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Abstract
Background

Oral health is an important yet frequently neglected component of comprehensive cardiovascular care.
Oral diseases contribute substantially to reduced quality of life and may influence cardiovascular
outcomes through chronic inflammation and impaired health behaviors. Despite increasing recognition of
the oral—cardiovascular relationship, evidence regarding oral health status, oral-health practices, and
access to dental services among cardiology patients remains scarce in Somalia. This study assessed oral
health conditions and related factors among cardiology patients attending a tertiary referral hospital in
Mogadishu.

Objective

To assess oral health status, oral-health practices, oral-health information, barriers to dental care, and
factors associated with poor self-rated oral health among cardiology patients attending Mogadishu
Somalia—Turkiye Recep Tayyip Erdogan Training and Research Hospital.

Methods

A hospital-based cross-sectional study was conducted among 300 cardiology patients between 1 May and
10 June 2026. Data were collected using a structured questionnaire administered through KoboToolbox
and analyzed using R Studio. Descriptive statistics were summarized using frequencies and percentages.
Logistic regression analysis was performed to identify factors associated with poor self-rated oral health
using crude and adjusted odds ratios with corresponding 95% confidence intervals.

Results

Dental service utilization was low, with 68.0% of participants reporting no dental visit during the previous
12 months. Toothache (44.0%), dental decay (40.3%), and tooth loss (27.3%) were the most frequently
reported oral health problems. Oral health issues commonly affected eating behavior and daily
functioning. Although self-reported tooth brushing practices were relatively common, receipt of oral-health
information remained limited. In multivariable analysis, no factor remained independently associated with
poor self-rated oral health after adjustment.

Conclusion

Cardiology patients experienced a considerable burden of oral health problems alongside limited
utilization of professional dental services. Integrating oral-health screening, patient education, and referral
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pathways into routine cardiovascular care may strengthen comprehensive patient management and
support improved oral and cardiovascular outcomes in Somalia.

Introduction

Oral health is a fundamental component of general health and well-being, and oral diseases such as
dental caries and periodontitis are among the most prevalent non-communicable conditions
globally[1].They impose substantial disability and economic costs, particularly in low- and middle-income
countries where access to dental care is limited[2]. Periodontal disease is independently associated with
cardiovascular disease (CVD), with increased CVD risk observed in both men and women|[3]. and
consensus reports highlight periodontitis as linked to major CVDs and other chronic disorders[4].In East
Africa, dental caries affects nearly half of the population[5]. and oral conditions in the East African
Community reach prevalences up to 83%, with marked impacts on daily functioning and quality of life[6].
Across the WHO African Region, untreated caries and severe periodontitis are highly prevalent, and Africa
bears the highest global prevalence of severe periodontitis[7].In Somalia, oral health services are poorly
regulated, largely private, and insufficiently integrated into primary care, resulting in delayed care,
widespread untreated disease, and limited community-oriented preventive services[2].These challenges
underscore the importance of assessing oral health among high-risk groups such as cardiology patients in
Mogadishu.

Patients with chronic diseases, including CVD, are particularly vulnerable to poor oral health, with higher
levels of caries, tooth loss, and chronic periodontitis than healthy controls[8].Cardiovascular patients
frequently show substantial periodontal burden and unmet treatment needs[9]. as well as high prevalence
of periodontal disease with impaired oral-health-related quality of life[10].Contributing factors include
competing medical priorities, low oral-health awareness, infrequent dental visits, fear, and structural
barriers to care documented across low- and middle-income countries[11].Among CVD populations, poor
oral hygiene behaviours, low awareness of the oral-cardiac link, and limited service use are common[12].
Medication use for systemic diseases is also associated with worse oral outcomes|[8]. However, evidence
from Somalia on oral health status, behaviours, and barriers among cardiology patients is virtually
absent[2]. creating a critical gap in context-specific data.

Understanding oral health in cardiology patients is essential because periodontal disease and neglected
infections may contribute to systemic inflammation, adverse cardiovascular events, and complications
such as infective endocarditis[13, 14]. Integrating oral health assessment into cardiovascular care has
been advocated to improve outcomes and quality of life[4, 10]. yet health systems in Africa often lack
workforce, infrastructure, and policies to support such integration[2, 7]. In Somalia, where oral health
services are scarce and largely out-of-pocket[2].

