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ABSTRACT

Background: Patient groups and policymakers are calling for the implementation of relationship- centred, co- ordinated care for 

vulnerable older people. Relationship- centred care highlights the significance of strong, quality relationships among residents, 

their families and the broader healthcare team. The present work performed a qualitative evidence synthesis to explore issues 

relating to the provision of relationship- centred dental care for older people living in care homes, as perceived by care home staff, 

dental professionals, family and residents. This builds on the existing evidence base and outlines areas for improvement of dental 

care provision within residential care homes.

Methods: A ‘best fit’ framework synthesis of primary research was used to understand how and why current dental care might 

or might not be relationship- centred. A palliative healthcare- focused conceptual framework for relationship- centred care was 

used as the basis for the synthesis. The review focuses on qualitative primary research studies exploring dental care for care- 

home residents.

Results: Of 235 unique citations, fifteen qualitative primary research papers were included. The synthesis identified supporting 

evidence for all five of the broad a priori themes from the relationship- centred care coding framework: Relationship- centred care, 

Integration within the wider health and social care systems, Digital inclusion, Workforce support and Parity of esteem. Relationships 

between themes were articulated.

Conclusions: This ‘best- fit’ framework synthesis found that care home staff identified numerous barriers to providing 

relationship- centred dental care for older residents. Dentists, families and residents were underrepresented, highlighting the 

need for further research into their perspectives. By acknowledging the complexity of dental care and addressing issues such as 

integration, workforce support, digital services and parity of esteem, the synthesis suggests that applying organisational change 

research may help improve oral health outcomes in care homes.

1   |   Introduction

Public expectation of tooth retention is rapidly changing, and it is 

now a realistic prospect for many people to retain most of their 

natural teeth for life [1]. However, within care homes, access to 

preventative and operative dental treatment is inconsistent [2, 3], 

there is a considerable burden of oral conditions [4–6] and oral 

symptoms impacting on quality of life [5, 7]. Care homes are long- 

term facilities usually with 24- h support and/or onsite nursing 

[8]. Life expectancy for care home residents ranges from 7 years 
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in the 65–69 years age group to 2.5 years in the 90 years and over 

age groups [9]. This is significantly lower than non- care home res-

idents in the same age groups. For example, community- living fe-

males aged 65–69 years live 16.3 years longer on average than the 

same age group living in care homes [9]. Furthermore, people liv-

ing in care homes tend to have more complex health concerns such 

as cognitive impairment, multi- morbidity and polypharmacy [8].

Care homes vary in their commitment to oral health, and often 

other services, such as hairdressers, visit regularly but dental ad-

vice or appointments can be hard to organise [10]. Domiciliary 

visits can be helpful, but there are limitations to the treatment 

that can be provided. In the UK care home residents have high 

levels of unmet dental need and there is limited provision for 

preventative or regular oral care, as well as a lack of clinicians 

experienced in this area [11]. Changes to the NHS dental con-

tract in 2006 further limited access to dental treatment in care 

homes by reducing the number of domiciliary care contracts 

available [11]. In Australia, there is limited public provision for 

oral care for aged care residents, with most relying on private 

practice or mobile services. Although this may change in future 

as there is widespread support for extending Medicare to include 

dental services within care homes and other vulnerable popu-

lations [12]. Similarly, in the USA, oral care for care home resi-

dents has limited coverage under Medicare, and funding varies 

between states, with reliance on expensive private services [13].

Nearly 35 years ago, Vigild [14] questioned whether ‘ideal’ den-

tal treatment is appropriate, if indeed possible, for patients in 

care homes. Although 72% of residents had untreated decay and 

42% had retained roots, only 26% expressed a desire for operative 

treatment. More recently, Kelleher and Lewis [15] discuss the 

concept of ‘satisficing’ rather than ‘maximising’ when it comes 

to dental treatment planning, appreciating that there are lim-

itations for all patients when deciding which, if any, treatment 

approach is appropriate. Therefore, the key oral health aims for 

care home residents are prevention of disease and reduction of 

pain and morbidity [16]. Family members of older patients in 

care homes will also have their own opinions of what dental 

treatment they deem to be appropriate, influenced by a variety 

of psychosocial and other factors [11, 17]. Resource allocation is 

complex and increased transparency regarding which universal 

dental care can be provided is needed [18].

Functionally dependent older adults are likely to have multiple 

medical co- morbidities, potential difficulties accessing dental 

services and to rely on caregivers to maintain oral hygiene. For 

this group of patients, limited care addressing dental pain and 

infections may be most suitable  [19]. Regardless of approach, 

preventive measures such as individualised oral care plans, top-

ical fluoride and management of xerostomia are important to 

optimise oral health [20].

In response to such findings, or due to the increasing num-

bers of evidence- based guidelines, a number of interventions 

aimed at improving daily oral care have been developed [21–23]. 

However, maintaining a consistent positive effect on oral health 

is challenging [24] and care provided is often fragmented, re-

active and episodic [25]. This can be attributed to the difficulty 

of embedding guidelines within practice [26, 27], especially 

in a care home which is a complex environment with multiple 

human and organisational impacts affecting provision of oral 

health care [28]. Studies and reviews looking at general health 

care provision in care homes [8, 29–31] highlight the complex-

ity of these interventions and emphasise the need to support re-

lationships and communication between health care staff and 

care home staff, residents and their families, to achieve desired 

health- related outcomes.

Relationship- centred care emphasises the importance of the 

quality of the relationships between residents, their families and 

the wider health care team [32]. It builds on the importance of 

the older person's lived experience of frailty and chronic illness 

[33], with the clinical encounter occurring against a complex 

backdrop of personal sense- making and information seeking 

[34, 35]. Relationship- centred care highlights that care extends 

beyond the clinic and this work is typically distributed across a 

network of family, friends and carers [33]. Studies and reviews 

looking at general health care provision in care homes [8, 29, 30] 

highlight the complexity of these interactions and emphasise 

the need to support relationships and communication between 

health care staff and care home staff, residents and their fami-

lies to achieve desired health- related outcomes.

Conceptualising dental care as including both daily oral care 

within care homes and the provision of dental services, this re-

search sought to bring together evidence from individual studies 

involving discrete stakeholder groups to understand more about 

relationship- centred dental care for older people living in care 

homes. This review aims to contribute to the existing evidence 

base and suggest recommendations for improvement of dental 

care within residential care homes.

2   |   Materials and Methods

2.1   |   Objectives

The objective of this qualitative evidence synthesis was to ex-

plore issues relating to the provision of relationship- centred den-

tal care for older people living in care homes, as perceived by 

care home staff, the dental team, family and residents. Barriers 

and facilitators are then discussed with the aim to suggest rec-

ommendations for improvement of dental care within residen-

tial care homes. Person- centred care recognises the importance 

of the older person's lived experience of frailty and chronic 

illness [33], with the clinical encounter occurring against a 

complex backdrop of personal sense- making and information 

seeking [34, 35]. Relationship- centred care builds on this defi-

nition further to focus on the interactions between residents, 

families and practitioners and the contexts in which these occur 

[36]. Whereas person- centred care has an individualistic focus, 

relationship- centred care encompasses the complex personal 

collaborations which contribute to the overall experience and 

support network of care home residents [32].

2.2   |   Method: Framework Synthesis

The protocol of this qualitative systematic review was registered 

in the International Prospective Register of Systematic Reviews 

(PROSPERO) database CRD42024550637 [37].
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‘Best fit’ framework synthesis was the chosen method because 

it is recognised as an established and appropriate approach 

for synthesising qualitative evidence relating to stakehold-

ers' experiences around accessing health care or services 

[38–40]. The method involves making use of a relevant, ex-

isting framework of themes (the so- called a priori framework) 

to organise, explore and test primary research evidence on a 

particular question. In this review, a relationship- centred care 

framework was chosen which incorporated both personal 

and organisational elements thought to be transferable to the 

provision of oral health care in care homes. The framework 

was derived from a study exploring the relationship- centred 

provision of palliative and end- of- life care in UK care homes 

[41]. The framework identifies the overarching theme that 

relationship- centred care is integral for providing high qual-

ity care and a ‘home from home’ [41]. Relationship- centred 

care is supported by three further themes: integration within 

health and social systems, digital inclusion and workforce 

support, each supported by the final theme: parity of esteem 

(Figure 1) [41].

These five principles and their definitions formed the five 

themes of the a priori framework and were modified slightly 

by the authors to focus specifically on dental care provision 

in care homes (Table 1). Following the published approach of 

‘best- fit framework synthesis’, the evidence from relevant pri-

mary research studies was then coded against these broad a 

priori framework themes, and more specific sub- themes were 

identified using secondary thematic analysis [38, 39]. The 

qualitative review is aiming to determine whether, according 

to research studies, relationship- centred care, as defined ac-

cording to the a priori themes, is being achieved and, if so, 

how and if not, why not.

2.3   |   Inclusion Criteria for Primary Research 
Studies

To be included in this review, studies had to be qualitative in 

design and had to report views of dental services or daily oral 

care for older people living in care homes from one or more 

stakeholder groups, that is, care home staff (including health 

care assistants, managers and nurses), the dental team, family 

or residents. The term ‘care home’ included residential care 

homes, nursing homes and sheltered housing. Only studies 

from North America, Australasia and Western and Northern 

Europe were included, as these regions were considered simi-

lar both economically and in terms of the intervention of inter-

est. Studies needed to be in the English language and involve 

either interviews or focus groups that were transcribed verba-

tim. Eligibility criteria are detailed in Table 2. Given that the 

focus of this research was very much on eliciting rich explo-

rations and in- depth understanding of people's experiences, 

attitudes and beliefs, the review and synthesis was limited to 

qualitative study designs alone. This is because the qualita-

tive interpretive research paradigm is much more relevant to 

the review question than positivist, quantitative approaches, 

which were therefore excluded.

2.4   |   Literature Search Strategy

Four electronic databases were searched for a 10- year period from 

January 2014 to January 2024: MEDLINE, CINAHL, ASSIA and 

PsycINFO. The search strategy combined free- text and database 

terms for older people, care homes, oral care or dentistry and qual-

itative research, in accordance with a published framework [42]. 

The search strategy was developed for the MEDLINE database 

utilising keywords and Medical Subject Headings (MeSH) terms 

(Table 3). The reference lists of all papers satisfying the inclusion 

criteria were manually searched for additional relevant studies. 

Two reviewers conducted independent screening of all retrieved 

citations against the inclusion criteria (R.P. and R.W.) with any 

disagreement resolved through discussion. Initial paper coding 

was carried out by R.P. and discussed in regular meetings with 

R.W. where any disagreements or discrepancies were resolved. 

Following paper coding, the data was transferred to NVivo 

Version 14 and further iterations of the thematic analysis discussed 

between R.P. and R.W. Final themes and framework analysis were 

independently critiqued by two further reviewers (C. C. and C. E.).

2.5   |   Quality Assessment

Quality assessment of included studies' methods was carried out 

using the Critical Appraisal Skills Programme (CASP) checklist for 

qualitative research [43] (Table 4). No studies were excluded based 

on the quality assessment, as each study was identified as having 

a valuable contribution to existing knowledge and understanding. 

The aim was to gain an understanding of the reliability and rigour 

of the evidence to inform the interpretation of the findings.

2.6   |   Data Extraction and Synthesis

A data extraction form was developed based on the key data 

required for the synthesis including study population, partici-

pants, settings and aims. Data for analysis consisted either of 

verbatim quotations from study participants or findings re-

ported by authors. Two reviewers (R.P. and R.W.) independently 

extracted the evidence about stakeholders' and patients' views FIGURE 1    |    From Bradshaw et al. [41].
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from the results sections of all the included papers. An induc-

tive approach was taken whereby the raw textual data was inter-

preted by R.P. and R.W. to develop the concepts and themes [44]. 

First- order paper coding was initially performed to organise the 

data and thematic saturation was determined by no further sub- 

themes emerging. The data were then coded under the appro-

priate a priori theme and, if relevant, a more specific sub- theme 

was created. The creation of these new sub- themes was an iter-

ative process, and the themes changed as the reviewers worked 

through the studies. Each reviewer therefore produced a list of 

new sub- themes, which offered greater depth to the five broad 

themes of the a priori framework. This process was carried out 

manually with a final coding process carried out within NVivo 

version 14 which generated further discussion and resolution of 

any disagreements. The final list of themes and sub- themes, and 

the data supporting them, was considered and discussed by the 

full review team.

