
S YS T E M AT I C  R E V I E W Open Access

© The Author(s) 2025. Open Access  This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 
International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long as you 
give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if you modified the 
licensed material. You do not have permission under this licence to share adapted material derived from this article or parts of it. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or 
exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit ​h​t​t​p​​:​/​/​​c​r​e​a​​t​i​​
v​e​c​​o​m​m​​o​n​s​.​​o​r​​g​/​l​​i​c​e​​n​s​e​s​​/​b​​y​-​n​c​-​n​d​/​4​.​0​/.

Csikar et al. BMC Oral Health         (2025) 25:1574 
https://doi.org/10.1186/s12903-025-06943-x

BMC Oral Health

†Julia Csikar and Sakina Edwebi joint first authors.

*Correspondence:
Julia Csikar
denjic@leeds.ac.uk

Full list of author information is available at the end of the article

Abstract
Background  Poor oral health is common among older people living in long-term residential care environments, 
or care homes. For decades, various strategies have been proposed to enhance and sustain oral health within this 
setting. However, implementation of these strategies and interventions has been variable, with limited positive 
impacts on long term oral health outcomes.

Aim  The aim of this overview of reviews was to identify, appraise and synthesise systematic reviews of interventions 
or strategies provided by care home staff to support residents with their oral health.

Method  Protocol registration: PROSPERO (International Prospective Register of Systematic Reviews) registration 
ID: CRD42021293159. The search for systematic reviews was conducted in March 2025 in the following databases: 
Medline, Embase, CINAHL, PsycINFO and Epistemonikos. An analysis of overlapping primary studies within SRs was 
undertaken. Quality of reviews was assessed using AMSTAR2. Results were tabulated and a narrative synthesis was 
conducted.

Results  A total of 14 SRs were included. Most studies focused on training care staff to improve oral health knowledge 
and skills and just under half of included studies involved oral health care interventions testing protocols, such as 
regular mouth cleaning and structured regimens tailored to residents’ needs, some studies focused on resident 
care with dementia or cognitive impairments. Barriers to delivering oral health care were reported including time 
constraints, insufficient training, staff turnover, and resistance from residents. Suggestions to overcome such barriers 
were hands-on training to enhance staff confidence, tailored care plans for residents with impairments, managerial 
support for resource allocation, and fostering collaboration between care staff, family, and dental professionals.

Conclusion  Evidence suggests that interventions are available to improve the oral health and care for this 
population, particularly around training of staff. However, the detail of the intervention was poorly documented. 
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Background
Long term residential care, or care homes, provide 
accommodation, personal support and care for people 
with disabilities, children and older people aged 65 years 
and over. There were 441,479 people aged 65 years and 
over residing in a care homes in the UK between 2022 
and 23 [1]. Many older people living in care homes 
(often termed ‘residents’) have complex health needs, 
co-morbidities, cognitive impairments, and experience 
polypharmacy [2, 3], and have poorer oral health than 
the general public [4]. Poor oral health may contribute 
to the development of, and exacerbate existing health 
problems, such as cardiovascular disease, respiratory 
tract infections and malnourishment, which can result 
in early death [5]. Good oral health enhances confidence 
which in turn increases engagement with social activi-
ties, for example, talking and eating with others and to 
live a healthy life [6]. Many older adults are now retaining 
all, or some, of their natural teeth, and so need ongoing 
complex dental care to maintain their oral health [7]. A 
survey by Public Health England (PHE) revealed that care 
home managers considered access to oral health care and 
advice to be inadequate and unsatisfactory [8].

There are many factors which may contribute to the 
deterioration of an older person’s oral health, includ-
ing difficulty in performing daily oral hygiene practices 
(mouth care or oral health care), such as brushing their 
teeth and interdental cleaning (cleaning between the 
teeth), due to reduced manual dexterity [9] and cognitive 
decline, not remembering to perform everyday tasks [10]. 
Staff shortages mean that there is not always time avail-
able to provide oral care and/or support for each resident 
and this may be compounded by staff not having much (if 
any) oral health training [11].

It is essential to maintain quality of life for older peo-
ple living in care homes. Maintaining and improving 
oral health for older residents is key to this. For this rea-
son, adequate oral care, which includes activities under-
taken daily to maintain or improve the health of teeth, 
gums and soft tissues of the mouth (and denture care 
for some residents), are an important aspect of personal 
care. Understanding the interventions and/or strategies 
for staff which promote and support oral care, as well as 
approaches for implementation of these, are needed.

