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ABSTRACT

Objective: This study aimed to explore the thoughts and feelings of stroke patients and their carers (family/guardians) about oral
care during hospitalisation, and (in turn) inform future research and service development.

Background: Stroke is a leading cause of adult disability and associated physical and cognitive impairments can compromise
oral care and oral health-related quality of life. Despite its importance, oral care is under-researched in stroke services, with
limited evidence to underpin clinical guidelines, particularly from the perspective of patients and carers.

Materials and Methods: Qualitative research based on interpretive inquiry. A convenience sample of 10 patients requiring as-
sistance with oral care and six carers of stroke patients who lacked capacity were recruited from two Stroke Units from two large
teaching hospitals in the Northwest of England, UK. Semi-structured interviews explored participants’ experiences of oral care
during hospital admission. Interviews were transcribed verbatim and analysed using Framework analysis.

Results: Five main themes were identified: Attitudes to oral health; In-hospital oral care; Factors affecting in-hospital oral care;
Impact on the patient; and Facilitators to oral care. Patient and carers explained that having the opportunity to address their oral
care and oral comfort was important for their well-being.

Conclusion: Oral care is an essential but often overlooked aspect of stroke recovery, with patients and carers valuing comfort
and hygiene despite inconsistent provision. Embedding routine assessment, reliable resources, staff education and family in-
volvement into stroke protocols could reduce complications and establish oral care as a standard, patient-centred practise.

1 | Introduction

In the UK, over 100,000 people have a stroke annually, and there
are 1.3million stroke survivors [1]. Although age-standardised
rates of stroke appear to be reducing [2]. Stroke numbers do con-
tinue to increase across most areas of the world in both high
and low income countries [3]. Stroke is the leading cause of
adult disability, and strokes can affect people's performance of
everyday care activities. For some stroke patients, their physical
and cognitive dependencies affect their ability to perform oral
care and maintain oral health. Oral care is essential for many

reasons: maintaining a healthy oral cavity, preventing compli-
cations and maintaining psychological well-being and quality of
life [4-8]. There is increasing evidence supporting an associa-
tion between high colonisation of oral pathogenic bacteria and
chest infection or pneumonia in patients who are medically ill,
immuno-compromised, or dependent on others for their oral
care [9-13]. In an acute stroke population, dependent stroke pa-
tients are more at risk of developing a chest infection in the first
few weeks of stroke, with 10% developing a chest infection in
hospital [14, 15]. Increasing both length of stay in hospital and
mortality [14, 16, 17]. Good oral care may contribute to reducing
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the risk of chest infection and pneumonia and improve long
term outcomes [17].

The impact of oral care on health and well-being post-stroke has
been explored with oral health-related quality of life question-
naires; issues such as reduced ability to chew, halitosis and a
feeling that the oral cavity was dirty were found to impact on
people's well-being and quality of life [4-8]. Facilitating oral
care is essential post-stroke, as it impacts patient outcomes and
psychological well-being [4].

Despite the importance of oral care, worldwide guidance is
limited with little or no evidence to support the recommen-
dations. The National Clinical Guidelines for Stroke for the
United Kingdom and Ireland [18] provide some guidance with
regard to oral care interventions, frequency of interventions
and staff and family training in providing oral care [19, 20]. The
American Heart Association/American Stroke Association [21]
and European Stroke Organisation [22] recommendations are
medically focused and advocate that oral care protocols should
be considered to reduce the risk of pneumonia in patients with
dysphagia.

Lack of evidence underpinning guidelines worldwide would
suggest that oral care is under-researched. Oral care provision
remains a low priority in the hierarchy of care, due to the lack
of evidence and being under-resourced. More robust research in
oral care may improve service provision, but it would require
service-user consultation using qualitative methodologies to
ensure research evidence and service developments meet their
needs and expectations [23, 24]. This study was part of a post-
graduate portfolio of research aimed to explore the thoughts
and feelings of stroke patients and their carers (family/guard-
ians) regarding oral care received whilst in hospital and to in-
form future research in the delivery of oral care in this patient
population.