3   |   Results

3.1   |   Characteristics of Included Studies

The search for primary research studies generated 235 unique 

citations. The full text of 26 studies was retrieved as poten-

tially relevant, of which 14 studies [11, 17, 45–56] satisfied the 

inclusion criteria. One additional relevant study was identified 

from the references of included studies [57]. Two of the research 

studies [51, 56] used the same qualitative data but reported on 

different aspects so were both included. This resulted in a total 

of 15 papers published between January 2014 and January 2024. 

The reasons for exclusion of 12 studies are detailed in Figure 2 

alongside the retrieval, screening and selection processes. A 

summary of the main characteristics of the included studies is 

given in Table 5.

The numbers of participants in each study ranged from 11 to 45, 

with one study not stating the number of participants [55]. The 

majority of studies explored the opinions of care home staff [11, 

17, 45–51, 53, 54, 56, 57]; only four studies included residents and 

family members as participants [17, 45, 47, 54] and five included 

oral health care professionals [17, 45, 48, 52, 55]. Six of the fifteen 

studies were conducted in the UK and Europe [11, 17, 45, 47, 48, 55] 

and six were conducted in Australia [46, 49, 50, 52, 53, 57]. Three 

studies were conducted in the USA [51, 54, 56], with two of these 

studies reporting on the same data set [51, 56].

3.2   |   Quality of Included Studies

Most of the 15 included studies had an acceptable level of meth-

odological quality. The more recent papers [17, 46–49] clearly 

TABLE 1    |    The a priori coding framework.

Themes derived for coding Definitions

Relationship- centred care The dentistry and oral care provided should make every effort to 

ensure the older resident (family and carer) are treated in a manner 

you would want for yourself or a member of your family. Relationship- 

centred care that is, a homely environment within care homes and close 

bonds between residents and carers, is vital for high quality care.

Integration between dentistry, care homes and 

the wider health and social care systems

The ease of connection of the care home to dental care services and to 

the wider health and social care network. This is vital for managing 

residents' multiple and often complex needs. Integration and strong 

links with local dental practices that are easy to contact and access, is 

needed to support relationship- centred care. Long waiting times and 

generic, difficult to navigate service models are counteractive for this.

Digital services Access to digital equipment and infrastructure facilitates delivery of 

relationship- centred care by aiding communication between staff, 

residents, families and healthcare professionals. It can also be used to 

provide dental education and monitoring of residents' oral hygiene habits. 

Outdated/faulty equipment or poor Wi- Fi connections are unhelpful here.

Workforce support Having sufficient skilled staff (care home workers and the dental team) 

who feel supported both practically and emotionally. Staff sickness, high 

staff turnover and difficult working conditions can reduce the ability to 

deliver high quality relationship- centred care. Availability of training 

can support the workforce to feel confident providing quality care.

Parity of esteem Parity of esteem represents the respect and value of dentistry and 

oral health care within care homes and its position in relation 

to other medical and basic care needs such as personal hygiene. 

Furthermore, care staff themselves can often feel that their efforts 

and expertise are undervalued within the wider healthcare system.

*Adapted from Bradshaw et al. [41].
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reported the relationship between researcher and participants. 

This may reflect progression in research techniques, whereby 

the researchers' potential bias and influence on results is more 

likely to be considered. All studies articulated clearly their aims 

of research which were appropriately addressed by a qualita-

tive methodology and research design, summarised in Table 5. 

Further care home characteristics were not clearly stated in the 

included studies for example, size, staffing, funding model. This 

information would have been useful to help provide context to 

the reporting of qualitative results. The recruitment strategy was 

generally appropriate for each study. However, one paper did not 

clearly specify how participants were selected or the number of 

participants that were interviewed [55]. This study also lacked 

detail regarding the structure of the interview and there was 

no in- depth description of the analysis process. One paper [54] 

did not mention details regarding ethical approval and gave few 

details of analysis following transcription of interviews. Two 

papers based on the same study data [51, 56] had ‘Institutional 

Review Board approval’ but it was unclear whether further 

approval had been sought from an ethics committee. However, 

despite these limitations it was felt that all papers had value in 

that they contribute to existing knowledge and provide quali-

tative evidence to help identify areas where further research is 

required. Therefore, overall, the evidence base was generally 

of good quality and its findings considered to have rigour and 

reliability.

3.3   |   Synthesis and the Conceptual Framework

The synthesis identified supporting evidence for all five of the 

broad a priori themes from the relationship- centred care cod-

ing framework: Relationship- centred care, Integration within the 

wider health and social care systems, Digital inclusion, Workforce 

support and Parity of esteem. This suggests that the relationship- 

centred care a priori coding framework was appropriate. The 

synthesis also led to the development of multiple, context- 

specific sub- themes. For the full list of sub- themes, see Table 6 

TABLE 2    |    Data extraction form.

Data extracted by Date

Inclusion/Exclusion abstract screening

Question If Yes If No

1 Is the research paper written in English? Continue Exclude

2 Does the paper explore dentistry or oral care for 

older people living in care homes?

Continue Exclude

3 Does the study evaluate individuals’ views and experiences (i.e., individuals’ 

opinions, preferences, attitudes) to the experience of dentistry or oral care

Continue Exclude

4 Does the research study use interviews or focus groups for collection 

of audio recorded and transcribed verbatim qualitative data?

Continue Exclude

5 Is the study setting the UK, North America, 

Canada, Australia or Western Europe?

Include Exclude

If answer is No to any of these questions, Exclude. 

If all answers are Yes, Include.

Full paper screen

Study details Author Country Type (interview/

Focus groups):

Participants Stake holder ‘type’ Residents Dentists Care 

workers

Care 

managers

Family 

members

Age (mean/range) Median Residents Family

Gender Residents Family

Ethnicity of subjects

Care Setting Nursing home Care home

Intervention Details of ‘care’ 

under consideration 

(i.e., daily oral care 

or intervention by 

dental services)

This papers research 

Question
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and, for examples of the supporting data, Table S1. The themes 

and sub- themes and key supporting evidence are detailed below. 

Quotes have been attributed using the same terms as the pri-

mary research paper. However, in some cases that is, focus 

groups, individual quotes may be assigned to broader groups if 

they have not been specified. The four main stakeholder groups 

and their varying terminology include Dental care profession-

als—dentists, dental hygienists, dental therapists, dental nurses, 

oral health therapists; care home staff—care assistants, care 

home workers, nursing staff, carers, care home professionals; 

residents and their families/friends; management—care home 

directors and administrators.

3.4   |   Synthesised Findings

The data supported use of the a priori framework key themes 

of relationship- centred care, integration of care, digital services, 

workforce support and parity of esteem. Findings in support of 

each theme are described below. Further subthemes were cre-

ated via an iterative process, offering greater depth to the five 

broad themes of the a priori framework. Final lists of themes 

and sub- themes, and the data supporting them, were considered 

and discussed by the full review team. Although the overarch-

ing themes apply generally, it should perhaps also be noted that 

the organisation and regulation of dental care can vary by coun-

try. For this reason, the location of the supporting evidence is 

noted to provide additional context.

3.4.1   |   Theme 1: Relationship- Centred Care

The over- arching principle of quality care is ensuring that 

it is ‘relationship- centred’ and of a standard that one would 

want for themselves or a member of their family. One key fa-

cilitator for relationship- centred care is the importance of 

residents being seen by a dentist in a setting that is familiar 

to them:

When they [dentists] come and do it here, the resident 

still has their own bed and they can wake up and eat 

and they are not too frightened. 

Director/Nurse/Care assistant, Australia [53]

In addition to this, the benefit of care staff working to create a 

homely and comforting environment in which oral care is inte-

grated was also seen as important.

Highlighted was the impact of care staff knowing individual 

residents well and being interested in their wellbeing. Existing 

relationships helped care staff to notice when a resident's pre-

sentation changed and actively consider whether a dental issue 

could be the cause. The data highlights that care staff recognise 

this as an important skill which takes time and effort as subtle 

signs can be missed:

We had a gentleman upstairs and [while] I was 

feeding, he was grimacing [so] I said, do you have a 

tooth ache and he goes, yes and it was his back tooth 

[which] was half off. 

Care staff, Australia [57]

The data also highlights importance of respecting a resident's 

wishes, working to support oral care that is in the residents' best 

interest and being mindful that a care home is a resident's home 

first and foremost. The data shows that care staff seem to con-

sider these complexities and the need for developing a positive 

culture of collaborative working:

So it's developing a culture within the nursing home; 

getting the residents and the families involved. 

Getting the families involved is so important for it to 

be a successful program. 

Oral Health Therapist, Australia [52]

The data shows that care resistance behaviour around oral 

health is a barrier to relationship- centred care, and this is high-

lighted by care staff as something they navigate daily:

TABLE 3    |    MEDLINE search strategy.

1. exp Aged/

2. (older or elder$ or frail$ or depende$).tw.

3. 1 or 2

4. assisted living facilities/or homes for 

the aged/or nursing homes/

5. (care$ adj1 home$).tw.

6. (nurs$ adj1 home$).tw.

7. (sheltered adj1 accommodation).tw.

8. (sheltered adj1 hous$).tw.

9. (assisted adj1 living).tw.

10. 4 or 5 or 6 or 7 or 8 or 9

11. Geriatric Dentistry/or Dental Care for Aged/

12. (mouth adj1 care).tw.

13. (oral adj1 care).tw.

14. (dent$ adj1 care).tw.

15. dentistry.tw.

16. (oral adj hygiene).tw.

17. 11 or 12 or 13 or 14 or 15 or 16

18. exp Qualitative Research/

19. (questionnaire$ or survey$ or interview$ or focus 

group$ or view$ or experienc$ or opinion$ or 

attitude$ or perce$ or prefer$ or qualitative).tw.

20. 18 or 19

21. 3 and 10 and 17 and 20

22. limit 21 to yr. = “2014- Current”

23. remove duplicates from 21

24. remove duplicates from 22
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It's the residents that have the dementia and 

behaviors where it is really difficult…and you can't 

make them understand what you're doing so that's 

very difficult. 

Care home management, USA [51]

Sometimes it comes down to throwing punches and 

we've got to duck out of the way and it's really quite 

labour intensive so naturally we wouldn't want to 

aggravate anyone any more that's in that state of 

agitation, so we go away. 

Carer, Australia [46]

Fear of physical aggression from residents directed to care staff 

was a clear barrier to relationship- centred care, and a common 

reason that oral hygiene measures were not provided or possible.

3.4.1.1   |   Sub- Theme 1: Assigning Responsibility to Daily 

Oral Care and Dentistry. The data highlights that there 

is a lack of clarity when assigning responsibility for oral care. 

There is inconsistent access to a dental professional for residents 

in care homes. Medical doctors and nursing teams may have 

regular input with residents, but do not always see the mouth 

and teeth as a domain to get involved with:

Physicians who come into the facility will not look at 

the mouth. Physicians don't look at the teeth … or in 

the mouths …. 

Focus group (administrators and directors), USA [56]

TABLE 4    |    Quality assessment of included studies using the CASP tool.

No. Studies A B C D E F G H I J

1 Aagard et al. (2020) ✓ ✓ ✓ ✓ ✓ ? ✓ ✓ ✓ ✓

2 Hoang et al. (2018) ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

3 Johnson et al. (2021) ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

4 Gomez- Rossi et al. (2022) ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

5 Patel et al. (2021) ✓ ✓ ✓ ✓ ✓ ? ✓ ✓ ✓ ✓

6 Patterson Norrie et al. (2019) ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

7 Tynan et al. (2018) ✓ ✓ ✓ ✓ ✓ ✗ ✓ ✓ ✓ ✓

8 Maramaldi et al. (2018) ✓ ✓ ✓ ✓ ✓ ✗ ? ✓ ✓ ✓

9 Britton et al. (2015) ✓ ✓ ✓ ✓ ✓ ✗ ✓ ✓ ✓ ✓

10 Hearn and Slack- Smith (2016) ✓ ✓ ✓ ✓ ✓ ✗ ✓ ✓ ✓ ✓

11 Taverna et al. (2014) ✓ ✓ ✓ ✓ ✓ ✗ ✗ ? ✓ ✓

12 Glover and Kabir (2021) ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

13 Wardh and Wikstrom (2014) ✓ ✓ ✓ ? ? ? ✓ ✗ ✓ ✓

14 Villarosa et al. (2018) ✓ ✓ ✓ ✓ ✓ ✗ ✓ ✓ ✓ ✓

15 Maramaldi et al. (2019) ✓ ✓ ✓ ✓ ✓ ✗ ? ✓ ✓ ✓
Note: Quality criteria: A = Was there a clear statement of the aims of the research? B = Is a qualitative methodology appropriate? C = Was the research design 
appropriate to address the aims of the research? D = Was the recruitment strategy appropriate to the aims of the research? E = Was the data collected in a way that 
addressed the research issue? F = Has the relationship between researcher and participants been adequately considered? G = Have ethical issues been taken into 
consideration? H = Was the data analysis sufficiently rigorous? I = Is there a clear statement of findings? J = Is the research valuable? ✓ = Yes, x = No, ? = Can't tell.