The present study aimed to assess oral health status, oral health practices, oral-health information,
barriers to dental care, and factors associated with poor self-rated oral health among cardiology patients
attending Mogadishu Somalia—Turkiye Recep Tayyip Erdogan Training and Research Hospital.
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Methodology

Methods
Study Design

A hospital-based cross-sectional study was conducted to assess oral health status, oral health practices,
oral-health information, barriers to dental care, and factors associated with poor self-rated oral health
among cardiology patients attending Mogadishu Somalia—Turkiye Recep Tayyip Erdogan Training and
Research Hospital.

Study Setting and Period

The study was conducted at Mogadishu Somalia—Turkiye Recep Tayyip Erdogan Training and Research
Hospital, located in Mogadishu, Somalia. The hospital is one of the major tertiary referral and teaching
hospitals in the country and provides specialized cardiovascular services to patients from Mogadishu and
other regions of Somalia. Data collection was carried out over a six-week period from 1 May to 10 June,
2026

Study Population

The study population consisted of cardiology patients attending the hospital during the study period.
Eligible participants included patients who visited the cardiology department and were available at the
time of data collection. Patients who were able to communicate and provide informed consent were
included in the study. Patients who were critically ill, unable to respond to the questionnaire, or declined
participation were excluded.

Sample Size and Sampling Technique

A total of 300 respondents were included in the study. Participants were recruited from the cardiology
department during the study period using a hospital-based sampling approach until the required sample
size was achieved. Eligible participants who met the inclusion criteria and agreed to participate were
enrolled in the study.

Data Collection Tool and Procedure

Data were collected using a structured questionnaire administered through KoboToolbox, a digital data
collection platform. The questionnaire was designed to capture information on oral health status, oral
health practices, oral-health information received, barriers to seeking dental care, and patient perceptions
regarding the role of cardiology nurses in oral-health support. Data were collected electronically to
improve completeness, reduce entry errors, and facilitate secure storage and management of responses.

Data Management and Statistical Analysis
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Collected data were exported from KoboToolbox, cleaned, coded, and analyzed using R Studio. Descriptive
statistics were used to summarize participant responses and are presented as frequencies and
percentages. Variables relevant to oral health outcomes were examined using logistic regression analysis.
Crude Odds Ratios (COR) and Adjusted Odds Ratios (AOR) with corresponding 95% Confidence Intervals
(CI) were calculated to identify factors associated with poor self-rated oral health. Variables considered
relevant in the preliminary analysis were included in the multivariable model. Statistical significance was
determined using a p-value < 0.05.

Poor self-rated oral health was coded as:

e Good / Very good / Excellent =0

e Fair/ Poor=1
Ethical Considerations
Ethical approval

was obtained from the appropriate institutional review authority before commencement of the study.
Permission to conduct the study was obtained from Mogadishu Somalia—Turkiye Recep Tayyip Erdogan
Training and Research Hospital. Participants were informed about the purpose of the study, and informed
consent was obtained prior to data collection. Participation was voluntary, and confidentiality and
anonymity of participant information were maintained throughout the study. The study was conducted in
accordance with the ethical principles outlined in the Declaration of Helsinki.

Results

Table 1. Participant Characteristics and Oral Health Practices among Cardiology Patients(N = 300)
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Variable

Dental visit during the previous 12
months

Time since last dental visitt

Usual place of dental caret

Frequency of tooth brushing

Oral hygiene products used

Category

Yes

No

Within 1-2 years
Within 2-5 years
More than 5 years ago
Do not remember

Not applicable

Public oral and dental health center /
hospital

Dental clinics covered by private health
insurance

Private dental practice
Do not remember

Not applicable

Never

Once daily

Twice daily

More than twice daily
Sugar-free gum
Mouthwash

Fluoride tablets or drops

Fluoride toothpaste

96
204
25
32
37

204
40

36

18

204

153
93
48
137
130
26

%
32.0
68.0
8.3
10.7
12.3
0.7
68.0
13.3

12.0

6.0
0.7
68.0
2.0
51.0
31.0
16.0
45.7
43.3
8.7
2.3

Abbreviations: n = frequency; % = percentage.

Percentages were calculated using the total study population (N = 300). “Not applicable” indicates

participants who had not visited a dentist during the previous 12 months.

