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ABSTRACT
Elderly nowadays stay longer in their own home. This raises the standards on home care service
to contribute to the maintenance of elderly’s general and oral health. Our objective is therefore
to explore attitudes about how home care workers view oral health care and the importance of
good oral health for elderly clients. 8 subjects (22 to 61 years of age) were selected for the study
working in home care service, which all gave their informed consent. Semi-structured
interviews were performed, recorded and transcribed verbatim before evaluation, using
qualitative content analysis. From the interviews, a result of total 19 categories and 41
subcategories were assigned which were the bases for the 10 evolved themes. The four themes
best representing the study’s purpose are more thoroughly described. At a low level of
abstraction attitudes such as reminding the clients to brush their teeth and importance of
practical help with oral hygiene are expressed as important. Difficulties occur in forms of lack
of accessibility to the oral cavity and the client’s unwillingness to co-operate. The participants
also require better contact with dental services. On the emotional level, feelings such as
alienation, powerlessness and fear of breaking the client’s integrity occur along with feelings
of distantness and lack of interest. This leading to a conclusion of a low level of awareness
together with lack of knowledge about oral care and oral health is seen among personnel in
home care service, while the personnel themselves are requesting more knowledge and better
contact with dental health care services.

INTRODUCTION
The life expectancy has steadily increased, and today the population consists of a growing
number of elderly both on a domestic and international level. Individuals over 65 years in
Sweden, now represent a fifth of the entire population, while the same group in 2060 is
estimated to make up a fourth of the population. There is also an increasingly aging population
in an international perspective. Life expectancy has increased worldwide since the 1950s from
48 years of age to 76 years of age of people born today (Statistiska centralbyrån, 2014). Today
elderly have been seen to lose contact with the dental health care service during the last years
in private accommodation. There seems to be a correlation between the absence of a regularly
contact with the dental health care service and a deteriorating oral health (Tronje, 2013). Elderly
nowadays also stay longer in their own home with the help of home care service and relatives.
Those who before have been entitled a place in the geriatric care, are now forced to stay at home
and receive help in their own home. The number of accommodations at geriatric facilities in
Sweden has heavily decreased since the 1980s and today the shortage is so grand that even
those with great needs cannot be provided with accommodation (Thorslund, 2010). This raise
high demands on the home care service as well as dental health care service to adjust and evolve
along with the elderly population and their need of oral care (Folkhälsorapport, 2009).

In the 1930s it was decided that a public organization needed to be formed, which would be
designated as Folktandvården. Its purpose was to provide a structured dental care for children.
Later in 1974 the Swedish Dental insurance made it possible for the greater part of the
population to keep their natural dentition (Ordell, 2012). In late 1930s, it became known that
fluoride in drinking water reduced the frequency of dental caries in a number of American cities
(Fejerskov and Kidd, 2008). Subsequently, the Swedish dentist and Professor; Yngve Ericsson

developed fluoride toothpaste in the late 1950s century. Fluoride toothpaste has been shown to
have a great effect on the ability of enamel to remineralize after acid attacks caused by dental
plaque (Ericsson, 1961). Aforementioned historical events have contributed to the improvement
of the oral health over time, together with better understanding about the effects of diet,
information and instructions from dental health care-personnel (Krasse, 1996). In elderly who
are healthy in Sweden, the majority now has a higher number of natural teeth and a good oral
health (SBU, 2010).The development is still moving towards old people being able to keep their
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teeth in a greater extent. This has led to a reduction of edentulousness, instead we see an
increasingly amount of restored teeth and dental implants. Among the 65 year-olds of Sweden,
edentulousness has reduced from 32.4 percent to 10.2 percent between the years of 1990 and
2002 (Pihlgren et al., 2011), while in the age groups 60-80 years there is an average of 50
repaired tooth surfaces in 2003 (Hugoson et al., 2005).