FIGURE 2    |    PRISMA flowchart detailing search and study selection 

process. From: Page et al. [58].

Identification of studies via databases and registers
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TABLE 5    |    Main characteristics of the 15 included studies.

Study 

number Author (year), country Study aim Participants (setting) Data collection method

1 Aagard et al. (2020), Denmark Explores the implementation of a 

‘shared oral care intervention’.

Nursing home residents, care professionals, 

assistant nursing home managers, 

three dentists and the project dentist (41 

participants from 3 nursing homes).

22 face- to- face and 

situated interviews 

and 6 focus groups.

2 Hoang et al. (2018), Australia Examine aged care workers' views on the 

implementation of ‘Better Oral Health in 

Residential Care Training’ at their facilities

Care workers either registered nurses, 

enrolled nurses or care assistants (20 

participants from 13 care homes).

Semi- structured 

interviews.

3 Johnson et al. (2021), UK Explores care home residents' views and 

perspectives of oral care in care homes.

26 residents and 4 staff from 5 care homes. Semi- structured 

interviews.

4 Gomez- Rossi et al. 

(2022), Germany

Explore barriers and facilitators for oral 

health policies, including oral hygiene 

and dental healthcare, among healthcare 

workers within care homes.

2 carers, 4 section managers, 2 staff 

managers and 3 dentists (from 2 care homes).

Semi- structured 

interviews.

5 Patel et al. (2021), UK Report on findings from the NIHR funded Fluoride 

Interventions in Care Homes (FInCH) Trial, in 

relation to the challenges and issues of access 

to dental care for older people in care homes.

9 care home managers and 14 care 

home team members (3 residential 

and 3 nursing homes).

Open- ended interviews 

and focus groups.

6 Norrie et al. (2019), Australia Investigate the perceptions of nursing 

and management staff in residential aged 

care facilities regarding oral care.

One focus group included 5 management 

staff: nurse unit manager, director of nursing 

and the CEO. The other focus group was 

for 7 nursing staff (from 2 facilities).

Focus groups.

7 Tynan et al. (2018), Australia Investigate the impact and experience of 

an integrated approach to oral health.

3 registered nurses and 2 enrolled nurses 

from the integrated program; and 5 

registered nurses and 3 enrolled nurses 

from facilities without the program.

1 focus group and 8 

in- depth interviews.

8 Maramaldi et al. (2018), USA** Propose interventions that might increase 

the opportunity to provide oral health care 

and oral cancer screening in care homes.

35 participants who were either an 

Administrator, Director or Director 

of Nursing (from 8 care homes).

1 interview, 6 mini- 

focus groups and 

2 focus groups.

9 Britton et al. (2015), Australia Investigate the perceptions of dental professionals—

dentists, dental hygienists and oral health therapists 

(OHT)—of barriers and enablers they face providing 

oral care to residents in aged care facilities.

9 dental hygienists, 3 OHTs and 5 

dentists from across Australia.

Semi- structured 

interviews.

(Continues)

 17412358, 0, Downloaded from https://onlinelibrary.wiley.com/doi/10.1111/ger.70053 by NICE, National Institute for Health and Care Excellence, Wiley Online Library on [09/02/2026]. See the Terms and Conditions (https://onlinelibrary.wiley.com/terms-and-conditions) on Wiley Online Library for rules of use; OA articles are governed by the applicable Creative Commons License
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Study 

number Author (year), country Study aim Participants (setting) Data collection method

10 Hearn and Slack- Smith 

(2016), Australia

Investigate the views of staff working in 

residential aged- care facilities on how to 

engage dental professionals in providing 

better oral care for their residents.

30 staff from six residential aged- care 

facilities (6 directors of nursing, 14 clinical 

nurses and 10 personal care assistants).

Open- ended interviews.

11 Taverna et al. (2014), USA Explore the influence of resident 

autonomy on their oral hygiene care.

12 residents and 7 care staff that 

resided or were employed in a 

single long- term care facility.

Structured interview.

12 Glover and Kabir (2021), UK Explore the potential barriers and opportunities 

of the oral health care pathway for residents, 

care staff and the dental team.

35 residents/friends and family, 7 care home 

workers, 2 dentists and 1 dental nurse (1 

residential care home and 1 dental practice).

Semi- structured 

interview.

13 Wardh and Wikstrom 

(2014), Sweden

Explore the effects of oral health care 

intervention using oral care aides.

Oral care aides and dental hygienists 

from 1 nursing home.

Interviews—number of 

participants not stated.

14 Villarosa et al. (2018), Australia Explore the perceptions of residential aged- care 

facilities care staff towards the provision of oral 

health care following implementation of “Better 

oral health in residential care” guidelines.

12 care staff from 2 residential 

aged- care facilities.

1 focus group.

15 Maramaldi et al. (2019), USA** Explore the perceived benefits, barriers and ability to 

provide oral health care and oral cancer screening.

35 participants who were either an 

Administrator, Director or Director 

of Nursing (from 8 care homes).

1 interview, 6 mini- 

focus groups and 

2 focus groups.

Note: **Indicates that two papers by Maramaldi et al. used the same qualitative data but reported on different aspects, so they were both included.

TABLE 5    |    (Continued)
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TABLE 6    |    New concepts from the secondary thematic analysis as sub- themes within the four concepts of the a priori framework.

Themes and sub- themes A priori framework concepts and definitions of new sub- themes

Theme 1: Relationship centred care The dental care provided should ensure the older person is 

treated in a manner you would want for yourself

Sub- theme 1: Assigning responsibility to daily oral care and dentistry Individual, carer and wider health care systems responsibility for oral health.

Sub- theme 2: Residents feeling trapped/powerless, with resignation and lack of agency towards 

their oral care

Negotiating autonomy and vulnerability are integral 

to supporting daily oral health care.

Sub- theme 3: Relevance of dental health to residents' personal identity and maintain sense of 

self

Mouth care does not just prevent disease it also provides fresh 

breath and confidence in eating, talking and speaking.

Theme 2: Integration between dentistry, care homes and the wider health and social 

care systems

How connected the care home is with local dental practices and how easy it is to 

seek advice and treatment for residents. Exploration of barriers and facilitators.

Sub- theme 1: Organisational Communication and organisational links between those 

providing care can be a barrier or facilitator to care

Sub- theme 2: Financial Cost of care and complexity of funding care

Sub- theme 3: Legislation and contractual Difficulty navigating complex health care systems and 

understanding of eligibility for funded care.

Sub- theme 4: Physical Availability of specialised and accessible care, waiting times and location of care 

(off site and on site) is moderated by level of dependence and access to support

Sub- theme 5: Adaptive, individualised care based on context Guidelines and regulations can be a barrier or facilitator to the provision of care

Theme 3: Digital services Digital equipment and infrastructure for communication with healthcare 

professionals, dental education and oral health habit monitoring of residents.

Sub- theme 1: Facilitators Access to digital equipment and infrastructure facilitates delivery 

of relationship- centred care by aiding communication between 

staff, residents, families and healthcare professionals

Sub- theme 2: Barriers Outdated/faulty equipment or poor Wi- Fi connections are unhelpful here

Theme 4: Workforce support How care staff and dental team are supported, practically and emotionally, 

to deliver high quality care. Including provision of training opportunities.

Sub- theme 1: Time pressures and staff turnover Staff workload and priorities affect the provision of dental care

Sub- theme 2: Relational working between care home staff and the dental team The presence of a member of the dental team within the care 

home and whether this improves oral health care

Sub- theme 3: Practical techniques for oral hygiene ‘Resistive behaviours’ of both residents and 

professionals affect the provision of care

Sub- theme 4: Staff training opportunities and knowledge Education and training of both carers and dentists moderate the care provided

(Continues)
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11Gerodontology, 2026

There appeared to be a tension between the value of prescrip-

tive roles for staff and the importance of staff feeling personally 

responsible for ensuring that care was provided. It was often 

reported that roles and responsibilities were rarely well- defined 

[50, 52, 57]; however, the question of who was responsible for 

daily oral care and dentistry was influenced by other issues in-

cluding: the availability or lack of resources [11, 47, 53]; differing 

priorities and perspectives [17, 37, 51, 56, 57]; the availability of 

family members [17]; and the need to support independence for 

less dependent people [48, 49, 54]. This complex network of inter-

actions shows that barriers to relationship- centred care can exist 

when roles are not clearly defined, particularly for those who are 

unable to advocate for themselves or lack family support.

3.4.1.2   |   Sub- Theme 2: Residents Feeling Trapped/Pow-

erless, With Resignation and Lack of Agency Towards 

Their Oral Care. Although a care home is now a resident's 

home, there is a clear distinction between that and their previous 

living environment. Moving into a care home requires adjust-

ment and adaptation to new routines and relationships. With 

one study highlighting how a person may avoid a care home 

environment until eventually they can no longer resist.

[I fell at home and] well that's when they sort of 

discovered I was around and then you see, I was 

in my nineties you see, so that was it, the ball was 

rolling, then they got me! 

Care home resident, UK [47]

Care home staff reported in three studies that they recognised 

that the daily act of providing dental care was complex and 

presented challenges for residents' sense of vulnerability: the 

intimacy of the mouth and the need to respect privacy had 

to be balanced with a need to provide care to prevent den-

tal pain and infection; negotiating care required an intimate 

understanding of that older person; and time and flexibility 

were needed to meet an individual resident's needs and wishes 

[11, 46, 57]:

… with a lot of residents in a nursing home facility, 

they can't actually do their own oral care, so they're 

relying on care staff to do that. 

Care staff, Australia [57]

Dementia and other complex needs were reported as a barrier 

to oral health care [11, 45, 51]. For those residents who lacked 

agency to perform their own oral care, the responsibility often 

lies with caregivers who see this as a task to be completed 

quickly, methodically and without empathy:

… what you could do to actually help them open their 

mouth, cause you're not allowed to force anything 

in there…if they do open their mouth and you do get 

it in then they close straight away so you can't sort 

of ram it around in their mouth…I don't know how 

you actually could do a proper cleaning of teeth in a 

dementia wing. 

Care home professional, Australia [46]T
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This description of oral health care as a forceful process is a bar-

rier to relationship- centred care, whereby the act of oral hygiene 

results in discordance between residents and care staff.

3.4.1.3   |   Sub- Theme 3: Relevance of Oral Health to Res-

idents' Personal Identity and Maintain Sense of Self. It 

is well known that oral health is important for eating, speak-

ing and confidence and its importance for personal iden-

tity was identified within six studies [45, 47, 49, 51, 52, 54]. 

The ability to build relationships depends on the confidence 

to interact with other people, with teeth being a strong indi-

cator of sense of self. For example, the significance of main-

taining teeth within the mouth, whether natural or prosthetic 

[46, 49]:

To me, it's all I've got left of my teeth but I'm trying 

to keep them. I want to die with some [teeth] left in 

my mouth. 

Resident, Australia [46]

There was a balance between respecting the autonomy of less 

dependent residents and finding ways to support them with 

oral care. If a resident wants to be in charge of brushing their 

own teeth it can be difficult for staff or the dental team to con-

tradict this, even if their oral hygiene technique is inefficient. 

This highlights the importance of the relationship between the 

resident and their care givers in achieving an outcome of oral 

health.

There are certain things I should be able to do by 

myself. But if not, I'll ask for help. 

Resident, USA [54]

Some [residents] are adamant that they can brush 

their own teeth. It is quite a tricky situation to get the 

carers to maintain their oral health. 