2 | Materials and Methods

An Interpretative Inquiry approach was used. Interpretive
Inquiry is a method that allows researchers to gain a greater
understanding of people's experiences of ill health and subse-
quently to inform clinical understanding [25]. This method al-
lows researchers to use their a priori knowledge, such as people’s
experience of nursing, stroke care and the oral assessment liter-
ature to inform the study. Semi-structured interviews were used
to capture the patients’ and carers' experiences of oral care.

2.1 | Setting and Recruitment

A convenience sample of patients was recruited from a pre-
selected population to enable exploration of oral care expe-
riences across the hospital pathway and different providers.
Patients who could consent independently and carers of those
patients who lacked capacity to consent were recruited from
two Stroke Units from two large teaching hospitals in the
Northwest of England, UK: a combined Acute Stroke Unit with
a Rehabilitation Unit based on the one hospital ward (CASRU)
and a single Stroke Rehabilitation Unit (SRU).

Patients were eligible for inclusion in the study if they were
over 18years of age, had been admitted with a new diagnosis
of stroke and required assistance with oral care, and were able
to provide consent to participate in an interview. Patients with
expressive dysphasia could participate if they were able to make
their wishes known. Patients were excluded if they were medi-
cally unstable or did not consent to participate. Exclusion was
determined by the clinical team.

Carers were eligible to participate in the study if they were a
carer or relative of a patient who had been admitted with a new
diagnosis of stroke and required assistance with their oral care,
lacked capacity, and were unable to provide consent. The carer
also had to be over 18years of age and consented to participate
in an interview.

Potential participants were initially approached by a member of
the clinical team at each unit; they were provided with an infor-
mation leaflet and advised that participation was voluntary and
that their care would not be affected if they did not participate.
Interested individuals were then introduced to Researcher A,
who arranged a meeting to explain the study in detail, answer
questions and assess capacity to provide informed consent. At
the time, Researcher A confirmed the patient's understanding of
the study, explained its voluntary nature and their right to with-
draw at any time without consequence. Participants were given
a minimum of 24 h to consider participation.

2.2 | Data Collection

Data were collected on the patients’ age, sex, dentition, side af-
fected by the stroke, severity of stroke according to the Oxford
Community Stroke Project Classification (OCSP) [26], presence
of dysphagia and feeding method. Total Anterior Circulation
Syndrome strokes (TACS) were classed as severe; Partial
Anterior Circulation Syndrome strokes (PACS) were classed as
moderate; and Lacunar Syndrome stroke (LACS) were classed
as mild.

Interviews were conducted by Researcher A, guided by a semi-
structured interview schedule. In interpretive research, the re-
searcher guides the data collection to answer a specific question.
Using a priori knowledge and information gathered from the
literature, an interview schedule was developed to explore the
patient and carer’s thoughts and feelings of their experiences of
oral care in a hospital setting. To ensure relevant areas of discus-
sion were included, prior to the commencement of the data col-
lection, the interview schedule was piloted with a small number
of staff and refined according to their feedback.

Following consent, the interviews were conducted at a time and
place that was convenient to the participant, in a quiet room in
the hospital. Participants who were unable to leave their bed
were interviewed by the bedside with the curtains drawn to pro-
vide some privacy. Interviews were of 30-45min duration.

All interviews were digitally audio-recorded, and the recordings
were anonymised and stored on a secure computer until they
were transcribed verbatim. All participants had the opportunity
to verify the content of the transcript.
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2.3 | Data Analysis

Data synthesis was undertaken using Framework Analysis
[27]. This is a systematic process which is flexible and can be
adapted to many qualitative approaches to generate themes
and sub-themes (Figure 1). Each transcript was uploaded to
Atlas ti and read several times by Researcher A. Initial notes
and comments were annotated in the margin and themes were
identified.

