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Abstract

Background This study aims to describe the Libyan oral health care system in terms of its structure, function,
workforce, funding, reimbursement and target groups.

Methods A single descriptive case study approach and multiple sources of data collection were used to provide an
in-depth understanding of the Libyan oral health care system. A purposeful sample of the key informants (Managers
of oral health centers, dentists of various specialties with experience in the field, dentists, nurses, dental technicians,
and officials in the affairs of medical insurance) was recruited. The case and its boundaries were guided by the study’s
aim. Both qualitative and quantitative analyses were conducted. Descriptive statistics were used for quantitative data.
Framework analysis, informed by the study objectives, was used to analyze interviews and documents.

Results The analysis showed that oral health services are integrated into medical services. The provision of

dental care is mainly treatment-based, in the private sector. The oral health services in the public sector are mainly
emergency care and exodontia. The dental workforce included in the study were mostly dentists (89% General Dental
Practitioners (GDPs), 11% specialists), with a marked deficiency in dental technicians and nurses. Around 40% of
dentists work in both the private and public sectors. The government provides the funding for the public sector, but
the private sector is self-funded. No specific target group(s) nor clear policies were reported. However, the system is
built around primary health care as an overarching policy. Dental caries is the most common oral problem among
Libyan preschool children affecting around 70% and is the most common cause of tooth loss among adults.

Conclusion The oral health care system in Libya is mainly privatized. The public health services are poorly organized
and malfunctioning. There is an urgent need to develop policies and plans to improve the oral health care system in
Libya.
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Introduction

A health care system is a complex organization whose
primary goal is to promote, restore or maintain health.
It includes all institutions, people and actions that work
together to achieve its aim [1]. According to the World
Health Organization (WHO), a health care system
includes service delivery, health workforce, information,
medical products, vaccines and technologies, financ-
ing, and leadership/governance [2]. Dentistry is only one
component of the broader health care system. According
to Gift and Andersen, any oral health care system can be
described in terms of six aspects (Structure, Functions,
Personnel, Funding, Reimbursement and Target popula-
tion) which vary in their application in different coun-
tries [3]. In addition, health care systems are not static
and influenced by many factors such as demographic
changes, advances in technology, expectations and a
country’s economic and political situation [4, 5]. Dispari-
ties in human and financial resources, dental workforce
and the provision of health services between developed
and developing countries are well documented [6]. 1t is,
therefore, crucial for each country to regularly examine
its health care system to ensure that it is taking account
of population changes, health needs, workforce numbers,
skills and expectations [7].

In recent years many countries have been affected by
political, security, economic, and social challenges that
have significant impact on health care services [8]. Libya
is one of the Arab League countries that went through
turmoil of political, armed and economic crises since
February 2011 [9]. As a result, the Libyan health care sys-
tem which was once a model of success for other devel-
oping countries, is negatively affected [10]. Although
several conferences and workshops were organized by
local and international agencies to assess and address
the challenges facing the Libyan health care system [11],
little attention has been given to oral health care which
has its own challenges. For instance, there is an unprec-
edented increase in the number of graduating dentists at
the expense of their quality [12]. Moreover, recently pub-
lished studies highlighted highly unmet treatment needs
among Libyan children and adults [13-15]. It is impor-
tant to understand the dynamics of the oral health care
system in Libya to inform future planning of oral health
services. Therefore, the present study aims to describe
the oral health care system in Libya according to the
six aspects suggested by Gift and Andersen [3], which
include Structure, Functions, Personnel, Funding, Reim-
bursement and Target population.

Methods

Study design

A single descriptive, exploratory case study design with
a mix of qualitative and quantitative data collection tools
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was used to describe the Libyan oral health care sys-
tem. This approach allows the triangulation of evidence
from multiple sources and a comprehensive and detailed
understanding of the studied phenomenon [16-18].

The case is defined as the oral health care system in
Libya. The case boundaries were guided by the study
research question and the aspects of the oral health care
system according to Gift and Andersen [3] as follows:
(1) Structure: how the system is structured; (2) Func-
tions: what the system set out to achieve; (3) Personnel:
who delivers the work; (4) Funding: where the funds are
derived from; (5) Reimbursement: how workers are paid;
(6) Target population: which groups are prioritized.