Oral health therapist, Australia [52]

This contrasts with fully dependent residents whereby staff felt 

oral health was no longer a key aspect of their personal identity:

…when people have got dementia… oral care to them 

just kind of goes out the window, it's not really a focus 

or an important part on their behalf. 

Care staff, Australia [57]

3.4.2   |   Theme 2: Integration Between Dentistry, 

Care Homes and the Wider Health and Social 

Care Systems

Relationship- centred care includes the wider context of interac-

tions between communities, professionals and health care sites. 

The ease of connection of the care home to dental services is re-

liant on the presence of organisational structures and processes. 

All fifteen studies reported issues relating to the integration of 

dental care in care homes including organisational, financial, 

legislative and contractual, physical barriers and the need for 

adaptive, contextualised care.

3.4.2.1   |   Sub- Theme 1: Organisational Factors. Organ-

isational issues can mean that some care home residents 

are unable to access dental appointments:

So, it's like going back and forth in a circle and the 

poor resident in the end, some of them never got the 

treatment they needed. Some of them ended up with, 

em, passing on, God bless their soul, without getting 

any treatment. 

Care staff, UK [11]

For those residents who manage to obtain a dental appointment 

they are often waiting a long time for transport and other related 

services:

Our resident went to the Dental Service. He left at 

9:00 in the morning and got back past 11:30 at night.” 

– nurse, because “the non- emergency transport 

cancelled, he's diabetic, he was there without food, 

without insulin. 

Care home manager, Australia [49]

Often care homes have limited transport available for appoint-

ments or rely on ambulance transport services. Commonly, there 

is a cost related to care staff accompanying patients externally. 

Therefore, care home residents are often solely reliant on family 

members and friends to help them attend dental appointments:

I have had to take over the driving, I don't like it but 

otherwise we couldn't get there. 

Friends and family, UK [17]

3.4.2.2   |   Sub- Theme 2: Financial Factors. Finance was 

identified as a barrier to dental care which was seen as costly 

by residents and their families who complained about a lack 

of transparency around free or subsidised care [11, 17, 49, 53, 57]. 

Dentists too felt inadequately compensated for the extra time 

needed to treat people with severe physical and cognitive dis-

ability [48, 52, 53]. The financial costs of attending domiciliary 

visits were seen as less profitable than working a day in a fixed 

clinic, with recommendations to build a dental chair within 

the care home:

In my opinion, a simple solution would be to simply 

add money for a chair, in every care home, for a 

regular prophylaxis assistant who does her work 

there regularly. 

Dentist, Germany [48]

Care staff highlighted the cost of transport to dental appoint-

ments outside of the care home and that this discouraged resi-

dents from seeking dental treatment [11, 17, 50, 53, 56].

If they haven't got money to pay for the dentist how are 

they going to have money to pay for their transport? 

So, who is then going to fund that transport…. The 

ones who are local authority that are bed bound that 
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can't leave the home or if they can they need to go 

stretcher by transport, that don't have any money they 

are the ones that struggle when they got a toothache…

if they do need treatment to have somewhere to go, 

where transport is then arranged for them to go and 

have their dental health care. Especially if they are 

residents that have no money. They are the ones we 

worry about, the ones who have no money are the 

ones that are left behind. 

Care home staff. UK [11]

Relationship- centred care depends on genuine relationships 

that extend between communities, cost and motivations for pro-

viding care can create barriers when funding is not seen to be 

adequate.

3.4.2.3   |   Sub- Theme 3: Legislation and Contractual 

Factors. There was often misunderstanding and lack 

of information when accessing dental care, with one study 

reporting a fear of making a mistake when filling out the nec-

essary paperwork:

If you fill this form out ‘wrong’ you are liable for 

charges. It makes you feel like oh my gosh I don't 

want to fill this form out because I am only filling it 

out from the information that I do have but if I am 

wrong then I can be in trouble or giving the wrong 

information even though there's nowhere for me to 

collect the information from. 

Care home staff, UK [11]

There were also concerns about the consent process which 

delayed care home residents accessing care [17, 53]. Despite 

positive intentions, one study noted that although national 

guidelines were adhered to, they only considered dietary 

planning and did not result in access to dental services or 

daily oral care for the residents [54]. Guidelines can support 

relationship- centred care by providing a framework to organ-

isations, however, they must be relevant and useful for those 

working directly with residents.

3.4.2.4   |   Sub- Theme 4: Physical Factors. The studies 

identified physical barriers to accessing dental care such as 

a lack of equipment including hoists. There were issues with 

the design of buildings, for example steps leading up to a den-

tal surgery and unsuitable car parking arrangements [11, 17, 

50, 53]:

Unfortunately, it is difficult for anybody who is not 

mobile to get over there (to access the oral health 

facility). If you have got someone who is bed bound, 

or even anyone who requires a lift or assistance with 

transfers to any chair. Transferring to the Dentist 

chair would be impossible. That is a barrier. 

Nurse, Australia [50]

Related to this, managers in one study reported being worried 

about residents leaving the care home to visit a dentist [17], and 

lack of adequate oral hygiene equipment meant in- house care 

could be compromised [45]. Having suitable equipment avail-

able supports relationship- centred care by ensuring that resi-

dents and their care teams feel safe and confident providing and 

acquiring oral care. One solution was to bring dental services 

on- site by utilising mobile dental services or establish an in- 

house dental clinic or chair [11, 48, 49, 57]:

A dentist chair, just for basic oral care, like not so 

much ripping out teeth and doing all this great work, 

but that would be really good here. 

Care home staff, Australia [57]

3.4.2.5   |   Sub- Theme 5: Adaptive Individualised Care, 

Based on Context. Successful integration of dental 

care required a contextualised approach, whereby pre- existing 

relationships between care staff and care home residents help 

facilitate delivery of care, rather than relying on external guide-

lines [11, 48, 49]. Adjusting delivery of care for each resident 

eased their acceptance of dental care:

Some bite, some try to punch you, or I don't know 

what. You need time, so I can't just get in there, 

ask them to open their mouth quickly, close their 

mouth and that is it. So, we take little presents, 

little boxes with us or little toothpaste, one wants it, 

the other comes with a doll. You have to be prepared 

for that. 

Dentist, Germany [48]

Often ‘workarounds’ existed for care home residents unable to 

access a dentist [11, 49]:

If there's a dental emergency and generally 

that is pain, so we would call the GP to manage the 

pain. 

Manager, Australia [49]

3.4.3   |   Theme 3: Digital Services

Digital services and equipment were identified as being useful 

for supporting relationship- centred care by enhancing commu-

nication between health care professionals and for monitoring 

oral health initiatives. The data mainly considered the use of 

digital services when it comes to staff training, with both pos-

itive and negative elements considered:

‘Online is more accessible for everybody. Because if 

we can do that in our own time, and because of our 

different shifts that might be an easy way to get it 

done. 

Carer, Australia [46]

I've done it [online learning] and flicked through it, 

guessed the questions at the end, it's not training. 

Care home professional, UK [17]
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Communication between healthcare professionals is aided by 

electronic records and clear referral pathways to share infor-

mation effectively. Having functional digital services in place 

can help alleviate confusion around referral pathways into den-

tal care:

Probably because we don't know a lot about -  you 

know, you talk about your referral pathways and 

that happens in various informal ways, but we 

certainly don't have a formal, okay, now we follow 

this process. 

Manager, Australia [49]

Digital services can also help reduce barriers to accessing in- 

person advice and support from dental professionals:

The tele- dentistry appointment is really good. If (the 

Oral Health Therapist) meets a problem which needs 

further suggestion, you know advice, it is easy to ask 

the Dentist on the spot. And as the representative 

from here I listen. 

Nurse, Australia [50]

3.4.4   |   Theme 4: Workforce Support

The data showed that staff workload and priorities affected 

provision of relationship- centred care. The first sub- theme ex-

plores issues such as a general lack of time, staff shortages and 

conflicting priorities between oral care and other responsibil-

ities, such as basic personal hygiene of residents. Four further 

sub- themes highlight the importance of relational working, 

the desire for practical oral hygiene techniques, staff knowl-

edge and training opportunities and working conditions for 

the dental team.

3.4.4.1   |   Sub- Theme 1: Time Pressures 

and Staff Turnover. Lack of time clearly impacted on deliv-

ery of relationship- centred care, with one study noting that 

residents with dementia or complex needs made it even more 

difficult to meet time constraints.

One of the biggest barriers is the resident themselves, 

staff and timing. Staff, carers are often really rushed 

and there's not a lot of them. So for them it's run, run, 

run. Teeth take a long time, it's not a good job. 

Nurse, Australia [49]

Time constraints with our staff is the real, is the main 

problem.…like you set them up to brush their teeth…, but 

you kind of leave them to it rather than make sure it's 

done probably correctly. …Sometimes we have people 

ring in sick like…one day we were 2 carers down…

so that sort of makes things a little bit more difficult 

because then you're doing more in a shorter space of 

time and then you're doing less for each person really. 

Potentially oral health could be overlooked easily. 

Care worker, Australia [46]

Furthermore, high staff turnover was noted as an issue particu-

larly as this also affects delivery of staff training [46, 49].

[staff turnover becomes] a barrier with consistency 

to most things; it's not just in oral health, but for the 

whole general care of the residents. 

Care home manager, Australia [49]

3.4.4.2   |   Sub- Theme 2: Relational Working Between 

Care Home Staff and the Dental Team. One key issue 

highlighted in all of the included studies, except two [46, 47] was 

the need for in- person support between members of the dental 

team and care staff. Care staff felt their confidence improved 

with increased presence and connection with dental care pro-

fessionals [45, 50, 53, 55]:

They (dental practitioners) come with their 

professionalism and say, well, if you do so and so, 

then it will be much better…. It is nice to know, if it is 

the right thing you do. 

Care professional, Denmark [45]

Having regular visits and a familiar face can help support care 

home residents with dementia and other complex care needs. 

For example, care staff are aware that routine personal hy-

giene is easier to achieve with consistent members of staff. 

Therefore, having the same member of the dental team visit 

may help residents feel more relaxed and able to cooperate 

with care:

Regular dentists would visit and then it would help, 

and I think with the residents living with dementia if 

that consistency is there as well it becomes, okay… so 

that's become the routine for them and so there's no 

issues getting their toenails cut and all that so. 

Care staff, UK [11]

However, some studies demonstrated resistance from care home 

staff to an in- person dental presence [48, 51–53, 55]:

Nobody cared, they'd just sigh and say, ‘here come 

those dental people.’ 

Dental hygienist, Sweden [55]

3.4.4.3   |   Sub- Theme 3: Practical Techniques for Oral 

Hygiene. Many of the studies identified the need for in- person 

tips and tricks for carrying out oral hygiene procedures [48, 53], 

particularly in relation to residents with dementia or other com-

plex needs [17, 45, 46, 50, 56, 57]. Practical techniques can help 

support relationship- centred care by ensuring that care staff feel 

confident to provide high- quality oral hygiene for residents in 

their care.
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If someone has dementia or Alzheimer's and you want 

to get into a mouth it is very difficult; the muscles 

of the face are very strong and there is no way that 

carers have the skill to get the mouth open. 

Oral health therapist, Australia [52]

Care staff expressed a desire for information to support them 

when carrying out oral hygiene procedures:

…We need to get their dentures out or a way for them 

to let us clean their teeth instead of them getting… 

upset or abusive and hitting us…. 

Care staff, Australia [57]

3.4.4.4   |   Sub- Theme 4: Staff Training Opportunities 

and Knowledge. Thirteen of the included studies described 

opportunities and implementation suggestions for oral health 

care training and knowledge acquisition [17, 45, 46, 48–54, 56, 

57]. In- person training was a popular suggestion, whereby prac-

tical elements could be demonstrated and experiences shared 

of what works and what doesn't rather than just a didactic 

or e- learning style delivery [17, 46, 48–51].

The actual training that we had was very helpful in 

that it showed us techniques on how to actually get 

into the side of a mouth of somebody that's a little bit 

resistive. 

Care staff, Australia [46]

Although a mix of both styles was suggested to be beneficial in a 

care home environment whereby all staff may find it difficult to 

attend face- to- face training:

Yes, a combination would probably be ideal. 

Everybody has different learning styles. A face- to- 

face issue—section would be good, but then not 

everybody can attend that. So later down the track it 

fades, but at least then if it is online you can go and 

refresh. 