Bøtchiær et al. [12] conducted an umbrella review to 
assess if oral health interventions had an impact on over-
all health. They found that oral health interventions had 
an impact, and an association with, oral health, general 
health, and disease development. The present overview 

of reviews will identify and synthesise research evidence 
from systematic reviews (SRs) to detail the interventions 
or strategies that maintain the oral health of care home 
residents, and any barriers or facilitators to implement-
ing these interventions or strategies.

Aims
The aim of this overview of reviews was to identify, 
appraise and synthesise systematic reviews of interven-
tions or strategies provided by care home staff to support 
residents with their oral health.

Methods
This overview of reviews is reported according to the 
PRIOR guideline (Preferred Reporting Items for Over-
views of Reviews) [13].

Protocol and registration
The protocol was registered with PROSPERO (Interna-
tional Prospective Register of Systematic Reviews) regis-
tration ID: CRD42021293159 [14].

Eligibility criteria
Inclusion and exclusion criteria were developed and 
piloted with reviewers. The inclusion criteria are detailed 
in Table 1.

Information sources and search
On 30th November 2021 and 10th March 2025 searches 
were conducted in CINAHL (EBSCOhost), Embase Clas-
sic + Embase (Ovid) 1947 to 2025 March 07, Epistemoni-
kos ​h​t​t​p​​s​:​/​​/​w​w​w​​.​e​​p​i​s​​t​e​m​​o​n​i​k​​o​s​​.​o​r​g​/, Ovid MEDLINE(R) 
ALL 1946 to 2025 March 07, and APA PsycInfo (Ovid) 
1806 to October Week 1 2025.

The search was developed as we were interested in the 
daily oral care routines and not oral health conditions 
which may require professional treatment. The popula-
tion was older adults living a care home (with or without 
nursing). Any intervention, or combination of interven-
tions, which have been tested to maintain or improve 
mouth care or oral health that may be implementable by 
care home staff for people living in long term care envi-
ronments or any strategies which influence staff behav-
iours when providing care to maintain or improve mouth 
care and oral health for people living in long term care 
environments. The context of interest was care home set-
tings or other similar settings (for example, stroke care, 
hospice care, respite care, intermediate care settings ). 
The search strategy was developed by topic experts and 

High-quality research is needed to determine which interventions benefit oral care for older people living in care 
homes. 
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an information specialist. It included an adaptation of the 
Lunny et al.  sensitivity-maximising overviews filter [15]. 
Limits for publication date were not used (Supplemen-
tary file 1). The searches were peer-reviewed by a second 
information specialist.

Study selection
The search results were managed in EndNote 20. Two 
researchers independently screened titles and abstracts 
in Rayyan software [16] and selected reviews which 
met the inclusion criteria (Table  1). Any disagreements 
regarding inclusion of a review were resolved by con-
sensus or a third researcher arbitrated. Full papers were 
screened in the same way. Backward and forward citation 
chasing was undertaken to ensure all possible SRs were 
captured.

Data extraction
A data extraction form was developed and piloted, incor-
porating; Author (year), SR aim, how many Primary 
Studies from SRs were eligible for inclusion in our review, 
setting and details of the intervention or strategy. SRs 
which met the eligibility criteria were included and data 
were extracted from these SRs. SRs that included strate-
gies implemented exclusively by external health care pro-
fessionals, i.e. dentists, dental hygienists, or where it was 
unclear who delivered or implemented the intervention, 
were excluded (Table 1). In cases where it was difficult to 
evaluate if a systematic review met the inclusion criteria, 
two researchers examined the full text, if data were miss-
ing, that study was excluded.

Quality assessment of included reviews
The identified SRs were assessed by two researchers to 
assess their quality bias using the Assessment of Multiple 
Systematic Reviews 2 tool (AMSTAR2) [17]. Each review 
was allocated into a category of quality: high, (one or less 
non-critical weakness); moderate (more than one non-
critical weakness); low (one critical flaw with or without 
non-critical weakness); critically low (more than one crit-
ical flaw with or without critical weakness). Reviews were 
not excluded on the basis of quality; the score helped 
with interpretation and confidence in the findings pre-
sented within each review [17].