2.3.1 | Rigour and Reflexivity

Researcher A is a registered nurse with over 20years’ expe-
rience in older people’s and stroke care, with a background in
research, education and service development. Their interest in
oral care stems from both clinical observations and personal
values, which they acknowledge may influence their perspec-
tive. Reflexivity was maintained throughout to minimise bias
and ensure rigour. Trustworthiness and rigour were maintained
via two researchers reviewing a sample of the transcripts. This
included Researcher A and Researcher B (who was an experi-
enced qualitative researcher) randomly coding one-third of the
transcripts independently. Once Researchers A and B had im-
mersed themselves in the data, they met to discuss their initial
ideas. Themes and subthemes' names were agreed and where
there were differences a discussion took place as to the coding
that accurately presented participants’ perspectives.

2.4 | Ethical Considerations

Ethical approval was granted by the National Research Ethics
Service (11/NW/0692) and from the University ethics panel
(BuSHO022). All patients and carers were provided with writ-
ten and verbal information and written informed consent was
gained before the interviews took place.

3 | Results
3.1 | Participant Characteristics

Ten patients were recruited, five patients from the Combined
Acute Stroke and Rehabilitation Unit and five from the Stroke
Rehabilitation Unit. The median age of the patients was 78 years
(Inter Quartile Range [IQR] 68-85). Nine (90%) were female.
Four patients had a left-sided hemiparesis, five had a right-sided
hemiparesis and one had no hemiparesis; three patients were
categorised as having had a ‘severe’ stroke, six were considered
‘moderate’ and one ‘mild’ stroke. Eight patients had dysphagia
at some point during their hospital stay, of whom four had Naso
Gastric (NG) feeds commenced and three were still receiving NG
feeds at the time of the interview. Five of the eight progressed to
a normal diet and fluids, and four still had difficulty controlling
their saliva.

Six carers were recruited, of whom two cared for one pa-
tient. Three carers were recruited from the Combined Acute
Stroke and Rehabilitation Unit and three carers from Stroke
Rehabilitation Unit. The median age of the carers was 52years
(IQR 45-54). Five carers were female, of which four were daugh-
ters of patients, and one a spouse. The male carer was a son.

Five main themes with sub-themes were identified (Figure 2):
Attitudes to oral health; In-hospital oral care; Factors affecting
in hospital oral care; Impact on the patient; and Facilitators to
oral care.

3.2 | Attitudes to Oral Health

This theme captured participants’ personal beliefs, values and
practises related to oral care. It reflected the participants’ per-
ceived importance of oral health through two sub-themes: med-
ical importance and the importance of oral care.

Step 1 Familiarisation
Familiarisation of transcripts

Step 2 Identifying a thematic framework

Step 3 Indexing and charting

Step 4 Mapping and interpretation

Making notes on the script of initial thoughts and immersing self in the data.

Taking the notes made on the transcript, to create key issues and themes that are occurring.
These may reflect topics set out in the interview spine, researcher notes and a priori knowledge.
These themes create the initial categories for the framework.

The scripts are reviewed again and any quotations identified in familiarisation are indexed with
the framework category and a reference is placed in the margin.

Once all the scripts have been indexed the researcher then summarises the thoughts of each
individual into a chart which has been drawn from the framework categories.

All the information in the charts is synthesised to visually see how the themes and subthemes
relate to one another. Mapping aims to answer the key objectives of the research

FIGURE1 | Steps of framework analysis.
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Framework (Index)

Attitude to oral health
Medical importance
Importance of oral care

In-Hospital oral care
Who received oral care
Frequency of care

Factors affecting in hospital oral care
Patients’ ability to perform own oral care
Priority of oral care

Oral care processes

Organisational factors

Impact of the stroke

Impact on the patient
Well-being

Facilitators to oral care
Appropriate resources
Frequency of oral care
Improving the oral care process

FIGURE2 | Themes and sub-themes of patients' and carers' experiences of oral care in-hospital.

3.2.1 | Medical Importance

Three patients felt that oral care was important in preventing
systemic health problems and complications as described by
Patient 1,

Well, I think it's very important for the simple reason
if you don't look after your mouth the germs are going
right through your body.