Nurse, Australia [49]

Five studies reported no awareness of training being provided 

previously [48, 49], or inadequate training [50, 52, 54]:

But as for actual training, I've never had any since I've 

been here. I've never had any, hints or tricks on how 

to do it, you just put a toothbrush in their mouth and 

just hope for the best. 

care staff, Australia [46]

Lack of knowledge and the role of assessments and guidelines 

was highlighted in three studies [46, 49, 50] but in some cases, 

although an oral health assessment was implemented, it did not 

help to improve knowledge:

I think we flew by the seat of our pants as far as 

oral health assessments go and it was more or 

less just going through just the piece of paper, the 

assessment, the oral health assessment, doing what 

it said, not really knowing what you were looking 

for. 

Care home professional, Australia [50]

3.4.4.5   |   Sub- Theme 5: Working Conditions 

for the Dental Team. Six studies considered the workforce 

support for the dental team attending care homes and the impact 

this had on delivering quality care [11, 17, 48, 51, 52]. Lim-

ited equipment, difficult postural positions and uncooperative 

care home residents resulting in ‘wasted journeys’ with a lack 

of financial incentive were key barriers to relationship- centred 

care. Whereby, relationships are not supported if care provid-

ers do not feel their working environment takes their needs 

into account.

Less than optimum working conditions, lack of 

suitable equipment and poor remuneration, often 

resulting in no dental services, particularly when 

compared to their more usual work environment 

with: … a nice controlled surgery where you are seeing 

one very capable adult… it is much easier staying in 

my practice all day. If…you asked 100 dentists… You 

would be lucky if you found ten that say yes I would 

be willing to do it. 

Dentist, Australia [52]

During a domiciliary visit, the dental care professional 

is in a compromised position … it's not practical and 

there is a lot of equipment you need to take with you 

and it is not always possible to … it also limits your 

diagnostics such as x- rays. 

Dental care professional, UK [17]

3.4.5   |   Theme 5: Parity of Esteem

Parity of esteem represents the respect afforded to dentistry 

and oral health care within care homes. This wider web of soci-

ety and economic contexts can create a barrier to relationship- 

centred care if dental teams, residents and care staff do not 

value oral health care or oral hygiene. We consider its value 

in relation to other medical and basic care needs such as per-

sonal hygiene. Care staff themselves can often feel that their 

efforts and expertise are undervalued within the wider health-

care system [41]. The studies highlighted dental professionals' 

opinions of providing oral care within care homes as well as 

care home staff members' confidence in delivering oral care.

3.4.5.1   |   Sub- Theme 1: Respect for Dentistry Compared 

to Other Medical Issues. It was clear from the data, as 

all the studies except two [47, 55] highlighted the difficulties 

of attending to oral care in a busy care home environment with 

multiple conflicting priorities:

The mouth is a small part of the whole human being, 

so the mouth is just not first on our list. Many times, 
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you have to choose between the most basic care and 

the choice is on a clean pair of trousers and a clean 

diaper. 

Carer, Denmark [45]

This issue was exaggerated in cases of poor co- operation from 

residents themselves such as:

If the resident is resistive, and bites or kicks or 

scratches, they're [staff] going to focus more on 

making sure that they're clean and dry and toileted 

over whether their mouth gets clean unfortunately…

and that happens a lot. 

Management, USA [51]

Family and friends also echoed care staffs comments, with sim-

ilar issues prioritising the various health care needs of their rel-

atives [17, 49, 51, 57]

It's so difficult to get him there and I have so many 

other things I have to do like doctors and hospitals 

and everything. It is just not a priority, I can't do 

everything. 

Friends and family, UK [17]

However, the data did also highlight an awareness of care staff 

to the importance of a healthy mouth to overall systemic health, 

suggesting that increased awareness does increase respect for 

oral care [11, 46, 49, 56]:

Oral health affects the whole body, because if they're 

not eating, they're not going to get fluids or they're not 

going to eat, they're not going to get nutrition, then 

just going to get weaker and they're not going to be 

able to walk. In the end, the whole body just starts to 

deteriorate. 

Care staff, Australia [57]

3.4.5.2   |   Sub- Theme 2: Value the Dental Team 

and Care Staff Place for Supporting Oral Health Within 

Care Homes. Relationship- centred care is compromised 

when there is friction between the goals of dental care profes-

sionals and care staff, with each party having differing values 

when it comes to providing oral health care within care homes. 

Organisational support is essential for relationship- centred 

care, so that all stakeholders value their contributory role in 

maintaining the oral health of residents. A lack of priority 

for providing dental care within care homes was highlighted 

in one study:

Interviewer: “Would you say that treating these patients in care 

homes is one of your most important tasks professionally?” 

Dentist: “No.” Germany [48].

Furthermore, care staff displayed a fear in one study of dental 

care professionals' opinion and advice:

It's super embarrassing to be told by the dental 

practitioner that my colleagues in the nightshift 

haven't brushed the residents' teeth before helping 

them to bed. 

Carer, Denmark [45]

4   |   Discussion

The objective of this qualitative evidence synthesis was to ex-

plore factors relating to the provision of relationship- centred 

dental care for older people living in care homes. Relationship- 

centred care focuses on how the relationships between differ-

ent stakeholders, as well as their place in the wider health care 

system, influence the processes and outcomes of care [32]. The 

studies included in this synthesis brought together perceptions 

of care home staff, members of the dental team, care home res-

idents and their family and friends. Data within the included 

studies supported all the key themes in the a priori framework: 

Relationship- centred care, Integration within the wider health 

and social care systems, Digital inclusion, Workforce support and 

Parity of esteem. The sub- themes produced by the synthesis re-

lated to the contextual specifics of the setting (the care home) 

and the interventions (dentistry and daily oral care). Whereas 

Digital Services was a key component of the original a priori 

framework, it was underrepresented in the findings of this re-

view, with limited data to inform the impact of digital integra-

tion on relationship- centred care. This review highlighted that 

referral processes were often fragmented and limited informa-

tion sharing between professionals was a barrier to relationship- 

centred care. Adoption of digital services such as electronic 

patient records and simple online referral pathways can aid con-

nection between care homes and professional advice and opin-

ions [59]. Other digital services, such as tele- health, may be more 

valuable in countries such as Australia, where care homes may 

be in remote locations with limited access to in- person second-

ary care [60].

A conceptual model, based on the synthesis and illustrating the 

essential components of relationship- centred care in this con-

text, is depicted in Figure 3. The a priori framework (Figure 1) 

was found to be a good fit for the evidence: data were present in 

the included studies to support all the themes in this original 

framework. However, the importance of integration of dentistry 

in care homes was felt to be a key factor for relationship- centred 

oral health care and was placed centrally in our model. The 

themes are related to one another, and success or failure in 

addressing the organisational and personal factors articulated 

within digital services, parity of esteem and workforce support is 

dependent upon the integration between dentistry, care homes 

and wider health and social care systems. These four themes will 

influence successful and co- ordinated provision of relationship- 

centred care within care homes.

There is a high level of unmet dental need in care homes, 

often worsened by funding issues, lack of suitable clinicians 

and difficulty co- ordinating and providing care [11, 49, 53]. 

Guidelines such as NG48 [22] (issued by the National Institute 

for Health and Care Excellence (NICE)) which aim to address 
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these unmet needs are not always seen as useful or practical 

[28, 61]. It was noted that despite aggressive and defensive 

behaviours limiting oral hygiene being a key issue for care 

homes, the NG48 guidelines did not provide any practical ad-

vice on how to deal with this contextual situation [28]. Context 

is important, as this can often explain why evidence- based im-

plementations may fail or show variability in their effective-

ness [62]. A recent qualitative study exploring care home staff 

views of an oral health intervention further highlighted the 

importance of how understanding the contextualised real- life 

experience of those targeted by guidelines is important [63]. 

This gap between guidelines and practices has been described 

as ‘mindlines’, whereby the knowledge and lived experience of 

individual health practitioners create internal “guidelines- in- 

the- head” relevant to local context and systems [26, 28]. For ex-

ample, staff time constraints can affect the ability to implement 

oral health guidelines into practice, with 20- min windows re-

ported to support each care home resident's morning personal 

hygiene routines [28, 49]. However, guidelines can help shine 

a spotlight, with the ‘Smiling Matters’ report showing an im-

provement in care home managers being aware of the NG48 

guidelines and a resultant increase in oral health policy imple-

mentation [64].

Practical aspects of how dentistry can be integrated into a 

care home environment can also be considered from a dom-

iciliary or ‘in- house’ perspective [49, 53]. Issues with domi-

ciliary dental visits include long- waiting times for subsidised 

government care or expensive private mobile dental services 

[17, 51, 53]. From the authors' experience delivering domicili-

ary care within both Australia and the UK, it can be difficult 

to gain an accurate medical and dental history and understand 

patients' previous wishes, particularly if a relative is not pres-

ent. UK publicly funded domiciliary visits mostly have limited 

equipment, allowing only for examinations and non- invasive 

procedures [11]. It remains unclear how decisions about the 

need for domiciliary care or transportation into clinical care 

are made. There is also a lack of transparency about what care 

is reasonably provided within a domiciliary visit and what res-

idents and their families expect [65]. If treatment is required, 

transport to clinic usually needs to be arranged, but often a 

palliative approach to care is appropriate in line with current 

treatment planning advice [16].

A Belgian program, Gerodent, helps prevent spiralling domicili-

ary dental fees by adhering to a government fixed- fee guide with 

partial coverage provided through mandatory health insurance 

[66]. In a qualitative study of care home managers, the Gerodent 

program helped avoid transport issues when accessing dental 

care but noted the limited capacity or ability to provide complex 

treatment [66]. Even with the partial coverage, the cost of the 

scheme was still an issue, and the authors suggest expanding 

the role of dental hygienists, rather than dentists, in providing 

general oral care [66]. Various studies discuss the resistance of 

dentists visiting care homes due to lack of knowledge and equip-

ment, lack of clarity around guidelines and physical difficulties 

of providing care [11, 48, 52, 67]. The alternative is to transport 

residents to fixed dental clinics; however, non- emergency trans-

port can be unreliable or lacking suitable equipment [11, 50]. 

This can affect patient experience and also patient safety, as 

highlighted by a nurse and care home manager explaining how 

a diabetic resident was left for over 14 h at a dental service with-

out food or medication due to transport issues [49].

Integration of dentistry within care homes is dependent on a 

further theme of workforce support. Care home staff have a de-

manding role affected by time constraints and high staff turn-

over [46, 49, 50, 55]. Relational working between the dental 

team and care home staff, respectful of their working environ-

ment, is important for achieving optimal oral health outcomes 

[8]. Having the physical presence of a dental team member 

helps improve the confidence of care home staff in their abil-

ity to deliver care and gain in- person practical tips [45, 53]. As 

mentioned, in- person care can be provided by not only dentists, 

but also dental hygienists and dental therapists. Models of care 

which focus on skill mix, with clear communication pathways 

to dentist input when required, have been shown to be well re-

ceived by care home staff [50, 68]. In- person relational working 

can provide a practical supplement to more didactic oral health 

training within care homes which risks becoming a tick- box ex-

ercise [17, 28, 57].

There was limited data to support the theme of Digital Services, 

suggesting that further research is needed in this area. Bradshaw 

et al. [41] found that where digital services were supported by 

sufficient infrastructure, integration with external services im-

proved. However, care home staff needed support to use these 

technologies, and a video consultation could be distressing 

for residents [41]. Benefits of virtual consultations include no 

travel time or transportation costs and were used between care 

staff and the dental team, rather than directly with residents 

[50, 69]. COVID- 19 accelerated the use of digital services in care 

homes; however, there are concerns on the negative impact to 

relationship- centred care, for example, lack of in- person interac-

tion with residents' families and friends [70]. It is clear that there 

is a balance between streamlined digital services and the need 

for in- person, human interaction.

There was conflicting awareness in care homes of the impor-

tance of oral health within the included studies, which affects 

the position of oral care when considering general care priori-

ties. Furthermore, despite oral health playing an important role 

in overall health and wellbeing of older people living in care 

homes, time constraints mean it may not be considered as a pri-

ority compared to other aspects such as nutrition, wound care 

FIGURE 3    |    Conceptual model of qualitative evidence synthesis 

findings.

Integration of dentistry and care homes

Digital servicesWorkforce support

Relationship-centred care

Parity of esteem
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and ensuring clean clothes [68, 71, 72]. Issues such as prevent-

ing bed ulcers or clean clothing may have a greater priority of 

esteem than dental care or oral hygiene [45, 71].