Table 1 summarizes oral healthcare utilization and oral hygiene practices among cardiology patients

attending a hospital in Mogadishu, Somalia. Overall, dental service utilization was low, with more than two-
thirds of participants (68.0%) reporting no dental visit during the previous 12 months, whereas only 32.0%

had attended a dental visit. Among those who had sought care, visits occurring more than five years
earlier were the most commonly reported.
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Public oral and dental health centers or hospitals represented the most frequently reported place of dental
care, followed by dental clinics covered through private health insurance and private dental practices. In

contrast, oral hygiene practices appeared relatively favorable, as most participants reported brushing their
teeth at least once daily; over half brushed once daily and nearly one-third brushed twice daily.

Regarding oral hygiene products, sugar-free gum and mouthwash were the most commonly used, while
the use of fluoride-based preventive products remained comparatively low. Collectively, these findings

suggest that although self-reported oral hygiene practices were relatively common, utilization of
professional dental services among cardiology patients remained limited.

Table 2. Impact of Oral Health on Daily Living among Cardiology Patients (N = 300)

Variable

Impact of dental problems on eating

Advised by healthcare professionals to avoid dental treatment

Avoidance of dental care because treatment is painful or
uncomfortable

Abbreviations: n = frequency; % = percentage.

Percentages may not total exactly 100% because of rounding.

Category
Never
Sometimes
Often

Other

Strongly agree
Agree

Neutral
Disagree

Strongly
disagree

Strongly agree
Agree

Neutral
Disagree

Strongly
disagree

55
188
56

32
102
123
37

51
103
111
29

%
18.3
62.7
18.7
0.3
2.0
10.7
34.0
41.0
12.3

2.0
17.0
34.3
37.0
9.7

The category “Never+B301" appeared to be a data-entry inconsistency and was merged with “Never” for

presentation purposes; confirm this against the original dataset before final submission.
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Table 2 presents the impact of oral health problems on daily living among cardiology patients attending a
hospital in Mogadishu, Somalia. Overall, oral health problems appeared to affect daily functioning,
particularly eating behavior. Nearly two-thirds of participants (62.7%) reported that dental problems
sometimes affected what they ate, while an additional 18.7% reported that eating was often affected. Only
18.3% indicated that oral problems never influenced their eating habits.

Regarding access to dental treatment, most participants did not report being discouraged from receiving
dental care by healthcare professionals. More than half either disagreed (41.0%) or strongly disagreed
(12.3%) that they had been advised to avoid dental treatment, although approximately one in eight
participants (12.7%) agreed or strongly agreed that such advice had been given.

Similarly, perceptions of pain and discomfort as barriers to dental attendance were generally low to
moderate. Nearly half of participants disagreed (37.0%) or strongly disagreed (9.7%) that they avoided
dental care because treatment was painful or uncomfortable, whereas 19.0% reported agreement with this
concern.

Overall, these findings suggest that oral health problems had a noticeable impact on daily life, particularly
dietary practices, while fear of discomfort and advice against dental treatment were less commonly
reported barriers to care.

Table 3. Impact of Oral Health on Daily Living among Cardiology Patients (N = 300)
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Variable Category n %

Impact of dental problems on eating Never 55 18.3
Sometimes 188 62.7
Often 56 18.7
Other 1 0.3

Advised by healthcare professionals to avoid dental treatment Strongly agree 6 2.0
Agree 32 10.7
Neutral 102 340
Disagree 123  41.0
Strongly 37 12.3
disagree

Avoidance of dental treatment because it is painful or Strongly agree 6 2.0

uncomfortable
Agree 51 17.0
Neutral 103 343
Disagree 111 37.0
Strongly 29 9.7
disagree

Abbreviations: n = frequency; % = percentage.
Percentages may not total exactly 100% because of rounding.

The category “Never+B301" was treated as a data-entry inconsistency and combined with “Never” for
presentation purposes; verify against the original dataset before manuscript submission.

Interpretation of Table 3

Table 3 presents the impact of oral health problems on daily living among cardiology patients attending a
hospital in Mogadishu, Somalia. Overall, oral health problems appeared to have a meaningful influence on
patients’ everyday experiences, particularly dietary practices. Nearly two-thirds of participants (62.7%)
reported that dental problems sometimes affected what they ate, while an additional 18.7% indicated that
eating was often affected. Only 18.3% reported that oral health problems never influenced their eating
behavior, suggesting that functional limitations related to oral conditions were common.