(Patient 1)

I think it is very important, I mean you don't want
bad breath do you.......... to make them look good and

feel good.
(Patient 5)

Carers also thought that oral care was important in prevent-
ing dental disease and preventing medical complications, for
example,

Yeah, cos I think that that means if you have bad
oral hygiene then you can get infection or things like
thrush or er if you have gum disease. All these things
well T mean people used to die of gum disease in
ancient times cos nobody was doing anything about

the teeth. It's just gets progressively worse.
(Carer 3)

3.2.2 | Importance of Oral Care

Oral health was also viewed by the participants as important
from a personal perspective. Six patients reported that having a
clean, fresh mouth made people feel better, improved well-being
and prevented problems such as halitosis. For example,

Two or three times a day, certainly after food. Very
important because I smoke the brushing, the flossing,
the mouthwash, the gargling.

(Patient 5)

Four relatives described oral care as being very important to
their relatives because they had long established oral care rou-
tines, which included regular cleaning of the teeth and visits to
the dentist. Carer 4's comment illustrates this point,

She was very clear about her mouth hygiene she was
very, we all are in the family, very strict. Yes, all her
own teeth and she's 84. No but she is, erm, but er very
strong on cleaning teeth you know. In fact, she was
told by the dentist once not to brush so hard.

(Carer 4)

Carers had strong views about the importance of oral care
in sick patients. Three carers such as Carer 1 were surprised
about how quickly oral health could deteriorate in stroke
patients.

Again, mouth care is making sure the mouths clean,
you know as best could be. It's like your own oral
hygiene you know you look after that so why can't it
be looked after in a sick patient, I feel disgusted at the
way, I'm not disgusted that's a wrong word, surprised,
very surprised, I never thought somebodies’ mouth

could go like that through lack of care.
(Carer 1)

3.3 | In-Hospital Oral Care

This theme explored the nature, consistency and quality of oral
care provided to patients during their hospital stay. Participants'
comments reflected the practical aspects of care delivery, and
two sub-themes were identified: who received oral care; and the
frequency of oral care.

3.3.1 | Who Received Oral Care

Two patients reported that nurses appeared to determine who
required assistance with oral care without the patient having
had any assessment. Patient 6 felt that dependency was key to
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nurses’ decision-making processes and perceived the nurses
deemed patients as requiring assistance with oral care only if
they were bed-bound or unwell.

I think I wasn't as severe as most of them it was only
as sort off a mild stroke....... I don't think anybody
actually cleans people unless they are absolutely
immobile, I don't think anybody, nobodies cleaned
my teeth.

(Patient 6)

3.3.2 | Frequency of Care

The provision of patients’ oral care was reported as fragmented
by the participants. Patient 8 reported poor oral care provision
in the Acute Stroke Unit but once they were transferred to the
Stroke Rehabilitation Unit, the oral care provision improved.

I could never understand why they never asked you to
clean your teeth (in the acute ward). Unless it was, I
was so, I was so poorly then I couldn't do much at all
then at the time.

(Patient 8)

Three carers also felt that oral care in the Acute Stroke Unit was
limited, and that it was better in the Stroke Rehabilitation Unit,
where more resources and equipment appeared to be available.
For instance, Carer 4 said,

In the latter stages they've dealt with it very well in
the initial stages in the acute stages ... I think it could
have been improved .... Improved quite easily really
with not a great deal of resources would have made
life a lot better for him.

(Carer 4)

3.4 | Factors Affecting In-Hospital Oral Care

The carers identified that their relative's oral cavity and oral care
whilst in hospital were influenced by several factors, including
patients’ ability to perform their own oral care; priority of oral
care; oral care processes; organisational factors and the impact
of the stroke.

3.4.1 | Patients’ Ability to Perform Own Oral Care

The main factor affecting patients’ in-hospital oral care was the
physical impact the stroke had on the patient, which affected
their ability to maintain a healthy moist oral cavity and prevent
complications as described by Carer 3.

