) met in order to discuss this topic (WHO, 2016). The meeting resulted 

in update recommendations designed for governments, international agencies and other 

partners in private and public sectors ((WHO, 2003). The general aim of these 

recommendations was to respond to the increasing need for guidelines, policies and plans 

regarding public health in relation to diet. A section of this report deals with oral health and 

concludes recommendations for prevention and interventions related to oral diseases. In 2013 

WHO published the fifth edition of Oral health surveys. Basic methods, a manual providing a 

universal guideline for assessing oral health as well as recommendations for necessary 

interventions (WHO, 2013b). The manual has proven to be a useful tool for comparison of 

oral health between different populations, for regulations of health systems and populations-

level programs related to oral health (WHO, 2013b). Still, oral health is most often not a topic 

in documents about NCDs. However, during the last five years, meetings on oral health in 
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relation to NCD prevention and control policies have been taken place by for example WHO 

and FDI (Varenne, 2015).  

The Sphere Handbook, see page 14 - 16 in the present paper, provides information and 

guidelines on many different topics on humanitarian health aid care, however, not oral health. 

Still, the manual is based on the belief that people affected by disasters and conflict have the 

right to life their live with dignity. The result of the questionnaire in the present study display 

two opinions on whether oral health care and measures should be applied in an early stage of 

an aid operation. Two participants consider it not being important in an early stage, while one 

states that it should be a common action even during the most acute phase. This is an 

important issue. With reference to published documents related to health care at an early stage 

in a emergency situation, oral health is not considered a relevant topic. Instead, measures such 

as nutrition, infection, communicable disease, water and hygiene are prioritized.   

The chapter on Refugee health in the Reference books by MSF covers different subjects 

related to health and screenings for refugees entering refugee camps. As for the Sphere 

Handbook, the information and guidelines does not include any topics on oral health.  

Today, around 60 million people are displaced, half of these are children 

(http://www.unhcr.org.uk/about-us/key-facts-and-figures.html). Being on the run, from war, 

violence and poverty, is in itself a sensitive and vulnerable situation, regardless of age and 

sex. Nevertheless, it is especially important to create good conditions for children who are 

forced to live under difficult circumstances. Many of the displaced children live in refugee 

camps, not just for a short time, but the majority throughout their adolescence 

(http://www.unhcr.org. uk/about-us/key-facts-and-figures.html). Although built as temporary 

settlements many of them have developed into permanent settlements, which in turn increases 

the requirement of health promotion, not only short term, but also in a long term perspective. 

This demands a major responsibility for health actors in these camps. Several studies exhibit a 

correlation between early childhood life habits and health status later in life (Felitti, 1998; 

Galobardes, Smith & Lynch, 2006). Further, malnutrition, due to poor oral health, have been 

documented by Ngoenwiwatkul & Leela-adisorn (2009) and Sheiman (2006).  As a 

consequence, promotion of good health lifestyles during early childhood may reduce a later 

risk to develop unhealthy behavior such as smoking, extensive alcohol use as well as 

unhealthy diet.  

http://www.unhcr.org/
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Considering the strong association between oral health and Quality of life there is a need of 

well-organized and planned methods concerning prevention, intervention, diagnosis and 

treatment related to oral health care. Still, oral health related programs often have a tendency 

to be an isolated part from other health related programs, maybe because teeth and mouth tend 

to be viewed as isolated part of the human body. As a consequence, risk factors associated 

with poor oral health are often not included in the same publication and documents as general 

public health. 

Giving the findings in the present study the participants state that different tool kits such as 

tooth brush and tooth paste, are distributed in aid operations. Information on the use of these 

is however not implemented. A study by D’Cruz & Aradhya (2013) shows that a higher level 

of information and education about dental caries and risk factors among schoolchildren 

increase proper oral health. Still, parents and other caretakers also need to be educated in what 

way oral diseases may affect children and receive interventional prevention strategies which 

in turn will improve children's opportunities to influence their own oral health status. Teeth 

are more vulnerable to dental caries during the onset or eruption, meaning that children up to 

the age of 15 are a major risk group (Sapp, Eversole & Wysocki, 2004). As for adults, the 

conception of well-being in relation to dental caries may also be seen in children where a 

study by Alsumait et al. (2015) shows a decrease in Quality of life in children with several 

teeth being afflicted by dental caries. 

According to two of the participants in the present study their knowledge on well-being in 

relation to oral and dental diseases is sufficient. Studies on oral health, foremost in Pediatric 

and elderly, addresses the importance of nurses being well trained and educated on dental 

diseases (Couch, Mead & Walsh, 2013; Spurr, Bally & Ogenchuk 2015). A study by Perry. 