Synthesis
Following extraction of the information (Table  2), the 
data was synthesised narratively [18]. Four researchers 
were involved in this process, bringing together expertise 
in oral health, care homes, and behaviour change. Meta-
analysis was not conducted due to the heterogeneity of 
the data and interventions identified.

Identifying and managing overlapping data
An analysis of overlapping studies was undertaken within 
this overview of reviews. This process helps to identify, 
and quantify, if duplicate data (primary studies) across 
systematic reviews is causing a bias by counting the same 
primary studies multiple times. The calculations assess 
if the data reported within this overview of reviews over 
inflated, either the activities, or effects under investiga-
tion. This assessment was undertaken by two researchers 
using a decision tool and a threshold of 5% or over, was 
used to decide if a study was deemed to overlap to a sig-
nificant degree, if so the study would be removed from 
the analysis [19]. The Corrected Covered Area (CCA) 
calculation was used to assess the degree of overlap.

CCA = Nr−Ns
Np×(N8−1)

Where:
Nr = total number of references across all SRs 
N8 = number of SRs 
Np = number of unique primary studies 

Results
Study selection
The searches identified 552 records, once duplicates were 
removed, there were 383 records screened at the title and 
abstract level. A total of 45 SRs were identified for full-
text review and 14 SRs were eligible for inclusion within 
this overview of reviews (Fig. 1).

Overlapping
All 14 SRs underwent an analysis of whether overlap-
ping data from the primary studies was causing an over 
inflation of the findings within this overview of reviews. 

Table 1  Eligibility criteria: inclusion and exclusion criteria
Inclusion Exclusion
Any English language systematic review 
(mixed study types and meta-analyses of 
original randomised controlled trials).

Non-English language 
systematic reviews

People living in a care home (with or without 
nursing) with long-term care needs.

People living in their 
own home receiving 
long-term support or 
care from health or 
social care staff.

Staff (with or without professional registration) 
employed by a care home.

People with acute care 
needs in a health care 
setting.

Staff (with or without a professional registra-
tion) providing care for people with long term 
care needs (comparable to the care home 
population) but cared for in residential health 
or social care setting (not care homes).

Interventions deliv-
ered solely by a dental 
professional to care 
home residents.

Systematic reviews were included if dental 
professionals (dentists, dental hygienists, 
trained dental nurses) trained care home staff 
to improve their oral care knowledge and skills.

Any intervention or 
strategy where it is not 
possible to extract de-
tail on the oral health 
component due to 
insufficient reporting.
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Author 
(year)

Review aim Number (N) of 
Primary Studies (PSs) 
eligible for inclusion 
in our review: N/PS

Setting Intervention/strategy

Albrecht 
2016 [23]

To assess the effects of oral health 
educational interventions for nurs-
ing home staff or residents, or both, 
to maintain or improve the oral 
health of nursing home residents.

N=7/9 PS Long term 
care , nurs-
ing home.

1.Educational interventions with information and practical 
components versus usual care.
2. educational interventions with information only versus 
usual care

Campbell 
et al
2020 [22]

To compare the effectiveness of 
oral health care (OHC) interventions 
with usual care or other treatment 
options for ensuring oral health in 
people after a stroke.

N=2/15 PS Nursing 
home.

Face-to-face multicomponent OHC training of carer staff in 
the workplace using a training booklet, teaching aids and 
models to explore oral health, role of plaque in oral disease, 
demonstration of brushing techniques for dentures and 
natural teeth, to administer tooth/gum brushing plus 0.12% 
chlorhexidine oral rinse.

Coker, 
2014 [27]

To examine the effect of interven-
tion programmes designed to 
enhance the ability of nurses or 
those to whom they delegate care 
to improve oral hygiene outcomes 
in frail older adults.