Especially in somebody older like my dad I suppose
the nurses almost have to do it for him because he's
not capable at the moment.

(Carer 3)

3.4.2 | Priority of Oral Care

In general, oral care provision was perceived as poor by two of
the carers. Carer 1 even challenged the nurses about the fre-
quency of their mother's oral care,

And I brought up the oral hygiene and again this staff
nurse said well, yeah it does get done. So, I said well,
we can put so many of those swabs in a pot and we
can go back and the same amount of swabs will be in
the pot. So, she said well, the nurses takes their own

trolley around with the swabs on. So, we don't know.
(Carer 1)

One carer suggested that a possible reason for the lack of oral
care provision was because the nursing and medical team saw it
as a low priority, as illustrated by Carer 6.

I It's not seen as the most important thing, is it?
(Carer 6)

3.4.3 | Oral Care Processes

To avoid dentures being lost whilst nil-by-mouth, two patients
said that it appeared that the hospital routine was to send den-
tures home, as illustrated by Patient 1.

I No as I say they took them home with my clothes
because I did not need them.
(Patient 1)

This apparent routine created anxiety for the patients because
they had noticed changes in their mouth and face due to weight
loss whilst in hospital and they were worried the dentures would
not fit again.

A patient highlighted a lack of resources such as a toothbrush
and toothpaste and how this impacted on the quality of oral care
received, saying:

But unfortunately, I didn't pack to come here so I'm
missing various articles.
(Patient 10)

3.4.4 | Organisational Factor

Patients also commented on how they did not want to ask nurses
for oral care assistance because they appeared to be too busy.
Patient 8 said they were willing to forgo their normal daily rou-
tine of cleaning their teeth three times a day whilst they were in
hospital for this reason.

I don't know whether it's because I don't want to
bother them, ask them, say can I clean my teeth again
I don't know.

(Patient 8)
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A carer also felt that the nurses had too many other tasks to pri-
oritise saying,

I Only that they are very busy isn't it.... Busy ward.
(Carer 3)

and another carer felt that nurses did not have enough time
and consequently, patients were reluctant to ask for help. For
example,

(Name) won't ask for anything.... No, no he'll ask me,
but he won't ask anybody else, he won't ask anybody
else.

(Carer 6).

3.4.5 | Impact of the Stroke

All 10 patients reported that many of the physical problems
associated with their stroke such as dysphagia, changes in the
facial muscles and sensation of the oral cavity also impacted
on their oral health and hygiene. The loss of the oral muscle
definition was described by Patient 2 as affecting the wearing
of dentures and their ability to control food, making the oral
cavity feel uncomfortable. Patient 2 also stated loose fitting
dentures affected their ability to communicate with family
and were distressing.

My mouths alright but the teeth drop down now....... I
can't speak properly without them in.
(Patient 2)

All carers acknowledged how the stroke had impacted on pa-
tients' physical ability to attend to their daily oral health routine
as described by Carer 2,

Especially in somebody older like my dad I suppose
the nurses almost have to do it for him because he's
not capable at the moment.

(Carer 2)

3.5 | Impacton the Patient

This theme encompassed patient well-being. The patients said
that the physical condition of the oral cavity was one of the big-
gest factors affecting their wellbeing, describing the physical im-
pact of not receiving oral care as ‘dry’, ‘uncomfortable’, ‘nasty’
and ‘horrible’.

Two patients referred to how oral care impacts on how the oral
cavity feels from a physical perspective and one patient de-
scribed assessing the level of discomfort. For example,

Well, you know when you are so dry I just didn't like
it, it was uncomfortable...it has been horrible.
(Patient 5)

Three patients reported feeling self-conscious, either because
they did not have any dentures in situ or they perceived they
had halitosis that their visitors would be able to smell such as
Patient 8,

It's just cos otherwise you get smelly breath and when
you're talking to people it's embarrassing.... horrible
Yeah it did cos, I kept saying to my husband is my
tongue white.