Setting

The study was conducted in Benghazi, the second-larg-
est city in Libya, encompassing both urban and rural
districts. Although Libya is one the largest countries in
Africa, it has around seven million inhabitants mainly
living in northern cities and most of them live in Tripoli
and Benghazi. The city of Benghazi has the oldest dental
school in Libya. The city of Benghazi has a full range of
oral health care facilities and services and hence is con-
sidered a representative of the Libyan oral health care
system.

Data collection

Three strands of data collection were carried out sequen-
tially: (1) semi-structured qualitative interviews; (2) doc-
umentary analysis; and (3) a questionnaire survey. The
data was collected from the chief staff working in the
Ministry of Health (MoH), health insurance companies,
administrative personnel, business owners, and service
providers (dental practitioners and dental auxiliaries).

Qualitative interviews
Semi-structured interviews with a purposeful sample of
the key informants (Managers of oral health centers and
hospitals, dentists of various specialties with experience
in the field, nurses, dental technicians, and officials in the
affairs of medical insurance) were recruited for qualita-
tive data collection. Chief staff of health care institutions
and senior dental professionals were first identified by
contacting the officials in the MoH and by consulting
the senior staff in the dental school. The informants were
invited to take part in the study. The aim of the study was
explained and the informants were handed out study
information sheets and a consent form. Another appoint-
ment was then decided to conduct the interview. A snow-
balling of the study sample was then applied to identify
the potential key informants who were approached at
their workplace.

The interviews were undertaken by the principal inves-
tigator (PI) who received special training in conducting



Aloshaiby et al. BMC Oral Health (2024) 24:888

interviews. All interviews were audio-recorded and took
place in a quiet non-clinical room. The interviews were
conducted using a topic guide based on the research
question and the aspects of the oral health care system
according to Gift and Andersen [3]. They started with an
open question: How do you describe the oral health care
system in Libya? The data collection continued until no
new information was obtained which is known as satura-
tion [16].

Document analysis

Documentary analysis was conducted to examine the rel-
evant reports, policies, service documents, and academic
publications. All accessible electronic and paper reports
at local and national levels were included. While stud-
ies published in the last ten years were only included to
obtain current health status information, searching poli-
cies and other reports were not limited to a specific time.
Relevant documents were identified through searches in
electronic databases like PubMed and Google Scholar,
as well as governmental websites. Additionally, grey lit-
erature was sourced by reaching out to key individuals in
academic and healthcare institutions [16].

Questionnaire survey

A self-administered, paper-based questionnaire survey
was conducted among dentists in Benghazi. A purposeful
sample approach was adopted to recruit participants who
were selected in a way that ensures including a range of
dentists who represent various oral health care settings
and facilities and years of experience to reflect the range
of dental care provided in the city. Therefore, the dental
facilities were the sampling units. In each dental facil-
ity, dentists were approached personally and invited to
take part in the survey. The questionnaire was designed
by the research team and the questions revolved around
the six components of the oral health care system and
were informed by the findings of qualitative analysis. The
questionnaire was pre-tested for clarity and understand-
ability among a group of 10 dentists. Most of the feed-
back received was related to question wording, which
was modified accordingly. The final questionnaire com-
prised of sixteen questions. These were five open-ended
questions and eleven close-ended questions (Yes/No and
multiple-choice, eight of them have an open option).
Due to the exploratory nature of the study, a free text
response section was included at the end of each struc-
tured question, allowing participants to add any addi-
tional comments. The final questionnaire had 6 sections
representing the components of the oral health care sys-
tem and an introductory section collecting professional
and socio-demographic characteristics of the partici-
pants. The questionnaire took on average 15 min to be
completed.
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The PI handed the questionnaire to the dentists in their
work setting and explained the aim of the study. The PI
was available (via phone) to clarify any issue related to
the study and the questionnaire. The questionnaires were
collected within a week from the reception desk. The
consent to take part in the study was implicit by return-
ing a completed questionnaire.