With respect to professional advice regarding dental care, most participants did not report being
discouraged from receiving dental treatment. More than half either disagreed (41.0%) or strongly
disagreed (12.3%) that healthcare professionals had advised them to avoid dental treatment, whereas only
12.7% agreed or strongly agreed with this statement.
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Similarly, pain and discomfort did not appear to be major reasons for avoiding dental treatment among
most participants. Approximately 46.7% disagreed or strongly disagreed that dental care was avoided
because it was painful or uncomfortable, while 19.0% expressed agreement with this concern.

Overall, these findings indicate that oral health problems had a noticeable effect on daily functioning—
particularly eating habits—whereas direct discouragement from treatment and fear of treatment-related
discomfort were reported less frequently.

Table 4. Factors Associated with Poor Self-Rated Oral Health among Cardiology Patients (N = 300)
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Characteristic COR (95% CI) - AOR (95% CI) -
value value

Dental visit during the previous 12 months

No Reference - Reference —

Yes 0.66 (0.40- 0.110 0.70 (0.40- 0.200
1.09) 1.23)

Tooth brushing frequency

High Reference - Reference —

Low Not estimable  — Not estimable  —

Moderate 1.23 (0.77- 0.400 1.23 (0.76- 0.400
1.98) 2.00)

Received oral-health information after cardiac

diagnosis

No Reference - Reference —

Yes 1.01 (0.60- >0.900 1.19(0.68- 0.500
1.70) 2.12)

Would follow oral-health advice provided by

cardiology nurses

| do not know Reference - Reference —

No 2.11 (0.83- 0.130 1.77 (0.68- 0.300
5.83) 5.00)

Yes 2.56 (1.01- 0.056 1.87 (0.67- 0.200
7.12) 5.66)

Perceived oral-health knowledge of

cardiology nurses

| do not know Reference - Reference —

No 0.97 (0.45- >0.900 0.92(0.41- 0.800
2.10) 2.06)

Yes 1.50 (0.71- 0.300 1.26 (0.54- 0.600
3.20) 2.93)

Abbreviations: COR = Crude Odds Ratio; AOR = Adjusted Odds Ratio; OR = Odds Ratio; Cl = Confidence
Interval.

Statistical significance was defined as p < 0.05.

0Odds ratios could not be reliably estimated because of sparse observations and instability in the brushing-
frequency categories.
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Table 4 presents the factors associated with poor self-rated oral health among cardiology patients
attending a hospital in Mogadishu, Somalia. Overall, none of the variables included in the multivariable
logistic regression model remained independently associated with poor self-rated oral health after
adjustment for potential confounders (all adjusted p-values > 0.05).Participants who had visited a dentist
during the previous 12 months demonstrated lower odds of reporting poor self-rated oral health compared
with those who had not visited a dentist; however, this association was not statistically significant after
adjustment (AOR = 0.70, 95% CI: 0.40-1.23, p = 0.200).Tooth brushing frequency also did not show a
significant association with poor self-rated oral health. Estimates for the low brushing category could not
be reliably generated because of sparse observations and model instability, while moderate brushing
frequency was not associated with the outcome after adjustment (AOR = 1.23,95% CI: 0.76-2.00, p =
0.400).

Similarly, receiving oral-health information after cardiac diagnosis was not associated with poor self-rated
oral health (AOR = 1.19,95% CI: 0.68-2.12, p = 0.500). Participants who indicated willingness to follow
oral-health advice provided by cardiology nurses initially showed higher crude odds of poor self-rated oral
health; however, this relationship was attenuated after adjustment and did not remain statistically
significant (AOR = 1.87,95% CI: 0.67-5.66, p = 0.200).

Likewise, perceptions regarding the oral-health knowledge of cardiology nurses were not significantly
associated with self-rated oral health status after controlling for other variables (AOR = 1.26, 95% ClI:
0.54-2.93, p = 0.600).

Overall, the findings suggest that although oral-health behaviors and patient perceptions may influence
oral-health experiences, none of the examined factors independently predicted poor self-rated oral health
in the final adjusted model.

Figure 1 illustrates the prevalence of oral health problems among cardiology patients attending a hospital
in Mogadishu, Somalia. Overall, oral health complaints were common, with toothache emerging as the
most frequently reported condition, affecting 44.0% of participants. Dental decay was also highly
prevalent, reported by 40.3% of participants, indicating a considerable burden of untreated oral disease
within the study population.