(Patient 8)

The carers also perceived that a dry or unclean oral cavity must
negatively affect patients' mood and contribute to a feeling of
being unwell. Three carers described how the physical changes
they observed such as ‘thick saliva’, ‘dry cracked lips’ and a ‘thick
coating on the tongue’ could affect communication, preventing
the patient from making their needs known, and causing dis-
tress to the patient. For example,

So, what it must feel like for somebody who's in
hospital and is able to take nothing by mouth that
build up must be massive, And I think also obviously
your teeth are, it's a pet thing of mine if somebody
smiles at me and erm and there's no oral hygiene

obvious then I have to back away.
(Carer 5)

I It must be terrible just lying there and it not feeling
clean.
(Carer 6)

The condition of the oral cavity not only impacted on the patient
but also their carers. One carer wanted to reassure their father
through a loving kiss, but because of the condition of his oral
cavity, they were hesitant in doing this, which made them feel
guilty.

You could see like a real like yellowing filmy stuff over
his teeth then sort of white patchy scaly bits on his
tongue and sometimes it was very very dry, so it was
like a you know snakes skin handbag type of thing it
was really cracked and hard. His tongue yeah and ....
you know round his gums and that sort of thing and
you know your wanting to go and give him a kiss to
reassure him and give him a love but ...at the same time
kind of thinking hmm no, no, and it's awful because
it's your dad and you shouldn't have to feel like that.
(Carer 6)

3.6 | Facilitators to Oral Care

Participants identified several factors that could enhance oral
care provision, encompassed in three sub-themes: appropriate
resources; frequency of oral care; and improving the oral care
processes.
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3.6.1 | Appropriate Resources

Patients identified several issues that could enhance oral care
provision, including appropriate implements to clean teeth
along with having access to resources and equipment that would
promote independence in the bathroom, for example:

I A perching stool in the bathroom. To make sure you
can get to the sink.
(Patient 8)

Two relatives felt that resources were scarce in hospital, and that
patients needed the relevant oral hygiene resources to perform
effective daily oral care, they said that they thought the hospital
should provide these resources if the patients did not have their
own, for example,

I don't know how much hospitals provide but I firmly

believe everybody should be given the means to clean

their teeth even if they don't bring their own in.
(Carer 6)

3.6.2 | Frequency of Oral Care

Along with receiving oral care, its frequency was important to
all patients, saying that it relieved them of some of their oral
symptoms. Patient 3 suggested that oral care should be as fre-
quent as possible and preferably three times a day.

I Everyday...once is practicable, three times though.
(Patient 3)

In addition to receiving oral care, it was important to partici-
pants that oral care was provided at regular intervals. Carer 3
suggested oral care should be 2-3 hourly; their comment implied
that oral care did not appear to happen this regularly. “You know
it's something that could do with doing several times a day re-
ally. As often as can be fitted in. I would say it could really be
done every couple of hours at least’. (Carer 3).

3.6.3 | Improving the Oral Care Process

Suggestions on how the oral care process could be improved
were raised by six patients; Patient 6 especially felt that oral care
should be offered during the morning wash, their comment sug-
gesting that this was not the normal routine.

Just make sure that everybody is aware when they are
washing a patient that they give them the opportunity
to having it done you know having their teeth cleaned
and their mouth washed.

(Patient 6)

Carer 5 felt that oral care was not initiated until patients reached
the ward and they suggested that, to reduce oral complications,
oral care should be attended too as soon as the person reaches
hospital.

I think for me as soon as somebody comes into
hospital very ill, I think oral hygiene should be taken
over straight away before anything has a chance to
build up.

(Carer 5)

Another carer described missed opportunities in providing oral
care during a patient's hospital stay, suggesting the patient en-
countered many different people who had the potential to pro-
vide oral care. This included health professionals, and family
and friends.