Data analysis

The quantitative and qualitative analyses were conducted
separately and then integrated into one framework com-
prised of the pre-defined six components of the oral
health care system.

Qualitative data

A framework analysis approach was performed to ana-
lyze the qualitative interviews and retrieved documents
according to the six components of oral health care
system [17, 19]. The analysis process started with ini-
tial familiarization through listening to the audiotapes,
reading and re-reading of interviews transcribed ver-
batim to gain an overview of ranges and diversities of
the gathered material. The analysis was conducted con-
currently with data collection and emerging codes and
sub-themes were explored in the subsequent interviews.
Only data that showed relevance to research questions
were coded. Finally, the coded data were organized into
overarching six themes representing the components
of the oral health care system. A discussion among the
research team was held to remove unsupported themes,
create new themes, reduce homogenous themes together,
and split heterogeneous ones Then data extracts were
selected to be presented in the research context. The
validity of the analysis has been achieved with the par-
ticipation of an experienced researcher other than the
principal investigator in the analysis. In addition, a third
person from outside the dental field was involved in con-
firming that the extracts are representative to the themes
emerged from the analysis.

Quantitative data

Descriptive quantitative analysis was undertaken to sum-
marize the distribution of study sample characteristics.
The answers to free-text questions were analyzed using a
qualitative content analysis strategy, which involved cat-
egorization of the answers [20].

Results

Characteristics of study samples

Twelve qualitative interviews were conducted. The inter-
viewees were dentists working in different sectors and
facilities (5), chief staff, university and health insurance
(3), dental nurses (2), and dental technicians (2) (appen-
dix 2). In the questionnaire survey, a total of 121 out of
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Table 1 Sociodemographic characteristics of the participants

Variable N (%)
Gender Male 32 (26.4)
Female 89 (73.6)
Professional status GDPs 108 (89.3)
Specialist 13(10.7)
MSc 12 (9.9)
PhD 1(0.8)
Works in Private only 32 (26.4)
Public only 41 (33.9)
Both 48 (39.7)
Variable Mean (SD) Min- Max
Age 34 (6.4) 23-63
Years of experience 7.8(6.7) 1-40
Table 2 Sector, type and affiliation of dental facilities
Sector Type of facility Affiliation Numbers
Public Health Centers and MoH 28
Polyclinics
Specialized Centers MoH 3
General, Central and Spe- ~ MoH
cialized Hospitals
Primary Health Care Office MoH 2
(Motherhood and Child-
hood and School Health)
The Specialized Dental MoH 1
Center
Rural Hospitals and health  MoH 6
centers
Center for Special Needs Social Services 1
People
Dental school Ministry of 1
Education
Prison Medical Services Ministry of 1
Interior
Military Medical Services Ministry of 3
Defense
Private Private Medical Hospital Private 7
Solo Dental Practice/Den-  Private 130 (esti-
tal Center with Multiple mated)
Dental Chairs
Private dental school Private 3
centers
Private Training Centers Private 5

150 questionnaires were received with complete informa-
tion, suitable for data analysis, giving a response rate of
80.6%. The participants aged between 23 and 63 years of
age, and almost three-quarters of them were females (89,
73.6%), The majority of the participants were GDPs (108,
89.3%), and held only Bachelor of Dental Surgery (BDS).
The participants worked in the public sector, private sec-
tor and both sectors were, respectively, 33.9%, 26.4%, and
39.7%. (Table 1)
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Components of the Libyan oral health care system
Structure: how the system is structured?

The Libyan oral health care system is a hybrid system
comprised of public and private sectors. Dental ser-
vices were provided in medical polyclinics/hospitals or
through a standalone dental facility (Table 2).

Dental care in the public sector is mainly run by MoH.
However, non-MoH facilities also provide dental services
such as that affiliated to educational institutions for train-
ing purposes or other health service facilities affiliated to
the ministries of defense, justice and social services.