Tooth loss represented another important oral health concern and was reported by more than one-quarter
of participants (27.3%), suggesting cumulative oral health challenges among patients with cardiovascular
conditions. In contrast, dry mouth was relatively uncommon, affecting only 5.3% of participants.

Collectively, these findings demonstrate that painful and potentially preventable oral conditions—
particularly toothache and dental decay—constituted the predominant oral health problems in this
population, highlighting the importance of integrating oral health assessment and preventive strategies
into routine cardiology care.

Discussion
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The present study among cardiology patients in Mogadishu highlights a substantial burden of untreated
oral disease, low use of dental services, and notable impacts on eating and daily life, despite relatively
frequent toothbrushing. These findings align with broader patterns in low- and middle-income countries
(LMICs) and in cardiovascular populations, where unmet oral healthcare needs and limited integration of
oral health into cardiac care remain persistent challenges [12,15]. Low dental attendance in this cohort is
consistent with evidence that cardiovascular patients in LMICs rarely attend for preventive dental care and
often seek treatment only when symptomatic[12,15]. Similar patterns of infrequent visits and problem-
oriented care have been reported in urban and slum populations across LMICs, where socioeconomic
constraints, limited service availability, and low perceived need are major barriers .[16,17]. The
predominance of public facilities as the main source of care reflects the limited private-sector affordability
seen in many African settings [16]. Although most participants reported brushing at least once daily, the
preference for sugar-free gum and mouthwash over fluoride-based products suggests that preventive
practices may not be optimally protective, echoing reviews from LMIC urban settings where brushing is
common but technique, frequency, and fluoride exposure are often inadequate[15,18]. The high prevalence
of toothache, dental decay, and tooth loss underscores a substantial cumulative disease burden,
comparable to that reported among cardiovascular patients and disadvantaged communities
elsewhere[12,15]. Global burden data show that dental caries and periodontal disease remain highly
prevalent, particularly in low-income regions, with Sub-Saharan Africa experiencing persistent inequities in
preventive care despite some regional gains[1,19]. Tooth loss in particular has been associated with worse
cardiovascular outcomes in secondary prevention populations, suggesting that the levels observed in this
study may have prognostic relevance for cardiology patients if not addressed[20].

The frequent impact of oral problems on eating behavior in this cohort is clinically important, given
evidence that chewing discomfort and difficulty eating are closely linked to poor self-rated oral and
general health in older adults[21,22]. Difficulty eating among cardiology patients may worsen nutritional
status and adherence to heart-healthy diets, potentially exacerbating cardiovascular risk. The observation
that most participants were not advised to avoid dental care, and that pain was not the dominant barrier,
suggests that structural, financial, and informational barriers may be more salient than fear or acute
symptoms, similar to findings where patients postpone care due to cost, access, and complex health
systems despite perceiving need [23,24].

These findings point to substantial missed opportunities for oral-health education and integration within
cardiology services. Evidence from hospital-based cardiovascular populations shows that structured oral-
health education programmes, delivered in wards or outpatient clinics, can significantly improve plaque
control, gingival health, and even reduce postoperative complications such as atrial fibrillation and
pneumonia[25]. The current gap in routine oral-health counselling in cardiology settings has been
documented in multiple regions, with poor awareness of oral-cardiac links among patients and limited
oral-health messaging in cardiovascular education[12,25]. Embedding simple, nurse-delivered or digitally
supported oral-health interventions into cardiology clinics in Somalia could therefore be a feasible strategy
to improve hygiene practices and support secondary cardiovascular prevention.
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The absence of statistically significant independent predictors of poor self-rated oral health in
multivariable analysis should be interpreted cautiously. Self-rated oral health is influenced by a wide range
of interrelated factors—including function, pain, aesthetics, psychosocial factors, and general health—
making single behavioral indicators such as brushing frequency or recent dental visit only partial
proxies[21,26]. Studies in Thailand, Canada, and Colombia have shown that predictors of self-rated oral
health include chewing discomfort, bleeding gums, persistent pain, smoking, and broader general health,
often requiring large samples to detect independent effects[26,27]. In the present study, limited sample
size, residual confounding by unmeasured variables (such as socioeconomic status or mental health),
reliance on self-report, and the modest variability in some exposures may have reduced statistical power
to detect associations. The direction of the adjusted odds ratio for dental visits suggests a possible
protective effect that may not have reached significance, similar to population-based work where regular
dental attendance predicts better perceived oral health [24,26]. From a public health perspective, these
findings add to the evidence that oral diseases are a neglected yet highly prevalent component of non-
communicable disease burden in Sub-Saharan Africa[16,18]. Somalia’s fragile health system and low oral-
health workforce density are likely to compound access barriers similar to those described across Africa,
where dentist-to-population ratios are extremely low and oral health receives only a small fraction of
health budgets[16,19]. Integrating basic oral-health screening, counselling, and referral pathways into
cardiology services could therefore be a pragmatic way to reach high-risk adults, aligning with global calls
to embed oral health within universal health coverage and non-communicable disease strategies [18,25].
This study has several strengths. It is among the first to characterize oral health status, service use, and
perceived oral health among cardiology patients in Somalia, a population often excluded from oral-health
surveillance. The use of a structured, comprehensive oral-health assessment provides a broad view of
symptoms, disease indicators, practices, and impacts, and digital data collection supports data quality
and completeness. However, limitations must be acknowledged. The cross-sectional design precludes
causal inference about relationships between oral-health behaviors, disease, and perceived health. Self-
reported data on behaviors, service use, and self-rated oral health are subject to recall and social
desirability biases, which may lead to over-reporting of favorable practices, as noted in other
cardiovascular and LMIC surveys[12,15]. The single-center, hospital-based sample may not represent all
cardiology patients in Somalia or the general population, and residual confounding in regression analyses
cannot be excluded.