N=6/12 PS Long term 
care

1. Single in-service education sessions; including oral hy-
giene demonstration, tooth brushing and denture cleaning 
techniques, practical involvement, oral health assessment, 
and care plans
2. Single in-service education sessions supplemented by a 
“train the-trainer” approach.

de Lugt- 
Lusting, 
2014 [26]

To systematically review the litera-
ture on the effect of providing oral 
health care education to care home 
nurses on their oral health care 
knowledge and attitude and their 
oral hygiene care skills

N=6/6 PS Care home Oral health care education (theoretical and practical) with 
demonstration of cleaning teeth and dentures.
1-hour education programme presented by a well-educated 
health promotor, discussing the nurses’ feelings about oral 
health, coverage of the role of oral biofilm in oral disease and 
the beneficial effect demonstrations of cleansing techniques 
for teeth and dentures on the ability of performing oral 
hygiene care.

Hoben 
2017 [30]

To identify and synthesize evidence 
on the effectiveness of interven-
tions in nursing homes which 
provide care providers with such 
strategies.

N=6/7 PS Nursing 
home

1.Strategies to manage responsive behaviors related to oral 
care.
2. Strategies to enable and motivate nursing home residents 
to perform their own oral care.

Low, 
2015 [25]

To identify interventions or inter-
vention components to change 
staff care practices in order to 
improve resident outcomes

N=3/63 PS Care home An oral health educational intervention and daily oral health 
care and supervised implementation project,
One provided training, the other two provided a more com-
plex multifactorial.

Man-
chery 
2020[29]

Assess the effectiveness of oral 
health education programmes for 
carers on the oral hygiene of elderly 
with dementia.

N=4/4 PS Nursing 
home, care 
home, and 
institu-
tionalised 
elderly care

Multicomponent oral health care interventions delivering 
practical and theoretical oral health education for carers 
including motivational training, use of oral hygiene aids 
including the use of ultrasonic baths for denture cleaning.

Richards 
2018 [3]

To determine the effects of nursing 
interventions for people’s nutrition, 
elimination, mobility and hygiene 
needs.

N=11/149 PS Nursing 
home

Tested comprehensive oral care protocols to reduce pneu-
monia and lower respiratory tract or oral health infections 
which included the use of chlorhexidine rinses.

Siegel 
2017 [31]

Review the application and ef-
fectiveness of different interven-
tions on the oral health of older 
people with dementia or cognitive 
impairment.

N=10/18 PS Nursing 
home, 
long-term 
care facility

Four interventions identified: 1. Oral Hygiene Strategies: 
Use of manual/electric toothbrushes, interdental brushes, 
denture cleaning aids like tablets or ultrasonic baths, and 
brushing reminders. 2. Behavioural Strategies: Reducing 
care-resistant behaviours with person-centered techniques 
(gesturing, rapport-building, cueing), supplemented by 
seminars and peer training. 3. Staff Training: Equipping 
caregivers with oral health care knowledge and implement-
ing care protocols. 4. Comprehensive Protocols: Initial oral 
health assessments and individualised oral care plans for 
new residents.

Table 2   Review characteristics
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Supplementary file 2 shows there were 47 primary stud-
ies which were included 93 times across the 14 SRs. The 
calculation showed there was a ‘slight’ level of overlap-
ping detected (estimated at 0.075), this was below the 5% 
threshold and so all primary studies were included.

Study characteristics
Fourteen SRs (two of which were Cochrane SRs) were 
retained to progress to the data analysis phase (Table 2). 
The SRs were conducted between 2013 and 2025 . The 
publication dates of the included primary studies ranged 
from 1989 [20] to 2020 [21]. Frenkel 2001 was the most 
frequently cited primary study (cited in 7 SRs) [22–28]. 
Countries of origin of the primary studies included the 
Australia, Belgium (Flanders), Brazil, Canada, France, 
Germany, Japan, Netherlands, Norway, Sweden, UK and 
USA.

Study participants and settings
Within the included SRs, all primary studies focused on 
‘care home staff’, using the following nomenclature: care 
home staff, nursing staff, nursing aids and nursing assis-
tants. All primary studies were based in residential care 
settings, using the following terminology: care homes, 
nursing homes, residential aged care facilities and institu-
tions for elderly. Three SRs specifically focussed on oral 
health interventions for residents with dementia [25, 29, 
30] and behaviours related to these residents receiving 
care.