When looking at implications for practice, the provision of 

relationship- centred care depends on the presence of organisa-

tional structures, support and processes to provide care home 

staff with the resources, time and skills they require. This review 

raises specific issues in providing evidence- based, personalised 

dental care in this context with guidelines and regulations not 

always seen as practicably useful [11, 49, 54], problems caused 

when oral care is seen as a task to be completed, rather than a 

valued aspect of personal care and the importance of individual 

patient experience [47, 49, 53] and the difficulty of managing 

high workloads and conflicting priorities [17, 46, 52].

This review also illustrates the strength of the available evidence 

base, which appropriately uses qualitative interviews and focus 

groups to explore the experiences, values and preferences of older 

people and of those who care for them. It highlights the complexity 

of providing dental care in this context and the current evidence 

gaps. It highlights that future research should seek to understand 

more fully what the best service delivery models would be to sup-

port the integrated working between care homes and dental ser-

vices which seem necessary to achieve the oral health outcomes 

that matter most to the older person. This review seems to sup-

port what others have found outside of dentistry: “how relational 

working is structured between health and care home staff is key 

to whether health service interventions achieve health related 

outcome for residents and their respective organisations” [8].

The evidence also suggested how some of these barriers might 

be overcome: for example, by providing greater clarity in terms 

of what residents should expect and what care home staff should 

expect to provide; ongoing training of all care home staff and 

dental professionals to establish and maintain relevant knowl-

edge and skills; the provision of tools to support communi-

cation and the co- ordination of care; the provision of support 

for residents to enable self- care and access services; as well as 

greater resources to permit prioritisation of oral care alongside 

residents' other key care needs. Insights from Warmouth et al. 

[73] on collaboration between care homes and primary care em-

phasise the importance of mutual trust, role understanding and 

shared learning as foundations for effective care. These princi-

ples are applicable to relationship- centred provision of dental 

care in care homes, whereby interpersonal relationships as well 

as the wider environmental context must be considered.

However, this synthesis is not simply about understanding 

mechanisms to improve oral health. Interventions are needed 

that help support care home staff and dental professionals to 

work effectively together to integrate patient values, contex-

tual knowing of practitioners and evidence- based care. These 

elements require organisational change if the benefits of this 

relationship- centred model of care are to be realised.

4.1   |   Limitations

The final synthesis does not appear to have been influenced 

by the quality or publication date of the studies included. Nor 

was it influenced by the location of the studies, whether from 

Australasia, Europe or North America, or by the type of care 

provided. However, the synthesis was sensitive to the perspec-

tive of studies' participants and quotes were not always at-

tributed on an individual basis, particularly from focus groups. 

Furthermore, key care home characteristics such as size and 

funding model were not clearly stated in the included studies, 

which would likely have an impact on stakeholders' experiences 

and perspectives. When broad terms needed to be used such as 

‘dental care professional’ some of the conceptual clarity of the 

quote is lost. For example, this encompasses dentists, dental 

nurses, therapists and hygienists who may have differing view-

points and backgrounds. Moving forward, it is recommended 

that qualitative research studies clearly attribute quotes so that 

it is easier to interpret the context of the findings [74].

Of note, the inclusion criteria were restricted to English- 

language only literature and had limited geographical cover-

age. Restriction to English- language only limits the inclusion 

of diversity of perspectives and cultural contexts [75]; however, 

translation services were not in the scope of this evidence syn-

thesis. Similarly, exclusion of studies from Asia, Latin America, 

Eastern Europe and Africa also means different cultural per-

spectives and variations across the whole spectrum of care home 

oral health care provision are not evidenced. Future studies 

comparing oral health in care homes from a global perspective 

are recommended.

A further limitation was that this evidence synthesis does not in-

clude grey literature or citation tracking beyond reference lists. 

However, care was taken to involve the Newcastle University li-

brary search team to ensure the search terms used were likely to 

capture all relevant academic literature. Grey literature was not 

included as it can be difficult to quality assess the findings; how-

ever, inclusion of a grey literature search could have been useful 

as there was an underrepresentation of key stakeholders. For ex-

ample, only four studies included residents and family members 

as participants [17, 45, 47, 54] and five included oral health care 

professionals [17, 45, 48, 52, 55]; the vast majority, principally 

or exclusively, explored the views of care home staff. Future re-

search should seek to address this imbalance, and one recent 

study has already sought to do so [76]. It will also be important 

to explore in more depth the experiences of dental profession-

als in this context and how they view their role in relationship- 

centred care for older people living in care homes. In this way, a 

more rounded view of the requirements of relationship- centred 

care might be achieved.

4.2   |   Conclusions

This ‘best- fit’ framework synthesis of stakeholders' views of den-

tal care for older people living in care homes found that care 

home staff in particular identified many barriers to the provi-

sion of relationship- centred care. More research is needed to ex-

plore the views of dentists, family and residents themselves, who 

were less well- represented than care home staff, including man-

agers, in this sample of studies. Acknowledging the complexity 

of dental care in this context and by highlighting issues relating 

to integration, workforce support, digital services and parity of 

esteem, this synthesis suggests there might be value in using 
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organisational change research to achieve improvements in oral 

health related outcomes for older people living in care homes.

Author Contributions

R.P. and R.R.W. conceived and designed the qualitative evidence syn-
thesis; R.P. and R.R.W. extracted the data, appraised included studies 
and analysed and interpreted the data. R.P. drafted the paper, R.R.W., 
C.C. and C.E. undertook critical revision of important content of the 
manuscript. All authors approved the final version of the manuscript.

Acknowledgements

Thank you to Linda Errington from the library team's advice and sup-
port at Newcastle University for assisting with search strategy transla-
tion and revision for each database included in this report.

Funding

The authors have nothing to report.

Ethics Statement

Ethical approval was not relevant for this evidence synthesis, which 
used only secondary data.

Consent

All authors consent to the publication of this work.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

Data available on reasonable request to the authors.

References

1. Public Health England, “Commissioning Better Oral Health for Vul-
nerable Older People,” (2018), https:// assets. publi shing. servi ce. gov. 
uk/ media/  5b913 0d140 f0b64 afcf0 493b/ CBOH_ VOP_ V16_ Final_ WO_ 
links. pdf.

2. British Dental Association, “Dentists: Care Home Residents Baring 
Brunt of Access Crisis,” (2023), https:// www. bda. org/ media -  centre/ 
denti sts-  care-  home-  resid ents-  barin g-  brunt -  of-  acces s-  crisis/ .

3. C. Quince, Low Expectations: Attitudes on Choice, Care and Com-
munity for People With Dementia in Care Homes (Alzheimer's Society, 
2013), https:// www. alzhe imers. org. uk/ sites/  defau lt/ files/  migra te/ 
downl oads/ alzhe imers_ socie ty_ low_ expec tatio ns_ report. pdf.

4. M. Morgan and N. Monaghan, “Wales Care Home Dental Survey 
2010–11,” (2012), https:// www. cardi ff. ac. uk/__ data/ assets/ pdf_ file/ 
0010/ 47755/  WALES -  CARE-  HOME. pdf.

5. J. Porter, A. Ntouva, A. Read, M. Murdoch, D. Ola, and G. Tsakos, 
“The Impact of Oral Health on the Quality of Life of Nursing Home 
Residents,” Health and Quality of Life Outcomes 13, no. 1 (2015): 102.

6. A. Sheiham, J. G. Steele, W. Marcenes, G. Tsakos, S. Finch, and A. 
W. G. Walls, “Prevalence of Impacts of Dental and Oral Disorders and 
Their Effects on Eating Among Older People; a National Survey in Great 
Britain,” Community Dentistry and Oral Epidemiology 29, no. 3 (2001): 
195–203.

7. D. Locker, D. Matear, M. Stephens, and A. Jokovic, “Oral Health- 
Related Quality of Life of a Population of Medically Compromised El-
derly People,” Community Dental Health 19 (2002): 90–97.

8. C. Goodman, T. Dening, A. L. Gordon, et al., “Effective Health Care 
for Older People Living and Dying in Care Homes: A Realist Review,” 
BMC Health Services Research 16 (2016): 1–14.

9. Office for National Statistics, “Older People Living in Care Homes in 
2021 and Changes Since 2011,” (2023), https:// www. ons. gov. uk/ peopl 
epopu latio nandc ommun ity/ birth sdeat hsand marri ages/ ageing/ artic 
les/ older peopl elivi nginc areho mesin 2021a ndcha ngess ince2 011/ 2023-  
10-  09# cite-  this-  article.

10. N. Cook, A. Kelly, S. Kanagasingam, and N. Tagiyeva, “Let Us Talk 
About It: An Exploratory Qualitative Study of Older Adults' Priorities 
for Oral Health in North West England,” Gerodontology 41, no. 1 (2023): 
28–39.

11. R. Patel, M. Mian, C. Robertson, N. B. Pitts, and J. E. Gallagher, “Cri-
sis in Care Homes: The Dentists Don't Come,” BDJ Open 7, no. 20 (2021): 
1–6.

12. M. S. Hopcraft and A. C. L. Holden, “Australian Dental Practitioner 
Attitudes to Expanding Medicare to Include More Dental Services,” 
Australian Dental Journal 70 (2025): 171–180.

13. Justice in Ageing, Expanding Medicare to Include Dental: A Path to 
Better Oral Health in Nursing Facilities (S.L.: Justice in Ageing, 2025).

14. M. Vigild, “Dental Caries and the Need for Treatment Among Insti-
tutionalized Elderly,” Community Dentistry and Oral Epidemiology 17 
(1989): 102–105.

15. M. Kelleher and K. Lewis, “‘Satisficing’ in Dentistry: Who Decides? 
Who Benefits?,” Dental Update 51, no. 2 (2024): 707–709.

16. A. Geddis- Regan and G. Walton, “A Guide to Treatment Planning 
in Complex Older Adults,” British Dental Journal 225 (2018): 395–399.

17. S. Glover and R. Kabir, “Improving Dental Access and Oral Health of 
Older Adults Living in Residential Care: A Qualitative Research,” Euro-
pean Journal of General Dentistry 10 (2021): 1–7.

18. C. R. Vernazza, G. Taylor, C. Donaldson, et al., “How Does Prior-
ity Setting for Resource Allocation Happen in Commissioning Dental 
Services in a Nationally Led, Regionally Delivered System: A Qualita-
tive Study Using Semistructured Interviews With NHS England Dental 
Commissioners,” BMJ Open 9 (2019): e024995.

19. D. B. Berkey, R. G. Berg, R. L. Ettinger, A. Mersel, and J. Mann, “The 
Old- Old Dental Patient: The Challenge of Clinical Decision- Making,” 
Journal of the American Dental Association 127, no. 3 (1996): 321–332.

20. X. Chen, J. J. Clark, J. S. Preisser, S. Naorungroj, and S. K. Shuman, 
“Dental Caries in Older Adults in the Last Year of Life,” Journal of the 
American Geriatrics Society 61 (2013): 1345–1350.

21. M. Hoben, A. Kent, N. Kobagi, K. T. Huynh, A. Clarke, and M. N. 
Yoon, “Effective Strategies to Motivate Nursing Home Residents in Oral 
Care and to Prevent or Reduce Responsive Behaviors to Oral Care: A 
Systematic Review,” PLoS One 12, no. 6 (2017): e0178913.

22. NICE, Oral Health for Adults in Care Homes (NG48) (National Insti-
tute for Health and Care Excellence, 2016).

23. G. Tsakos, P. R. Brocklehurst, S. Watson, et al., “Improving the Oral 
Health of Older People in Care Homes (TOPIC): A Protocol for a Feasi-
bility Study,” Pilot and Feasibility Studies 7 (2021): 138.

24. L. Weening- Verbree, G. Huisman- de Waal, L. Van Dusseldorp, T. 
van Achterberg, and L. Schoonhoven, “Oral Health Care in Older Peo-
ple in Long Term Care Facilities: A Systematic Review of Implemen-
tation Strategies,” International Journal of Nursing Studies 50, no. 4 
(2013): 569–582.

25. M. Lundqvist, T. Davidson, S. Ordell, O. Sjöström, M. Zimmerman, 
and P. Sjögren, “Health Economic Analyses of Domiciliary Dental Care 
and Care at Fixed Clinics for Elderly Nursing Home Residents in Swe-
den,” Community Dental Health 32, no. 1 (2015): 39–43.