Informant (5): “Not all health institutions are affiliated
with the Ministry of Health; dental services are also pro-
vided by other facilities that do not belong to MoH. These
can be classified as educational which includes teach-
ing hospitals and training centers, and service-oriented
such as ministries of defense and interior and social care
institutions’.

Dental services are generally integrated within health
care facilities providing medical services. However, this is
not always the case and there are separate dental facilities
that exclusively provide dental care, such as the Special-
ized Dental Center and dental schools. Exclusively dental
care facilities are mainly in the private sector taking the
form of solo or multiple units’ dental practices and pri-
vate dental schools’ clinics Interestingly, only three out of
the six dental schools have their own private dental clin-
ics for training and providing dental services. The other
three schools are newly established and do not yet have
dental clinics. Yet, private medical polyclinics and hospi-
tals including dental units provide dental care.

Informant (1): “There are dental services that are pro-
vided in private clinics and private hospitals through
departments in these clinics and hospitals, and some
dental services are provided as a part of the dental train-
ing courses for dental students at universities or private
institutes’

Informant (4): “In the private sector, dental clinics are
mostly found as multi-chair centers, 5 dental chairs or
more, but also there are places with one or two chairs”.

The MoH has a two-level administrative hierarchy
(Fig. 1). The national level is expected to offer second-
ary and tertiary care level. Facilities at the national level
are under the direct supervision of the MoH and include
general, central and specialized hospitals, rural hospitals,
including the Specialized Dental Center.

Informant (4): “The Specialized Dental Center is the
only institution that is directly affiliated to the Ministry of
Health and funded by the Ministry directly’.

The local level is organized into Regional Health Ser-
vice Administration that is responsible for health units,
centers, polyclinics, and primary health care facilities.

Dental services are distributed throughout health care
facilities at both local and national levels. However, the
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Fig. 1 Schematic administrative distribution of dental facilities related to MoH

Table 3 Descriptive statistics for the frequency of providing
different services in private and public sectors

Dental services Private (80) Public (54)
Diagnostic services (Biopsy, OPG, CBCT) 64(80%) 4 (7.4%)
Simple extraction/ emergency care 80 (100%) 51 (94.4%)
Restorations 80 (100%) 7 (13%)
Primary preventive dentistry 71(88.7%) 4 (7.4%)
Oral prophylaxis and scaling 65(81.2%) 13 (24.1%)
Endodontics 76(95%) 7 (13%)
Prosthodontics 76(95%) 3(5.6%)
Minor oral surgery 76(95%) 11 (20.4%)
Orthodontics 67(83.7%) 1(1.9%)
Pedodontics 71(88.7%) 35 (64.8%)

integration of dental care into medical service did not
mean providing the same primary, secondary and ter-
tiary care. Instead, general dental services with unclear
distinctions between care levels are provided. Any type of
dental care can be provided in any health facility depend-
ing on the availability of resources.

Informant (5): “No we are not aware of primary, second-
ary, or tertiary services in dentistry. All services are pro-
vided according to availability. In Aljala trauma hospital
we treat maxillofacial trauma and injuries but also there
is a dental unit to provide dental care such as simple fill-
ing and extraction though not always available because of
shortage of LA or dental materials”

Function: what does the system set out to achieve?

The available policy documents indicate that the Libyan
health care system adopts a primary health care preven-
tive services policy and provides emergency dental care
to all people but this was not the case on the ground.

Informant (7): “The services required from the pub-
lic sector are supposed to be all services related to pain
removal, whether with or without treatment, but in real-
ity, the state is currently unable to provide these services.
It only provides services such as examination and simple
extraction, due to the lack of capabilities’

The dental services were treatment-oriented and
mainly provided in the private sector (Table 3). Preven-
tive dental services and primary health care services are
rarely provided and are limited to volunteer activities by
some non-governmental organizations and educational
institutions as part of their training.

Informant (1): “In the past, the school programs and pri-
mary health care services provided along with mother and
child services were active, but now none of this exists. It is
only the building and a small staff without any activities”.

Informant (6): “Most oral health education campaigns
are performed by scientific groups such as community and
pediatric associations and internship students with sup-
port from toothpaste companies’.