Iido, Patton & Wilder (2015) highlights the necessity of knowledge, ability and practice by 

nurses supporting patient´s oral hygiene care. The same result is supported by Ullman & 

Letton (2014) that shows that nurses not only need oral care practice but also better support of 

the implementation of strategies, resources and education. This two studies shows the 

importance of trained and educated health staff. This may also require that policy documents, 

related to oral and dental health, become visible and accessible, as an integrated part of 

general health related care, foremost in relation to NCDs.   

Although dental caries and periodontitis are among the most common diseases worldwide, 

oral diseases are preventable, through information of risk factors and intervention programs. 

Still, investment in oral health care in in developing countries is general low, where oral 
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health care focuses more on emergency oral care and pain relief than in prevention (FDI, 

2016b). Caries preventions such as fluoride toothpaste and information on risk factors 

associated with poor oral health are important tools in efforts to reduce the global burden of 

oral health related diseases. 

CONCLUSION 

Oral and dental health are of major importance for the overall well-being and welfare of 

people. This is true, not only in relation to discomfort due to for example dental caries and 

periodontitis, but also due to the consequences that may develop from dental diseases. 

Although general documents at the International Red Cross and Red Crescent Movement and 

Doctors without borders exhibit oral health as a part of their health care actions, oral health 

related documents tend to be separated from other documents related to health, such as NCDs. 

The participants in the present study confirms the findings in the literature study that there is 

an absence of clear and specific guidelines on oral health care related activities within IFRC. 

Poor oral health may lead to severe complications which subsequently establishes the 

importance of early measures on oral health. Moreover, the positive impact on people in their 

ability to maintain and retain good oral and dental hygiene will lead to other health promotion 

activities and ultimately better overall health.  

CLINICAL SIGNIFICANS  

This paper highlight the importance of clear guidelines in oral health related care, 

interventions and preventions. Although considered as a major global burden, documents on 

oral and dental diseases are seldom found in the same documents as NCDs. In spite of the fact 

that oral and dental disease share the same risk factors as the four major NCDs and therefore 

needs to be addressed with the same necessity as these. 

SUGGESTION FOR FURTHER RESEARCH  

Suggestions for further research may be to clearly demonstrate the importance of including 

oral health measures in an early stage of humanitarian praxis. Oral health measures could 

usefully be comprised in the same documents as NCDs, a major topic for further research.  
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ATTACHMENT   

Table 1. Responses of Question 1: Are you aware of any guidelines for community health, NCDs, 

hygiene promotion or emergency health that include the area of oral health? 

Participant Answer  

1 No I am not, since hygiene promotion in emergency is focused mainly on health 

risky practices related to the control of diarrhoeal diseases. 

2 

 

 

 

 

 

The area is not widely, if at all, discussed in IFRC guidance that I am aware of. 

HOWEVER, since Red Cross Red Crescent is a global membership organization, 

the National Societies (like Swedish or Norwegian or Nepalese or any other Red 

Cross or Red Crescent) may have domestic activities in this field and may have 

produced promotion material. These are not IFRC guidelines as such and we at 

IFRC Geneva would not have any knowledge of such information products. 

3 PRCS Primary Health Care (PHC) Program Logical Framework- 2005 and 2017. 

In Palestine, Palestine Red Crescent Society (PRCS) with 26 primary health care 

centers, includes Dental Care Component. Oral health is included taking into 

consideration the role of dentists in prevention. Dentistry in PHC complements all 

other PHC technical functions. Preventive and curative dental health services have 

been integrated into the PHC activities at several centers as well as in the 

community based activities. This project promotes dental health in schools, 

kindergarten, among pregnant women and elderly. Central Asia Logical 

framework matrix 2006 Health and care programme –Street children project. The 

Programme Objective is to improve Central Asia communities’ health through 

increased knowledge and skills in health prevention, first aid and nutritional and 

social support to most vulnerable groups. In Kyrgyzstan , the expected results 

included: nutritional status, educational level and level of dental care of street 

children accommodated in the Bishkek  Rehabilitation Centre are improved. 