Training
Nine SRs [22, 23, 25, 27–32] reported on face-to-face 
training for care staff so they could recognise oral health 
issues (e.g., plaque, gum disease, infections) and perform-
ing mouth care such as tooth brushing, plaque removal, 
denture cleaning. Training used props, such as manual 

Author 
(year)

Review aim Number (N) of 
Primary Studies (PSs) 
eligible for inclusion 
in our review: N/PS

Setting Intervention/strategy

Sjogren, 
2016 [33]

To compare the effect of intensi-
fied oral care interventions given 
by dental or nursing personnel on 
mortality in Healthcare-Associated 
Pneumonia (HAP) with usual oral 
care in elderly adults in hospitals or 
nursing homes.

N=2/5 PS Care home 
and hospi-
tal setting

Oral care versus usual oral care.
Oral care was given 3 times a day (after meal by nursing 
personnel)
Oral care 2 times a day from nursing personnel.

van der 
Maare-
Wierink, 
2013 [34]

To systematically review the litera-
ture on oral health care interven-
tions in frail older people and the 
effect on the incidence of aspiration 
pneumonia

N=1/5 PS Care home 1. Assistant with oral health care after each meal
2. Specific individual daily oral health care using oral hygiene 
aids.

Wang, 
2015 [24]

To evaluate the effects of oral health 
education for caregivers on the oral 
health status of the elderly

N=5/5 PS Care home Educational programme given to caregivers on oral health, 
oral hygiene, dental diseases, common risk factors, and oral 
hygiene instruction. Four of the five educational programmes 
included demonstrations of proper oral care and an interac-
tive instructional period using models and manikins.

Weening-
Verbree, 
2013 [28]

Review implementation strategies 
used to promote or improve oral 
health care for older people in 
long term care facilities from the 
perspective of behaviour change, to 
code strategy content at the level of 
determinants, and to explore their 
effectiveness.

N=16/20 PS Nursing 
home

Studies targeted oral health improvement (dental plaque/ 
denture plaque/Gingivitis/Candidoses) and knowledge and 
beliefs of health care personnel. All studies focused on one-
off training and discussion sessions to increase knowledge 
of oral health delivery for staff. Practical skills and facilita-
tion of behaviour (provision of electric toothbrushes) were 
used in conjunction with knowledge sessions to increase 
self-efficacy.

Ween-
ing-Ver-
bree et 
al (2025) 
[32]

Gain insights into implementa-
tion strategies used to promote or 
improve oral health care for older 
people in long-term care facilities 
and to explore their effectiveness, 
uncover strategy content in be-
havioral change techniques, report 
differences in strategies used and 
effectiveness between the results of 
the two reviews.

N=14/16 PS Nursing 
home

Studies used educational sessions such as lectures and dis-
cussions to impart knowledge on how to care for oral health 
and its importance. Hands-on training included practical 
demonstrations to improve skills. Utilised Oral Health Cham-
pions to support and encourage staff providing oral care. 
Created personalised oral care plans and integrated into their 
daily care routines. Provided continuous professional support 
and feedback on clinical outcomes. Suppled oral care materi-
als such as toothbrushes and toothpaste.

Table 2  (continued) 
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and electric toothbrushes, interdental brushes, dental 
floss, tongue scrapers, prosthesis brushes and ultrasonic 
baths [28, 29]. Two SRs reported on a ‘train the trainer’ 
concept ​ [24, 29].​

Only one SR used goal-setting theory, audit and feed-
back theory, and concepts from complex adaptive sys-
tems to inform the design of feedback strategies in 
nursing homes [33]. Manchery et al. [29] did discuss the 
utility of underpinning theoretical models such as the 
Theory of Planned Behavior and Health Belief Model as 
relevant frameworks for understanding and influenc-
ing caregiver behaviour, however, these were not directly 
applied in the interventions.

Protocols
Interventions where protocols, guidelines or manuals 
were implemented to deliver mouth care were identi-
fied in seven SRs [3, 22, 24, 26, 28, 32, 34], one SR iden-
tified oral care regimens tailored for stroke survivors in 

particular [22]. Two SRs [34, 35] focussed on the reduc-
tion of the risk of pneumonia by preventative oral health 
care including the importance of routinely maintaining 
and cleaning dentures, as well as systematically moni-
toring residents’ oral health to detect and resolve issues 
promptly. Only one SR looked at the promotion of twice-
daily oral care to establish consistency of oral care across 
settings [3].