In the private sector, a whole range of dental services is
available. Private dental centers were well-equipped with
dental facilities and experienced staff. On the other hand,
the dental services provided in the public sector were
limited to diagnostic services and exodontia. An excep-
tion to this is the Specialized Dental Center which offers
a range of services such as restorative dentistry, minor
oral surgery, periodontics and removable prosthodontics.

Informant (2): “The only place in the public sector that
provides all dental services is the Specialized Dental
Center”.

Informant (4): “Private dental centers are well-equipped
with dental facilities; the whole range of dental services
are provided in this sector”.
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Table 4 Summary of studies related to caries prevalence among Libyan children
Author (s), year  Age Date of data N Study population Findings
of publication group collection Prevalence DMFT dmft
(yrs) of active (Mean +SD) (Mean =SD)
untreated den-
tine decay
Arheiam et al, [15] Twelve between Decem- 1134 Public schools in Benghazi 42.8% (1.09+£1.57)
ber 2016 and
February 2017
Arheiam & Omar,  10-15 2012 140 Central medical hospital Diabetics
[23] (1.19+1.74)
Non- diabetics
(0.8+1.46)
Ballo et al,, [24] Six 2017 706 Vaccination campaign in 20 PPHCC 69.1% (3.23+3.23)
in Benghazi
Elrefadi, [25] 6-30 124 The Rehabilitation Centre of Special (2.02£29)
Needs in the city of Benghazi, Libya
Arheiam et al. [13]  Twelve 1125 schoolchildren registered in the sixth (1.55+2.77)
grade in both private and state-run
schools
Entesar Aoun et Twelve 2017 782 public and private schools in 44.1%
al. [26] Benghazi
S. Fakroon et al. 3-14 Between February 100 School children and Benghazi Centre Autistic (0.22+0.08) Autistic
[27] and June 2013 of Children with ASD Control (1.15+0.27) (1.13+1.84)
Control
(2.85+3.32)
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Fig. 2 Number of dental graduates at the University of Benghazi between 1979 and 2022. Source:

Benghazi

The analysis of published studies indicates that there
are highly unmet treatment needs among Libyan chil-
dren and adults. More than 40% of Libyan children had
untreated dental caries in their primary and permanent
teeth (Table 4). In addition, Untreated caries and severe
periodontitis are the most common reasons for tooth loss
among Libyan adults [21, 22].

Registrar's Office, Faculty of Dentistry, University of

Personnel: who delivers the work

The dental workforce in the Libyan health care system is
comprised of dentists, dental nurses, and dental techni-
cians. The number of dentists has increased markedly in
the last 10 years (Fig. 2 shows the rising number of dental
graduates in one dental school) following the increased
admission of new dental students in the only government
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dental school at the University of Benghazi. In addition,
Benghazi hosts six private dental schools. One of these
schools has graduated approximately 340 dentists over
the past decade, with a recent increase in new student
enrollment. Two of the schools have students in their
final year of study, while the remaining three are newly
established.

Informant (3): “The increase in the number of private
universities, which are 6 universities, made the situation
worse and caused overcrowding of dental graduates’.

Informant (4): “There is no control over the numbers of
dental students despite the attempts to restrict the inclu-
sion rate and the result is that there are large numbers of
dentists and most of them are jobless”

Most dentists work as general dental practitioners,
with shortage in numbers of specialists in orthodontics
and maxillofacial surgery.

Informant (6): “At the level of Benghazi, there is a big
shortage of dental specialists in Orthodontics and Maxil-
lofacial surgery”.

Other dental care personnel in the Libyan oral health
care system includes dental laboratory technicians and
dental nurses. None of them are allowed to work on den-
tal patients. There is a clear shortage in the numbers of
qualified dental nurses.

Informant (4): “Throughout my career as a dentist, I
met a few officially trained dental nurses. Most of nurses
worked for me are either medical nurses, dental hygienist
or I trained them to be dental assistant”

In recent years, dental hygienists have emerged as a
new dental care personnel category. Dental hygienists
are dental auxiliaries who are trained to provide preven-
tive dental care and oral prophylaxis, unlike dental nurses
who are not allowed to provide any type of dental care.
However, the Libyan health care system does not recog-
nize them as a specialty and hence they left without jobs
in the public sector and many of them work as nurses in
private practices.