Disaster Preparedness and Health in Algeria/Egypt and Morocco. Dental and 

Maternity Clinic, in Khemisset after the Regional Red Crescent Committee of 

Khemisset identified a dramatic shortage of medical facilities for pregnant women 

and new-borns in the area. (There is, for example, only one bed available for 

childbirth in the entire region.) The same study noted that dental care is also 

inadequate, especially for the rural population unable to pay for treatment. This 

project, designed by the MRCS in response to the situation, will set up a dental 

and maternity clinic, primarily intended for women from impoverished 

backgrounds and school children. Canadian Red Cross: Ten Steps to Creating Safe 

environments for Children and Youth: A Risk Management Road Map to Prevent 

Violence & Abuse states the following: Neglect is chronic inattention to the basic 

necessities of life such as clothing, shelter, nutritional diet, education, good 

hygiene, supervision, medical and dental care, adequate rest, safe environment, 

moral guidance and discipline, exercise, and fresh air. 
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Table 2. Responses of Question 2: If you think of the past emergency operations you have participated 

in, has oral health been addressed in any way? Dentistry services, referral services? 

Participant Answer  

1 Oral health is being addressed in the migrant operation in Greece, because nurses 

involved in hygiene promotion activities in the emergency operation have that topic 

as part of the national health programme and it is a regular activity that Hellenic 

Red Cross conducts with children in schools. 

2 Hygiene kits that are distributed in most sudden onset emergency operations contain 

a toothbrush and toothpaste. I don’t think it includes any health promotion material 

specifically related to oral health. IFRC ran a hospital in Azraq refugee camp in 

Jordan 2013-2015 and dentistry was part of the services. Generally it is not a central 

area of humanitarian health assistance. 

3 The focus of attention of the interventions I have participated is given to NCDs 

prevention and to Community Health Tools. Oral health is slightly mentioned 

within the volunteer manual for healthy lifestyle, specifically when talking about 

tobacco use. http://www.ifrc.org/Global/Photos/Secretariat/ 201402/20140228-

NCDs-Toolkit/Volunteer_Manual_MRC_02262014.pdf 

It is also found in the online version: https://www.youtube.com/ 

watch?v=_Jo2fvxHQbw 

 

Table 3.  Responses of Question 3: Are there any relief commodities (kits) in your organization that 

include items for oral health? 

Participant  Answer  

1 Familykits / Dignity kits or Hygiene kits all include toothpaste and toothbrush, but 

training on the use of those items, or general awareness on oral hygiene is often not 

provided.  

2 Yes, the hygiene kit, see this link 

http://procurement.ifrc.org/catalogue/detail.aspx?volume=1&groupcode=108&family

code=108002&categorycode=DIAP&productcode=HHYGPERS02 

3 Not that I’m aware of (meaning IFRC Secretariat in Geneva) 
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Table 4. Responses of Question 4: What awareness and knowledge do you have concerning the impact 

from poor oral health on general well-being? 

Participant Answer  

1 In general I think I have sufficient knowledge about oral health 

2 This is difficult to describe in free text, but generally – having grown up in 

Scandinavia in the 70-80’s with a very strong public health education and public 

messaging tradition, I think I have good working knowledge. Nevertheless I think 

the organization should produce some guidance on the topic. 

3 To be honest, not much. However it is linked to lifestyle and to my opinion it 

would be important to be included in tools such as the one I am leading for NCDs 

prevention. At least two of the risk behaviors we are addressing concern as well 

oral health (eating habits and tobacco use). 

https://www.healthylifestylecommunity.org/es 

 

Table 8. Response of Question 5: In an emergency operation there are always many competing priorities 

and the resources are always scarce.  Do you think that oral health should get more focus in emergency 

operations? 

Participant  Answer  

1 From the medical/curative perspective, acute dental /oral health problems suffered 

during emergency I guess are addressed in referral health facilities. In terms of 

prevention, at the onset of the emergency, (personal) hygiene promotion should be 

focused on life-saving domains like handwashing. Actually at this stage the 

distribution of NFIs focuses mainly in soap, water containers, etc. as hygiene kits 

may come in a second round distribution. 

2 Yes, it should become a part of NCD prevention and hygiene promotion, even if the 

hygiene promotion in emergencies is mainly geared towards prevention of diarrheal 

diseases. 

3 As mentioned, at emergency operations there are competing priorities. As part of the 

Community Health and NCDs team, the focus of my work is on prevention, 

specifically of NCDs. We face the problem of not “being an emergency” and 

whenever something urgent happens, healthy lifestyles become secondary priorities. 

Nevertheless, it is of vital importance to strengthen communities in able to be more 

resilient. During emergencies being healthier (including oral health) will enable them 

to cope better with other priorities. So maybe it’s not during emergency operations 

but part of a broader preparedness strategy.  

 