I mean the only other thing would have been in the
early stages would have been you know sort of being
told about the oral hygiene so that visitors as a family
could have helped more and do it more because I
mean if we can save a nurse doing a job then that's
something we are quite happy to do but we weren't

really advised about it or told about it.
(Carer 4)

4 | Discussion

This qualitative study identified five interrelated themes de-
scribing how patients and carers experience oral care in hos-
pital following admission for acute stroke: attitudes to oral
health, in-hospital oral care, factors affecting care, impact
on the patient and carer and facilitators to oral care. Across
the pathway, patients and carers alike thought that oral care
was valued but frequently fragmented and inconsistently re-
sourced, particularly in the acute phase. One aspect that stood
out was the impact oral comfort (dryness, coating, halito-
sis) had on patients’ well-being and social confidence. Study
participants also highlighted inconsistent opportunities and
limited availability of resources to aid oral self-care or receive
timely assistance. The findings suggest a need for routine as-
sessment of patients' oral comfort and ability to self-manage
their oral care.

Patients’ prioritisation of comfort and well-being is consistent
with previous research that shows that stroke survivors com-
monly experience oral symptoms such as xerostomia, chewing
difficulty, and denture problems that compromise oral health-
related quality of life (OHRQoL) and affect mood, social interac-
tion and motivation for recovery [6, 7]. Importantly, many stroke
patients judge oral health through sensory feedback (clean/
fresh vs. dry/uncomfortable), suggesting that patient-reported
comfort could be a practical cue to the need for oral care and
as an early indication of deterioration that may precede visible
findings on inspection [17]. These findings reinforce a patient-
centred approach to oral assessment that complements tradi-
tional visual cheques by incorporating brief comfort questions
and simple functional prompts such as evaluating saliva control
and denture fit [17].

Improving stroke patients’ oral care has clinical relevance for
their general health. Stroke patients are at risk of early infec-
tions, and pneumonia is associated with increased length of stay

Gerodontology, 2026

85UB017 SUOWUIWIOD BA1TE8.D) 8{cedl|dde a1 Ag peuienob a2 sajoie YO 8sN JO S9InJ 10) AIq1T 8UIIUO A1 UO (SUOIPUOD-PUE-SWSI/LIOY A8 |1 Akeq1pul|Uo//:Sty) SUONIPUOD pue SwLB | U1 89S *[9202/50/£T] Uo Ariqiauljuo AS|Im * a1iyseoue JO ATSiBAIuN - Suoieounwiwiod A|%e|oyds Aq 68002 OB/TTTT'OT/I0p/W00 A8 1M Atelq1jul|uo//sdny Wolj pepeojumod ‘0 ‘8SEZTYLT



and mortality [14, 15]. Trials and observational research with
older and dependent inpatients indicate that proactive oral care
can reduce pathogenic burden and may contribute to lowering
respiratory infections, suggesting benefits in post-stroke care
[16, 18-20]. However, stroke-specific evidence remains lim-
ited and heterogeneous; the latest Cochrane review calls for
more robust evaluations of staff-led oral hygiene interventions
after stroke and better reporting of implementation fidelity and
patient-centred outcomes [21].

Patients and carers in this study described ward-level vari-
ability and ad hoc practise, suggesting there is a gap between
the guidelines and everyday delivery. Whilst current national
and international stroke guidance recognises oral care in dys-
phagia and aspiration management but provides limited op-
erational detail on assessment content, frequency, resourcing
and roles [21-23]. A perception of oral care as a low priority
amongst nursing care hierarchies, combined with high work-
loads and competing tasks, all contribute to missed opportu-
nities in providing effective oral care [28]. To bridge this gap,
several recent commentaries and implementation reports
advocate explicit integration of oral health assessment into
stroke protocols [29, 30].