26. J. Gabbay and A. le May, “Mindlines: Making Sense of Evidence in 
Practice,” British Journal of General Practice 66, no. 649 (2016): 402–403.

 1
7
4
1
2
3
5
8
, 0

, D
o
w

n
lo

ad
ed

 fro
m

 h
ttp

s://o
n
lin

elib
rary

.w
iley

.co
m

/d
o
i/1

0
.1

1
1
1
/g

er.7
0
0
5
3
 b

y
 N

IC
E

, N
atio

n
al In

stitu
te fo

r H
ealth

 an
d
 C

are E
x

cellen
ce, W

iley
 O

n
lin

e L
ib

rary
 o

n
 [0

9
/0

2
/2

0
2

6
]. S

ee th
e T

erm
s an

d
 C

o
n

d
itio

n
s (h

ttp
s://o

n
lin

elib
rary

.w
iley

.co
m

/term
s-an

d
-co

n
d
itio

n
s) o

n
 W

iley
 O

n
lin

e L
ib

rary
 fo

r ru
les o

f u
se; O

A
 articles are g

o
v
ern

ed
 b

y
 th

e ap
p

licab
le C

reativ
e C

o
m

m
o
n

s L
icen

se

https://assets.publishing.service.gov.uk/media/5b9130d140f0b64afcf0493b/CBOH_VOP_V16_Final_WO_links.pdf
https://assets.publishing.service.gov.uk/media/5b9130d140f0b64afcf0493b/CBOH_VOP_V16_Final_WO_links.pdf
https://assets.publishing.service.gov.uk/media/5b9130d140f0b64afcf0493b/CBOH_VOP_V16_Final_WO_links.pdf
https://www.bda.org/media-centre/dentists-care-home-residents-baring-brunt-of-access-crisis/
https://www.bda.org/media-centre/dentists-care-home-residents-baring-brunt-of-access-crisis/
https://www.alzheimers.org.uk/sites/default/files/migrate/downloads/alzheimers_society_low_expectations_report.pdf
https://www.alzheimers.org.uk/sites/default/files/migrate/downloads/alzheimers_society_low_expectations_report.pdf
https://www.cardiff.ac.uk/__data/assets/pdf_file/0010/47755/WALES-CARE-HOME.pdf
https://www.cardiff.ac.uk/__data/assets/pdf_file/0010/47755/WALES-CARE-HOME.pdf
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/ageing/articles/olderpeoplelivingincarehomesin2021andchangessince2011/2023-10-09#cite-this-article
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/ageing/articles/olderpeoplelivingincarehomesin2021andchangessince2011/2023-10-09#cite-this-article
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/ageing/articles/olderpeoplelivingincarehomesin2021andchangessince2011/2023-10-09#cite-this-article
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/ageing/articles/olderpeoplelivingincarehomesin2021andchangessince2011/2023-10-09#cite-this-article


20 Gerodontology, 2026

27. J. Gabbay and A. L. May, “Evidence Based Guidelines or Collectively 
Constructed ‘Mindlines’? Ethnographic Study of Knowledge Manage-
ment in Primary Care,” BMJ (Clinical Research ed.) 329, no. 7473 (2004): 
1249–1252.

28. J. Langley, R. Wassall, A. Geddis- Regan, et al., “Putting Guidelines 
Into Practice: Using Co- Design to Develop a Complex Intervention 
Based on NG48 to Enable Care Staff to Provide Daily Oral Care to Older 
People Living in Care Homes,” Gerodontology 40 (2023): 112–126.

29. B. B. Bolmsjö, E. L. Strandberg, P. Midlöv, and A. Brorsson, “‘It Is 
Meaningful; I Feel That I Can Make a Difference’—A Qualitative Study 
About Gps' Experiences of Work at Nursing Homes in Sweden,” BMC 
Family Practice 16 (2015): 111.

30. Z. Munn, C. Tufanaru, and E. Aromataris, “Recognition of the 
Health Assistant as a Delegated Clinical Role and Their Inclusion in 
Models of Care: A Systematic Review and Meta- Synthesis of Qualitative 
Evidence,” International Journal of Evidence- Based Healthcare 11, no. 
1 (2013): 3–19.

31. G. Rubin, R. V. Balaji, and R. Barcikowski, “Barriers to Nurse/Nurs-
ing Aide Communication: The Search for Collegiality in a Southeast 
Ohio Nursing Home,” Journal of Nursing Management 17, no. 7 (2009): 
822–832.

32. S. Soklaridis, P. Ravitz, G. Adler Nevo, and S. Lieff, “Relationship- 
Centred Care in Health: A 20- Year Scoping Review,” Patient Experience 
Journal 3 (2016): 130–145.

33. T. Greenhalgh, J. Wherton, P. Sugarhood, S. Hinder, R. Procter, and 
R. Stones, “What Matters to Older People With Assisted Living Needs? 
A Phenomenological Analysis of the Use and Non- Use of Telehealth and 
Telecare,” Social Science & Medicine 93 (2013): 86–94.

34. T. Greenhalgh, R. Snow, S. Ryan, S. Rees, and H. Salisbury, “Six ‘Bi-
ases’ Against Patients and Carers in Evidence- Based Medicine,” BMC 
Medicine 13 (2015): 200.

35. C. May, G. Allison, A. Chapple, et al., “Framing the Doctor- Patient 
Relationship in Chronic Illness: A Comparative Study of General Practi-
tioners' Accounts,” Sociology of Health & Illness 26, no. 2 (2004): 135–158.

36. S. Gurung and H. Chaudhury, “Relationship- Centered Care and the 
‘Senses’ Framework,” Journal of Dementia Care 16, no. 1 (2008): 26–28.

37. R. Pritchett, C. Exley, C. Carroll, and R. Wassall, A Qualitative Ev-
idence Synthesis to Explore Relationship- Centred Dental Care for Older 
People Living in Care Homes (Prospero, 2024), https:// www. crd. york. ac. 
uk/ PROSP ERO/ view/ CRD42 02455 0637.

38. C. Carroll, A. Booth, and K. Cooper, “A Worked Example of ‘Best 
Fit’ Framework Synthesis: A Systematic Review of Views Concerning 
the Taking of Some Potential Chemopreventive Agents,” BMC Medical 
Research Methodology 11 (2011): 29.

39. C. Carroll, A. Booth, J. Leaviss, and J. Rick, “‘Best Fit’ Framework 
Synthesis: Refining the Method,” BMC Medical Research Methodology 
13 (2013): 37.

40. M. Dixon- Woods, “Using Framework- Based Synthesis for Conduct-
ing Reviews of Qualitative Studies,” BMC Medicine 9 (2011): 39.

41. A. Bradshaw, S. Ostler, C. Goodman, et al., “Provision of Palliative 
and End- Of- Life Care in UK Care Homes During the COVID- 19 Pan-
demic: A Mixed Methods Observational Study With Implications for 
Policy,” Frontiers in Public Health 11 (2023): 1058736.

42. A. Cooke, D. Smith, and A. Booth, “Beyond PICO: The SPIDER Tool 
for Qualitative Evidence Synthesis,” Qualitative Health Research 22 
(2012): 1435–1443.

43. Critical Appraisal Skills Programme, “CASP Qualitative Research 
Checklist,” (2018), https:// casp-  uk. net/ casp-  tools -  check lists/  quali tativ 
e-  studi es-  check list/ .

44. Y. Chandra and L. Shang, “Chapter 8 Inductive Coding,” in Quali-
tative Research Using R: A Systematic Approach (Springer Nature, 2019).

45. K. Aagaard, G. J. Meléndez- Torres, and C. Overgaard, “Improving 
Oral Health in Nursing Home Residents: A Process Evaluation of a 
Shared Oral Care Intervention,” Journal of Clinical Nursing 29 (2020): 
3392–3402.

46. H. Hoang, T. Barnett, G. Maine, and L. Crocombe, “Aged Care 
Staff 's Experiences of ‘Better Oral Health in Residential Care Training’: 
A Qualitative Study,” Contemporary Nurse 54, no. 3 (2018): 268–283.

47. I. G. Johnson, M. Z. Morgan, and R. J. Jones, “Oral Care, Loss of Per-
sonal Identity and Dignity in Residential Care Homes,” Gerodontology 
40 (2023): 200–206.

48. J. Gomez- Rossi, J. Schwartzkopff, A. Müller, et al., “Health Policy 
Analysis on Barriers and Facilitators for Better Oral Health in German 
Care Homes: A Qualitative Study,” BMJ Open 12 (2022): e049306.

49. T. Patterson- Norrie, A. R. Villarosa, A. C. Kong, et al., “Oral Health 
in Residential Aged Care: Perceptions of Nurses and Management 
Staff,” Nursing Open 7 (2019): 536–546.

50. A. Tynan, L. Deeth, and D. McKenzie, “An Integrated Oral Health 
Program for Rural Residential Aged Care Facilities: A Mixed Methods 
Comparative Study,” BMC 18 (2018): 515.

51. P. Maramaldi, T. Cadet, S. L. Burke, et al., “Oral Health and Cancer 
Screening in Long- Term Facilities: Motivation and Opportunity as In-
tervention Targets,” Gerodontology 35 (2018): 407–416.

52. K. F. Britton, A. Durey, M. J. O'Grady, and L. M. Slack- Smith, “Does 
Residential Aged Care Need Dental Professionals? A Qualitative Study 
on Dental Professionals' Perceptions in Australia,” Gerodontology 33 
(2016): 554–561.

53. L. Hearn and L. Slack- Smith, “Engaging Dental Professionals in 
Residential Aged- Care Facilities: Staff Perspectives Regarding Access 
to Oral Care,” Australian Journal of Primary Health 22 (2016): 445–451.

54. M. V. Taverna, C. Nguyen, R. Wright, J. W. Tysinger, and H. M. So-
renson, “Iatro- Compliance: An Unintended Consequence of Excessive 
Autonomy in Long Term Care Facilities,” Journal of Dental Hygiene 88, 
no. 1 (2014): 53–60.

55. I. M. Wårdh and M. B. Wikström, “Long- Term Effects of Using Oral 
Care Aides at a Nursing Home for Elderly Dependent Residents—A 
Pilot Study,” Special Care in Dentistry 34, no. 2 (2014): 64–69.

56. P. Maramaldi, T. Cadet, S. Burke, et al., “Administrators' Perceptions 
of Oral Health Care and Cancer Screening in Long- Term Care Nursing 
Facilities,” Journal of Applied Gerontology 38, no. 10 (2019): 1391–1420.

57. A. R. Villarosa, S. Clark, A. C. Villarosa, et  al., “Promoting Oral 
Health Care Among People Living in Residential Aged Care Facilities: 
Perceptions of Care Staff,” Gerodontology 35 (2018): 177–184.

58. M. J. Page, J. E. McKenzie, P. M. Bossuyt, et al., “The PRISMA 2020 
Statement: An Updated Guideline for Reporting Systematic Reviews,” 
BMJ 372 (2021): n71.

59. P. Hedley- Takhar, A. Jimenez- Aranda, V. Lanfranchi, S. Pownall, L. 
Sproson, and W. B. Tindale, “A User- Centred Approach to Digitalising 
Care Homes. [Book Auth.] Intelligent Systems Reference Library,” in 
Design of Assistive Technology for Ageing Populations (Springer, 2020).

60. L. C. Gray, S. Edirippulige, A. C. Smith, et al., “Telehealth for Nurs-
ing Homes: The Utilization of Specialist Services for Residential Care,” 
Journal of Telemedicine and Telecare 18 (2012): 142–146.

61. M. P. Kelly, I. Heath, J. Howick, and T. Greenhalgh, “The Impor-
tance of Values in Evidence- Based Medicine,” BMC Medical Ethics 16, 
no. 1 (2015): 69.

62. P. Nilsen and S. Bernhardsson, “Context Matters in Implementation 
Science: A Scoping Review of Determinant Frameworks That Describe 
Contextual Determinants for Implementation Outcomes,” BMC Health 
Services Research 19 (2019): 189–210.