Informant (3): I graduated from the Higher Institute of
Medical Professions as a dental hygienist but in reality,
our profession is not recognized in Libyan law, and legally
it is forbidden for anyone except the dentists to work on
the patients. Therefore, most of us were left without jobs or
worked as dental nurses in the private clinics, if they are
lucky”.

Funding: where the funds are derived from

The public dental services are funded by the government
through the National Bureau of Medical Supplies. The
Libyan health services including dental care, are pro-
vided free of charge. The public oral health care system in
Libya relies heavily on the state’s general budget, allocat-
ing approximately 4% of Libya’s Gross Domestic Product
to health care [28]. In addition, national-level facilities
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receive a separate fund to purchase required equipment
and consumables, but in recent years dental services have
been less prioritized and many non-governmental orga-
nizations and companies provided dental supplies as
informal support.

Informant (5): “The Libyan public health sector is
funded by the Ministry of finance and operated through
the medical supply unit and offers all dental materials
and equipment”.

Informant (6): “In recent years, the resources are very
scarce and most dental supplies are offered as support
from private organizations and companies’.

The private sector is self-funded. The patients usu-
ally pay fees for service or through one of the insurance
schemes offered by some companies such as oil compa-
nies and banks to the employees and their families. The
insurance schemes usually cover diagnostic and treat-
ment services but do not include prosthodontic and orth-
odontic treatment.

Informant (5): “In private, financing is done through the
fees paid by patients and insurance companies’.

Reimbursement: how workers are paid

The reimbursement in the Libyan oral health care system
includes salaries and a proportion of income. Fixed sala-
ries are provided to those who work in the public sectors
and dental auxiliaries in the private sector. Most dentists
working in the private sector are reimbursed by the pre-
agreed proportion of their income.

Informant (5): “All dental workers in the public sec-
tor and dental nurses in the private sector receive a fixed
salary”.

Informant (7): “The reimbursement in the private sector
varies according to the agreement between the employer
and the dentist or dental technicians. It is usually a pre-
agreed percentage of the income incurred by the dentist
and often ranges between 30% and 70%, depending on the
years of experience and qualifications’.

Target population: prioritized groups

There are no specified target groups in the Libyan oral
health care system. The private sector provides care on
demand to anyone seeking dental services, while the pub-
lic sector operates on the principle of health for all. Con-
sequently, all groups are targeted at their point of entry
into the system. For instance, psychiatric patients receive
care at the psychiatry hospital, which includes a dental
unit. Similarly, other groups with special needs, such as
the mentally disabled, diabetics, and the elderly, are also
targeted.

Informant (4): “There are no places that have priorities.
Dental services are distributed through all medical facili-
ties, such as centers for communicable diseases, diabetes,
mental illnesses, and the disabled, and large hospitals’.
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Discussion

The present exploratory case study set out to describe the
Libyan oral health care system in terms of its structure,
function, personnel, funding, reimbursement and target
groups. The Libyan oral health care system, like many
other countries [5, 29, 30] is generally comprised of the
public sector and a pre-dominating private sector. How-
ever, the privatization of the Libyan oral health care sys-
tem appeared to be the result of the chaotic nature of the
public dental services which were managed by multiple
bodies (MoH and Non-MoH), integrated into the medi-
cal services and mostly limited to routine oral examina-
tions and simple extraction with scarcity of resources.

The public dental services in Libya were poorly func-
tioning which might be attributed to the low priority
given to dental care in the light of limited funding and
increased health care demands; evoked by the ongoing
political and armed conflict in the country since the 2011
uprisings [31]. Although the health care policy in Libya
promotes equal and free access to health services, it has
not been implemented appropriately. Therefore, there is
a need for dental services reform to embrace the primary
health care approach and ensure universal access to care
[32]. There are many initiatives in the region already in
place that enhance the accessibility of dental care, such as
including dental services in the national health insurance
program [33, 34]. Moreover, establishing a separated
administrative body for dental services, as is the case in
Saudia Arabia, can ensure the appropriate allocation of
resources and support of oral health research and pro-
motion intatives [35].