Outcomes reported
Two SRs documented activities which resulted in reduc-
tions in plaque levels in residents, with [29] and without 
[24] cognitive impairment such as dementia. Sjögren et al. 
[35] reported that oral hygiene regimes can have a preven-
tive effect on pneumonia and respiratory tract infections. 
SRs also documented [22, 23] that interventions could 
enhance residents’ quality of life, enabling better nutrition, 
communication, and overall comfort. These studies found 
that interventions were most effective when incorporating 

Fig. 1  PRIOR flow diagram for overview of reviews
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elements of staff education with multidisciplinary col-
laboration and tailored strategies. Only two SRs outlined 
intervention follow-up periods [22, 23] within the stud-
ies they found. Albrecht et al.  outlined studies identified 
had a follow-up period reported of 3 months to 5 years. 
Campbell et al. did not specify follow-up timeframes, but 
did say that durations varied between studies and were 
not consistently detailed in all studies [22].

Barriers to care staff providing oral health care to residents
Barriers to providing oral health care to residents by care 
staff included: staff time constraints and staff turnover 
[27, 28, 32], insufficient training [22, 30], staff burnout 
and lack of resources [3], staff attitudes, a lack of staff 
engagement [30], inadequate facilities [31], inconsistent 
care routines [23], resistance from residents [29, 31], cog-
nitive impairments leading to resistance of care [24, 35] 
and oral health care resources not appropriate for resi-
dents [25].

Facilitators for care staff providing oral health care
Hands on training of care staff to increase their confi-
dence and competence were reported to increase the 
likelihood that oral health care interventions by care 
staff were both delivered, and accepted [22, 31]. Tailor-
ing care plans to address the needs of residents, espe-
cially those with cognitive or physical impairments, also 
helped enable staff to provide oral health support [3, 
23]. Establishing and implementing routine mouth care 
plans was also noted as a facilitator to oral health care 
being undertaken by care staff [24, 30]. Involvement of 
residents in their oral health care was shown to reduced 
anxiety, which improved cooperation and increased resi-
dents’ engagement with their mouth care. So did adapt-
ing mouth care techniques to suit resident’s physical and 
cognitive needs [25, 35]. Managerial support being evi-
dent , such as ensuring adequate resources were available 
for care staff (training and oral health care resources), 
supervision of staff, prioritising oral care within care staff 
time allocation, and fostering a culture of care, were all 
also facilitatory [3, 22, 23, 31]. Collaboration between 
care staff, family members, and dental professionals [27, 
29] were showed to increase oral health care delivery by 
care staff. Undertaking oral health care in a calm environ-
ment increased the residents’ willingness to participate in 
and accept care, was also shown to enhance the effective-
ness of interventions [28, 32, 34].

Effectiveness of oral health interventions
Only 2 SRs focussed solely on oral health improvement, 
all of their primary studies met our inclusion criteria [24, 
29]. Wang et al.  included five primary studies focussing 
on educational intervention for care staff of elderly resi-
dents. Manchery et al. [29] included six primary studies, 

again, focussing on educational intervention for care 
staff but for residents with dementia. Both SRs exam-
ined the effectiveness of educational interventions for 
care staff to improve the oral health of residents. They 
reported on educational interventions to enhance care 
staff knowledge and oral care practices, topics such as 
dental diseases, common oral health risk factors, and 
the importance of maintaining good oral hygiene were 
included. Both reviews also incorporated practical train-
ing for care staff. Wang et al. [24]  detailed hands-on 
instruction which covered oral hygiene techniques such 
as tooth brushing, denture care, and the appropriate 
use of oral care products. Similarly, Manchery et al. [29] 
included live demonstrations that allowed care staff to 
observe and practice oral care techniques (tooth brush-
ing and denture cleaning). Both SRs reported positive 
oral health outcomes of residents: Wang et al. [24] an 
increase in resident’s normal oral mucosa, an increase in 
residents with no visible plaque, and a reduction in den-
ture stomatitis; Manchery et al. [29] found reductions in 
plaque levels and gingival inflammation among dementia 
patients, along with improvements in carers’ knowledge 
and attitudes toward oral care.

Wang et al. [24] included the implementation of oral 
care protocols to standardise oral hygiene practices for 
care staff. Whereas Manchery et al. [29] incorporated 
behavioural management strategies to help care staff 
overcome resistance to oral care, which is often observed 
in residents who have dementia. Manchery et al. [29] also 
included studies that provided follow-up sessions with 
dental professionals to reinforce training.