63. P. Brocklehurst, J. Langley, R. Wassall, et  al., “A Theoretically- 
Informed Process Evaluation in Parallel to a Feasibility Study of a 

 1
7
4
1
2
3
5
8
, 0

, D
o
w

n
lo

ad
ed

 fro
m

 h
ttp

s://o
n
lin

elib
rary

.w
iley

.co
m

/d
o
i/1

0
.1

1
1
1
/g

er.7
0
0
5
3
 b

y
 N

IC
E

, N
atio

n
al In

stitu
te fo

r H
ealth

 an
d
 C

are E
x

cellen
ce, W

iley
 O

n
lin

e L
ib

rary
 o

n
 [0

9
/0

2
/2

0
2

6
]. S

ee th
e T

erm
s an

d
 C

o
n

d
itio

n
s (h

ttp
s://o

n
lin

elib
rary

.w
iley

.co
m

/term
s-an

d
-co

n
d
itio

n
s) o

n
 W

iley
 O

n
lin

e L
ib

rary
 fo

r ru
les o

f u
se; O

A
 articles are g

o
v
ern

ed
 b

y
 th

e ap
p

licab
le C

reativ
e C

o
m

m
o
n

s L
icen

se

https://www.crd.york.ac.uk/PROSPERO/view/CRD42024550637
https://www.crd.york.ac.uk/PROSPERO/view/CRD42024550637
https://casp-uk.net/casp-tools-checklists/qualitative-studies-checklist/
https://casp-uk.net/casp-tools-checklists/qualitative-studies-checklist/


21Gerodontology, 2026

Complex Oral Health Intervention Using NICE Guidelines in a Care 
Home Setting,” Community Dentistry and Oral Epidemiology 53, no. 2 
(2025): 152–159.

64. Care Quality Commission, Smiling Matters: Oral Health Care in 
Care Homes Progress Report (Care Quality Commission, 2023).

65. A. Geddis- Regan, “Dental Care for People Living With Dementia: 
Current Challenges and Planning for the Future. The UK Perspective,” 
Community Dental Health 40 (2023): 125–130.

66. L. Janssens, I. Phlypo, A. Geddis- Regan, M. Petrovic, and B. Jans-
sens, “Care Home Managers' Perspectives on Domiciliary Dental Care: 
A Qualitative Study,” BMC Geriatrics 25 (2025): 323.

67. H. Raison, H. Parsley, Z. Shah, T. D. Manangazira, and Y. Dailey, 
“Foundation Dentists' Attitudes and Experiences in Providing Dental 
Care for Dependant Older Adults Resident in Care Home Settings,” BDJ 
Open 11 (2025): 3.

68. K. West, J. Saunders, and L. Slack- Smith, “Integrating Dental Pro-
fessionals Into Aged Care With Focus on Australia: A Scoping Review,” 
Gerodontology 42 (2025): 147–164.

69. I. B. Bhamra, J. E. Gallagher, and R. Patel, “Telehealth Technologies 
in Care Homes: A Gap for Dentistry?,” Journal of Public Health 46, no. 
1 (2024): e106–e135.

70. I. Iyamu, L. Plottel, M. E. Snow, et  al., “Culture Change in Long- 
Term Care- Post COVID- 19: Adapting to a New Reality Using Estab-
lished Ideas and Systems,” Canadian Journal on Aging 42, no. 2 (2023): 
351–358.

71. C. O'Neill, P. R. Brocklehurst, S. Syed, et al., “A Feasibility Study of 
the Costs and Consequences of Improving the Oral Health of Older Peo-
ple in Care Homes: Findings From the TOPIC Study,” BMC Oral Health 
25 (2025): 1062.

72. G. Tsakos, P. R. Brocklehurst, S. Syed, et al., “Improving the Oral 
Health of Older People in Care Homes: Results From a Randomised 
Feasibility Study,” Community Dentistry and Oral Epidemiology 53, no. 
4 (2025): 413–423.

73. K. Warmouth, A. Aylward, and C. Goodman, “Care Homes and Pri-
mary Care in England Working Together: A Multi- Method Qualitative 
Study,” Journal of Health Services Research & Policy 30, no. 2 (2025): 
127–135.

74. F. Toye, K. Seers, N. Allcock, et al., “‘Trying to Pin Down Jelly’—
Exploring Intuitive Processes in Quality Assessment for Meta- 
Ethnography,” BMC Medical Research Methodology 13 (2013): 46.

75. K. Porritt, C. Evans, C. Bennett, et al., “Systematic Reviews of Quali-
tative Evidence,” in JBI Manual for Evidence Synthesis (JBI, 2024).

76. P. A. Vandenbulcke, J. de Almeida Mello, V. Cornette, et al., “Nurs-
ing Home Residents' Perspectives on Oral Health: An In- Depth Inter-
view Study,” International Journal of Nursing Studies Advances 6 (2024): 
100198.

Supporting Information

Additional supporting information can be found online in the 
Supporting Information section. Table S1: Supportive quotes for quali-
tative evidence synthesis findings. 

Appendix 1

Excluded Studies

Lewis, A., Harvery, G., Hogan, M., & Kitson, A. (2019) Can oral health-
care for older people be embedded into routine community aged care 
practice? International Journal of Nursing Studies 94 (2019) 32–41 
https:// doi. org/ 10. 1016/j. ijnur stu. 2018. 12. 016.

Ahmad, B., Landes, D., & Moffatt, S. Dental Public Health In Action: 
Barriers to oral healthcare provision for older people in residential 
and nursing care homes: A mixed method evaluation and strategy 

development in County Durham, North East England. Community 
Dental Health (2018) 35, 136–139 doi:10.1922/CDH_4143Ahmad04.

Kohli, R., Nelson, S., Ulrich, S. et al. (2017) Dental care practices and 
oral health training for professional caregivers in long- term care facil-
ities: An interdisciplinary approach to address oral health disparities. 
Geriatric Nursing 38296e301 https:// doi. org/ 10. 1016/j. gerin urse. 2016. 
11. 008.

Szabo, K. B., Boyd, L. D. & LaSpina, L. M. (2018) Educational 
Preparedness to Provide Care for Older Adults in Alternative Practice 
Settings: Perceptions of dental hygiene practitioners. The Journal of 
Dental Hygiene 16 Vol. 92 (6) 16–23.

Gaszynska, E., Szatko, F., Godala, M. & Gaszynski, T. (2014) Oral health 
status, dental treatment needs, and barriers to dental care of elderly 
care home residents in Lodz, Poland. Clinical Interventions in Aging 
2014:91637–1644.

Wallace, J.P., Blinkhorn, F. A., Blinkhorn, A. S. et  al. (2014) Dental 
Hygiene Students' Views on a Service- Learning Residential Aged Care 
Placement Program. The Journal of Dental Hygiene, 88 (5) 309–315.

Hardgraves, V. M., Mitchell, T. V., Hanson, C. & Simmer- Beck, M. A 
Qualitative Analysis of Oral Health Care Needs in Arkansas Nursing 
Facilities: The Professional Role of the Dental Hygienist. The Journal of 
Dental Hygiene, 88 (6) 353–363.

Gopalakrishnan, A., Kahu, E., Jones, L. & Brunton, P. (2019) Access and 
barriers to oral health care for dependent elderly people living in rest 
homes. Gerodontology;36:149–155.

Wagner, S., Rosian- Schikuta & Cabral, J. (2022) Oral- care adherence. 
Service design for nursing homes—initial caregiver reactions and socio- 
economic analysis. German Medical Science 20 1–10.

Patel, R., Robertson, C. & Gallagher, J. E. (2017) Collaborating for oral 
health in support of vulnerable older people: Co- production of oral 
health training in care homes. Journal of Public Health; 41 (1) 64–169. 
Doi:10.1093/pubmed/fdx162.

McNally, M., Martin- Misener, R., McNeil, K. et al. (2015) Implementing 
Oral Care Practices and Policy Into Long- Term Care: The Brushing up 
on Mouth Care Project. JAMDA; 16, 2007–207. https:// doi. org/ 10. 1016/j. 
jamda. 2014. 08. 018.

Watson, F., Tomson, M., Morris, A. J. et al. (2015) West Midlands Care 
Home Dental Survey 2011: Part 1. Results of questionnaire to care 
home managers. British Dental Journal 219: 343–346. DOI: 10.1038/
sj.bdj.2015.757.

 1
7
4
1
2
3
5
8
, 0

, D
o
w

n
lo

ad
ed

 fro
m

 h
ttp

s://o
n
lin

elib
rary

.w
iley

.co
m

/d
o
i/1

0
.1

1
1
1
/g

er.7
0
0
5
3
 b

y
 N

IC
E

, N
atio

n
al In

stitu
te fo

r H
ealth

 an
d
 C

are E
x

cellen
ce, W

iley
 O

n
lin

e L
ib

rary
 o

n
 [0

9
/0

2
/2

0
2

6
]. S

ee th
e T

erm
s an

d
 C

o
n

d
itio

n
s (h

ttp
s://o

n
lin

elib
rary

.w
iley

.co
m

/term
s-an

d
-co

n
d
itio

n
s) o

n
 W

iley
 O

n
lin

e L
ib

rary
 fo

r ru
les o

f u
se; O

A
 articles are g

o
v
ern

ed
 b

y
 th

e ap
p

licab
le C

reativ
e C

o
m

m
o
n

s L
icen

se

https://doi.org/10.1016/j.ijnurstu.2018.12.016
https://doi.org/10.1922/CDH_4143Ahmad04
https://doi.org/10.1016/j.gerinurse.2016.11.008
https://doi.org/10.1016/j.gerinurse.2016.11.008
https://doi.org/10.1093/pubmed/fdx162
https://doi.org/10.1016/j.jamda.2014.08.018
https://doi.org/10.1016/j.jamda.2014.08.018
https://doi.org/10.1038/sj.bdj.2015.757
https://doi.org/10.1038/sj.bdj.2015.757

	A Qualitative Evidence Synthesis to Explore Relationship-Centred Dental Care for Older People Living in Care Homes
	ABSTRACT
	1   |   Introduction
	2   |   Materials and Methods
	2.1   |   Objectives
	2.2   |   Method: Framework Synthesis
	2.3   |   Inclusion Criteria for Primary Research Studies
	2.4   |   Literature Search Strategy
	2.5   |   Quality Assessment
	2.6   |   Data Extraction and Synthesis

	3   |   Results
	3.1   |   Characteristics of Included Studies
	3.2   |   Quality of Included Studies
	3.3   |   Synthesis and the Conceptual Framework
	3.4   |   Synthesised Findings
	3.4.1   |   Theme 1: Relationship-Centred Care
	3.4.1.1   |   Sub-Theme 1: Assigning Responsibility to Daily Oral Care and Dentistry.  
	3.4.1.2   |   Sub-Theme 2: Residents Feeling Trapped/Powerless, With Resignation and Lack of Agency Towards Their Oral Care.  
	3.4.1.3   |   Sub-Theme 3: Relevance of Oral Health to Residents' Personal Identity and Maintain Sense of Self.  

	3.4.2   |   Theme 2: Integration Between Dentistry, Care Homes and the Wider Health and Social Care Systems
	3.4.2.1   |   Sub-Theme 1: Organisational Factors.  
	3.4.2.2   |   Sub-Theme 2: Financial Factors.  
	3.4.2.3   |   Sub-Theme 3: Legislation and Contractual Factors.  
	3.4.2.4   |   Sub-Theme 4: Physical Factors.  
	3.4.2.5   |   Sub-Theme 5: Adaptive Individualised Care, Based on Context.  

	3.4.3   |   Theme 3: Digital Services
	3.4.4   |   Theme 4: Workforce Support
	3.4.4.1   |   Sub-Theme 1: Time Pressures and Staff Turnover.  
	3.4.4.2   |   Sub-Theme 2: Relational Working Between Care Home Staff and the Dental Team.  
	3.4.4.3   |   Sub-Theme 3: Practical Techniques for Oral Hygiene.  
	3.4.4.4   |   Sub-Theme 4: Staff Training Opportunities and Knowledge.  
	3.4.4.5   |   Sub-Theme 5: Working Conditions for the Dental Team.  

	3.4.5   |   Theme 5: Parity of Esteem
	3.4.5.1   |   Sub-Theme 1: Respect for Dentistry Compared to Other Medical Issues.  
	3.4.5.2   |   Sub-Theme 2: Value the Dental Team and Care Staff Place for Supporting Oral Health Within Care Homes.  



	4   |   Discussion
	4.1   |   Limitations
	4.2   |   Conclusions

	Author Contributions
	Acknowledgements
	Funding
	Ethics Statement
	Consent
	Conflicts of Interest
	Data Availability Statement
	References
	 Appendix 1