The private sector, on the other hand, is self-funded
and independently regulated. As a result, the provision
of dental care is thriving and subject to quality-based
competition. In addition, fixed salary is the only reim-
bursement method in the public sector which could have
negatively affected the staft’s motivation and the type and
quality of services provided as indicated in other research
[36]. On the other hand, reimbursement in the private
sector is linked to the type of services provided and the
income generated, which appears to be a motivating fac-
tor for delivering high-quality and varied dental care.
Additionally, financial factors have been identified by
Libyan dentists as a significant barrier to providing pre-
ventive dental services [37].

An important aspect explored in the current study was
the Libyan dental workforce. It was found that the dental
care personnel in Libya include mainly dentists, dental
nurses, dental technicians, and dental hygienists. Anec-
dotal evidence suggests that the number of dental gradu-
ates and dental schools is increasing in other parts of
Libya. It is estimated that the dentist-population ratio in
Libya is approximately 8.8 per 10,000 individuals, which
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exceeds the recommended global ratio and is higher than
that observed in other countries in the region [38—43].

The high influx of Libyan dentists who graduated with
questionable quality and limited job opportunities is
attributed to the lack of coordination between health and
education authorities which resulted in large numbers of
dental students beyond the capacity of the low-resourced
governmental dental schools and establishment of large
number of private dental schools [12].

On the other hand, there is a clear deficiency in the
number of qualified dental nurses. This may partly be
explained by the absence of an official dental nurs-
ing training program in any Libyan educational institu-
tion over the past two decades. Alternately, there was a
program for dental hygienists, but it is not a recognized
profession in Libya. Consequently, graduated dental
hygienists were not allowed to work in the public sec-
tor and many of them work in the private sector as den-
tal nurses. Taken together, these observations highlight
both quality and planning problems related to the Libyan
dental workforce and the provision of dental care which
require urgent interventions at the national level to con-
trol the dental education and training sector.

Unlike many developed countries that have established
initiatives to target special groups such as elderly people,
pregnant women, and low-income families [44—46], there
are no specific target groups in the Libyan oral health
care system. This may be attributed to the fact that the
Libyan health care system was originally built on the idea
of integrating primary oral health services at multiple
points of entry for the entire population. However, tar-
geting special groups requires the establishment of dental
data infrastructure and surveillance data to guide these
efforts.

This study has some limitations worth discussing. First,
the study was conducted in the city of Benghazi as a rep-
resentative of the whole country. There could be small
differences in the numbers and distribution of dental
facilities, such as private dental schools, which are con-
centrated in Benghazi and Tripoli. However, the Libyan
health care system is centrally organized, and anecdotal
evidence indicates similar elements of the health care
system across the country. Additionally, the use of semi-
structured interviews may be influenced by the personal
thoughts and ideas of the interviewees, and it can be
time-consuming. Furthermore, the documentary analy-
sis might be limited by the availability of documents
online and other grey materials. However, the researcher
expanded the search beyond online resources and con-
tacted key informants in health care facilities to ensure
covering as many resources as possible.
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Conclusions

The oral health care system in Libya is comprised of gen-
eral and private sectors, although it is mainly privatized.
The public dental services are poorly functioning, with
highly unmet treatment needs, inappropriate implemen-
tation of primary health care policies, and uncontrolled
production of the dental workforce. There is an urgent
need to develop policies and plans to improve the oral
health care system in Libya, involving both health and
education parties. Establishing a separate administrative
body for oral health services and reorienting oral health
programs to meet the needs of underprivileged popula-
tions, such as children and elderly people, is highly rec-
ommended. Supporting dental schools to admit smaller
numbers of dental students and provide appropriate
training can enhance the quality of the dental workforce,
increase the availability of dental services, and enable
better control of the emerging workforce. Fostering col-
laboration between health and educational providers is of
paramount importance for an appropriately functioning
oral health care system.
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