Assessment of the methodological quality of the 
systematic reviews
The quality assessment using the AMSTAR2 tool [17] 
identified that most SRs were rated ‘critically low’ in qual-
ity (n = 11) [24–32, 34, 35], one non-Cochrane SR was of 
moderate quality [3] and one Cochrane SR [23] was rated 
as high quality (Table 3). The critical domain and minor 
weakness items identified using the AMSTAR 2 tool [17] 
can be found in Supplementary file 3.

Critical appraisal of the primary studies
Each SR used a different assessment tool to critically 
appraise the primary studies they reviewed. The qual-
ity reported for each primary study ranged from low 
through moderate to high as presented in Supplementary 
file 4.

Discussion
This overview of SRs identified interventions and strat-
egies, alongside approaches to implementation by care 
home staff to maintain oral health, in 14 SRs, including 
two Cochrane SRs, conducted between 2013 and 2025 .
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The majority of studies reported that training and 
education were key to ensure that care staff had the 
knowledge and skills to provide oral health care to their 
residents. Training was seen as an essential component 
of staff being able to provide oral health care to residents. 
However, training was challenging to deliver when staff 
turnover was high [30]. Coupled with the complexity and 
intensity of their workloads, oral care is often not priori-
tised by staff [36].

Training care staff to deliver oral care for residents with 
cognitive impairments, such as dementia, were shown to 
improve the resident’s engagement with oral health care 
and improved their overall oral health status [29, 30]. 
Tailoring care strategies to address residents’ physical 
and cognitive needs were shown to reduce resistance to 
oral care [30], this was echoed in approaches to support-
ing general health outcomes for older people [37]. When 
training care staff to support residents with dementia 
with personal care (including oral health care), it has 
been suggested that face to face training in particular can 
increase the capability of care staff [38].

Well-designed training has the potential to improve 
staff knowledge and attitudes towards oral health care. 
Richards [3] and Manchery [29] both highlighted that 
assessing the impact of interventions and strategies 
on residents’ oral health was difficult, as studies were 
poorly designed and described. Small sample sizes lim-
ited the generalisability of findings [22, 30] and a lack 
of long-term follow-up, made it challenging to identify 
if the impact could be extended beyond the short-term 

[3, 31]. Variations between care home settings and the 
training models delivered, also made identifying effective 
interventions challenging [23, 27]. Albrecht et al.  found 
studies were conducted in diverse nursing home envi-
ronments across different countries, with varying lev-
els of staffing, resident needs, and baseline oral health 
practices. This study also found that interventions var-
ied from brief educational sessions to multi-component 
programmes with practical training and follow-up. The 
duration, intensity, and content of training varied widely, 
making it difficult to compare outcomes across stud-
ies. Coker et al. [24] found that organisational culture, 
staffing levels, and leadership support differed across 
long-term care facilities, affecting implementation and 
therefore success of the intervention. Again, the varia-
tion in care homes settings regarding whether there was 
dedicated oral care policies or a lack of formal oral care 
protocols affected success of the intervention. Across 
both studies the heterogeneity in intervention design and 
delivery of the intervention made isolating components 
that were responsible for improvements in oral hygiene 
challenging [23, 27].

There was limited use of theoretical models within the 
SRs included, this represents a missed opportunity. Theo-
retical models provide a structured basis for identifying 
target behaviours to change. Well-designed and robust 
evaluations of interventions could support a deeper 
understanding of what works and the mechanisms driv-
ing outcomes. Future research should address this gap by 
incorporating established frameworks into any interven-
tion design.

Of the 2 SRs [24, 29] that considered the effectiveness 
of oral health interventions on residents, both outlined 
methodological considerations that may affect our con-
fidence in the findings. Both SRs detailed that the meth-
odological quality of included studies varied. There was 
a lack of, or insufficient detail on randomisation, blind-
ing and a lack of control groups in some primary stud-
ies. Some included studies had small sample sizes, were 
heterogenous, and there were variations in the type of 
intervention design, duration, and outcome measures. 
In some studies, the duration of follow-up was short, 
making it difficult to assess the long-term effect of the 
intervention.