cardiology patients at a major referral hospital in Mogadishu carry a high burden of untreated oral disease,
experience frequent impacts on eating and daily functioning, and rarely access dental care despite
reporting regular toothbrushing. These findings mirror global and regional evidence of persistent oral-
health inequalities, particularly in LMICs and among people with cardiovascular disease, and underscore
the need to move beyond a purely curative, clinic-based model of dental care towards integrated,
preventive approaches within cardiovascular services[12,18].Future research in Somalia should include
clinical examinations, longitudinal designs, and multicenter samples to clarify causal pathways between
oral and cardiovascular health and to evaluate context-appropriate oral-health interventions embedded
within cardiac care pathways.
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Recommendations

1. Include screening for oral health in regular cardiac care.
To facilitate the early detection and treatment of oral problems in cardiovascular patients, hospitals
should integrate basic oral-health screening and referral pathways into cardiology clinics.

2. Increase cardiology patients' oral health education
In order to promote preventative dental-care practices and raise knowledge of the connection
between oral health and cardiovascular health, structured education initiatives should be put into
place.

3. Strengthen cardiology nurses' involvement in promoting oral health
Cardiology nurses should be trained and assisted in identifying oral health issues, offering oral health
counseling, and facilitating dental treatment referrals.

4. Increased availability of reasonably priced and preventive dental care
Health authorities should lower obstacles that prevent people from seeking professional oral health
consultations and increase access to reasonably priced dental care.

5. Encourage frequent dental visits and preventive oral health activities
Preventive dental care, such as routine dental checkups and judicious use of evidence-based oral
hygiene products, should be the focus of public health campaigns.

6. Include dental health in hospital procedures and non-communicable disease (NCD) policies.
Oral health should be acknowledged by institutional and national policy as a crucial part of all-
encompassing cardiovascular care.

7. Carry out additional longitudinal and multicenter studies in Somalia
Future research should assess the long-term connections between oral health and cardiovascular
outcomes, incorporate clinical oral examinations, and involve bigger and more varied populations.

Conclusion

Important information about oral health among cardiology patients at Mogadishu Somalia—Turkiye Recep
Tayyip Erdogan Training and Research Hospital is provided by this study. Despite relatively frequent self-
reported oral hygiene practices, the results showed a significant burden of oral health issues, including
toothache, dental decay, and tooth loss, combined with poor use of professional dental services. In
individuals with cardiovascular diseases, oral health issues also had a significant functional impact on
everyday functioning, particularly eating habits.

The study also revealed potential to improve the role of cardiology services in patient education and oral
health promotion, as well as limited exposure to oral health information. The results indicate that oral
health among cardiology patients is influenced by a number of interrelated behavioral, educational, and
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healthcare-related characteristics, even though no independent factors remained substantially associated
with poor self-rated oral health in the adjusted analysis.

Enhancing patient outcomes and promoting more all-encompassing healthcare delivery in Somalia may be
achieved by incorporating oral health screening, education, and referral systems into standard
cardiovascular care.
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Figure 1. Prevalence of Oral Health Problems
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