A recurring message from the patients and career was the
value of early, routine offers of care enabling independence
(ready access to toothbrushes/paste; safe sink access; denture
availability). When oral care was offered reliably, patients
reported symptom relief and improved confidence; when re-
sources were scarce or patients were reluctant to ‘bother busy
staff’, care frequency dropped and discomfort persisted [4, 17].
Encouragingly, recent studies show that structured tools (e.g.,
the Oral Health Assessment Tool (OHAT)) and early dental
input shorten time to intervention, increased frequency and
improve oral status in hospitalised stroke patients, whilst
specialised dental-hygienist support outperforms usual care
in rehabilitation settings [30, 31] Access to specialist dental
services may not be available in certain hospitals but it is clear
developing services that do include this tertiary service could
reduce oral complications and infections following stroke and
subsequent bed days. Cross-sectional assessments further
confirm that oral health in acute stroke inpatients is poorer
than in healthy populations, reinforcing the case for routine,
resourced care pathways [32].

4.1 | Strengths and Limitations

This study provides rich, first-hand accounts across two hospital
settings, spanning acute and rehabilitation services. This was a
part of a doctoral programme of study with limited funding time
and resources recruiting from two Northwest hospitals. A sam-
ple size of 10 patients and six carers was achieved and, although
small, was sufficient for the researcher to reach saturation of the
themes [33] The findings are likely to be of interest and relevance
to other health professionals caring for stroke patients.

Trustworthiness was supported through reflexivity, indepen-
dent coding of a subset of transcripts and member checking of
transcripts [24, 25]. Although this was a small-scale study, it
has provided a basis for future research to aid the development

of service policy and guidelines as well as inform the devel-
opment and evaluation of an oral assessment tool in stroke
patients.

4.2 | Implications for Practise

The evidence to support oral care in stroke remains limited
[19, 20] however, there is a wider body of evidence supporting
the positive effect oral care has on patient outcomes [10, 17, 18]
Oral assessment is essential in identifying problems in the oral
cavity. Incorporating an assessment of oral comfort and a pa-
tient's ability to self-manage in an oral assessment in both acute
and rehabilitation settings would enhance the health profession-
als' ability to detect discomfort and determine functional ability.
An oral assessment tool, such as OHAT, offers a validated foun-
dation that could be adapted [30, 34].

As per clinical guidance, oral care should be provided to stroke
patients consistently throughout the day [14, 18]. Itisimportant to
ensure that all health professionals have the relevant knowledge
as to the importance of patients’ oral health needs and potential
complications. Education programmes on oral care for non-oral
health professionals are available. For example, the NHS provide
an e-learning healthcare education programme [35] aimed at all
non-oral health professionals and through greater knowledge
and understanding such programmes would likely raise the pri-
ority given to oral care. To help raise the profile of oral care, this
training could be considered as part of inductions for new jobs
or encouraged through appraisals. Consideration should also be
given to guided involvement of families where appropriate; staff-
led and caregiver-supported models show promise, but require
attention to implementation fidelity and context [31].

Given the high risk of chest infections/pneumonia amongst
stroke patients, it would be pertinent for health care managers
and leads to consider auditing and raising the profile of oral
care to improve patient outcomes; in turn, this would poten-
tially reduce complications and bed days used per patient. In
addition, the involvement of other non-oral health profession-
als is essential and service development may include Speech
and Language Therapist contributing to safety huddles to
prompt delivery of oral care, especially for patients with dys-
phagia. The use of safety huddles can also be used to review
documentation and address known practise gaps [18, 28].
Transforming evidence into practise is a considerable chal-
lenge and more research on how to achieve this with oral care
for stroke patients is warranted. The use of translational re-
search can help with engagement and capacity building, along
with leadership and support.

5 | Conclusion

Oral care remains an under-prioritised, yet essential, component
of holistic stroke care. Patients and carers value oral comfort and
hygiene as integral to well-being, dignity and recovery, but cur-
rent provision is inconsistent and dependent on resources and
staff priority. Early, routine assessment that incorporates com-
fort and ability to self-manage, combined with reliable access
to oral care resources, could reduce complications and improve
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patient experience. Embedding oral care into stroke protocols,
supported by staff education and family involvement, offers a
practical route to raising its profile. Future research should
focus on implementation strategies and outcome evaluation to
ensure oral care becomes a standardised, patient-centred ele-
ment of stroke care pathways.
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