This synthesis demonstrates that educational pro-
grammes (training), tailored care strategies, and mul-
tidisciplinary collaboration can improve oral health 
activity and improve residents’ quality of life. However, 
challenges must be addressed to ensure the design and 
sustainability of these interventions. Future research 
should prioritise the integration of theoretical frame-
works and explore innovative solutions to overcome 
systemic barriers in long-term care settings. This over-
view of SRs provides valuable insights for policymakers, 

Table 3  Quality assessment of the included reviews using 
AMSTAR 2 tool
Systematic reviews AMSTAR2*

(Maxi-
mum = 7)

AM-
STAR2**
(Maxi-
mum = 9)

AMSTAR2 
Quality

Albrecht, 2016 [23] 0 0 High
Campbell, 2020 [22] 0 0 High
Coker, 2014 [27] 2 3 Critically low
de lugt- Lusting, 2014 [26] 3 3 Critically low
Hoben, 2017 [33] 3 1 Critically low
Low, 2015 [25] 3 3 Critically low
Manchery, 2020 [29] 2 3 Critically 

Low
Richards, 2018 [3] 0 2 Moderate
Siegel, 2017 [31] 4 2 Critically low
Sjogren, 2016 [35] 4 3 Critically low
van der Maarel-Wierink, 2013 
[34]

3 5 Critically low

Wang, 2015 [24] 3 1 Critically low
Weening-Verbree, 2025 [32] 4 3 Critically low
Weening-Verbree, 2013 [28] 2 1 Critically low
number of critical weaknesses*

number of minor weaknesses**
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care home administrators, and practitioners seeking to 
enhance oral health care delivery in aging populations.

Limitations and strengths
While this overview of SRs employed broad inclusion 
criteria, restricting the analysis to SRs and meta-analyses 
written in English may have excluded relevant studies 
from non-English-speaking countries, potentially limit-
ing international perspectives and considering cultural 
factors around oral health. However, the overview of 
reviews did include SRs with primary studies from vari-
ous countries, including the UK, Germany, Brazil, Japan, 
and others, providing some international insight. None-
theless, they are predominantly Western settings, which 
could affect the generalisability of the findings to wider 
global contexts.

A rigorous approach to identifying overlapping studies 
was taken using a decision tool and a 5% overlap thresh-
old set. This could have inadvertently led to the exclusion 
of valuable data which could reduce the comprehensive-
ness of the analysis. However, the analysis of overlapping 
studies had a low redundancy level (0.075), suggesting 
that this overview of SRs captured a wide array of evi-
dence while avoiding over-reliance on a few primary 
studies and did not reject any studies due to overlapping. 
This strengthens the reliability and generalizability of the 
findings. The search strategy relied on well-established 
databases like Epistemonikos, MEDLINE, and CINAHL, 
which may have overlooked relevant SRs indexed in alter-
native or emerging databases. We did not search for grey 
literature, so it is possible that SRs may have been missed.

Despite independent screening and consensus resolu-
tion for disagreements, the subjective nature of deter-
mining eligibility for some studies, particularly regarding 
unclear delivery methods, may have introduced selection 
bias. Furthermore, by focusing on primary studies within 
SRs that met specific eligibility criteria, the overview of 
reviews may have missed broader interventions or con-
text-specific impacts.

Heterogeneity among studies was the reason a meta-
analysis was not undertaken within this overview of 
reviews. A narrative synthesis allows for an exploration 
of the data, but can limit the ability to quantify interven-
tion effects. Overall, while there is evidence to support 
the effectiveness of oral health education programmes by 
care staff, caution should be applied when applying the 
results. Identifying and measuring interventions that are 
effective is a key step to understanding how to improve 
and maintain the oral health of older people residing in 
care homes.

Future research with more rigorous study designs, 
standardized outcome measures, and larger sample sizes 
is necessary to provide more definitive evidence on the 

effectiveness of these interventions. The studies should 
supply detailed descriptions of multi-component pro-
grammes to provide stronger evidence for improving oral 
health for residents in care homes.

Conclusion
This overview of reviews highlighted that training care 
staff and implementing protocol-based interventions 
are essential to support effective oral care in older adult 
care home settings. Barriers such as time constraints, 
insufficient training, and staff turnover were reported 
frequently. Future research should address gaps in the 
knowledge around what is considered ‘effective’ when 
developing training and care plans for residents.
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