It has been noticed that with increasing age and motor and cognitive deficiencies, a greater part
of the individuals stop going continuously to the dentist, the last years before moving to geriatric
care. This absence of dental care together with the difficulties of taking care of the personal
hygiene may result in a fast deterioration of the oral health (Tronje et al., 2013) often caused
by caries and periodontitis, the most common oral diseases. The physiological aging process
also leads to a down-regulation of salivary gland function, while many older people suffer from
various disorders that require drugs with anticholinergic effect (Fastbom, 2001). A reduced
saliva flow increases the risk of caries, but a continuous contact with the dental health care
service may help to prevent oral diseases among the elderly despite risk factors (Fure, 2001).
Reduced salivary flow is related to dental caries and salivary function is affected by intake of
various anticholinergic drugs (Fure, 2003). Medication is therefore a risk factor for developing
caries and the use of medication increases with age. Caries originates from bacteria gathering
on the surface of the tooth when not cleaned sufficiently. Saccharolytic types of bacteria
produce organic acids during its energy metabolism, which can lead to minerals in the tooth
sipping out due to the low pH value, which, in turn may lead to a cavity. Elderly commonly
have more exposed neck-of-teeth that are more sensitive to a lowering of pH value than the
tooth crown and are therefore at a higher risk of showing signs of caries. Exposed neck-of-teeth
and dental restorations form surfaces of retention for plaque, which in addition to caries also
can lead to inflammation and loss of the connective tissue, periodontitis. Various inflammation
diseases around implants, peri-implantitis, have a distinct elevation of prevalence among people
without continuous dental health care contact or with a defective oral hygiene. However, periimplant mucositis is related to the patient's age and the number of surgically inserted implants
(Charayeva et al., 2012). Subsequently, this increases the demands on the individual and
indirectly the geriatric personnel. In addition to oral manifestation, periodontitis can lead to or
deteriorate to systemic diseases. In the absence of teeth and a higher degree of inflammatory
processes in the oral cavity it is also seen an increased risk of suffering heart attack
(Willershausen et al., 2013). Periodontitis associated inflammatory mediators involved in the
inflammatory response in periodontal disease have also been found in the plaques that form in
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the brain in Alzheimer's disease. At the same time individuals with dementia have an increased
risk of impaired oral hygiene with risk of progression of the periodontal disease (Strauss et al.,
1992; Sheng et al., 1996). It has also been seen a correlation between a low number of
remaining teeth and a high risk of developing dementia (Stein et al., 2007). In addition to the
above mentioned oral diseases, tooth loss can cause lowered self-nutrition, speech ability and
have a negative effect on the appearance. This can ultimately cause psycho-social consequences
with a lowered quality of life for the already vulnerable elderly population.
Qualitative Methods
When moving forward with a research project one has to make a choice between quantitative
or qualitative method and approach. The choice is dependent on what the researchers want to
study, the purpose of the study, research questions and the hypotheses. In studies which deal
with emotions and attitudes, a qualitative method is to be preferred, while a quantitative method
more applies to measurement of numerical data. The qualitative research does not aim to find
an absolute truth, but to show people´s experiences of a certain phenomenon. Through a
subjective stand point and an open approach toward the field of research the researcher becomes
a co-creator in the process. In this way the researcher´s knowledge and experiences becomes a
tool in the process of interpreting the language. Hence this must be seen as an influencing factor
to the result of the research (Olsson and Sörensen, 2011; Henricson, 2012). The amount of data
does not support the credibility. Therefore it is important to maintain a high level of quality
within the qualitative research by presenting the result with high trustworthiness. Elements such
as credibility, dependability, transferability and confirmability are used to describe
trustworthiness of qualitative studies (Graneheim and Lundman, 2004). These elements will set
the level of quality of the performed research. There are several ways of working with
qualitative method which are dependent on the purpose of the study and the research question
one wishes to present. These are referred to as approaches, two of them explained below, best
representing the field of sociology.
Grounded theory
The most cited theory in the field of qualitative research is a theory and hypothesis-generating
method which is based on the researcher letting theories emerge during the research process.
Included in the data may be everything which the researcher comes across, numerical as well
as linguistic. This has led to GT often being regarded as a combination of qualitative- and
quantitative method (Henricson, 2012).
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Qualitative content analysis
The researcher read through the transcribed texts from each interview in order to identify units
of meaning which then are condensed to a code level. These codes can have different levels of
interpretations and are sorted after this into categories and themes. No material may be excluded
because it does not fit in, neither may the codes fit in to more than one category or theme. The
qualitative content analysis differs from the Grounded Theory in that it is more about verifying
a theory, while GT aims to create and formulate a theory with the help of the results from the
study (Olsson and Sörensen, 2011).
Authors
The authors of the study are dental students who are in their final year at the School of Dentistry
at the University of Umeå. During the writing process, the authors have done most of the
training on adult dental services, both clinical and theoretical. They have different backgrounds
with many years’ experience in food retail, as well as psychiatry caretaker after completing
secondary education. They also have experience in personal contact with individuals of all ages.
Work in psychiatry meant, among other things, helping with the personal care, including
assistance with oral hygiene.
The aim of the study
The purpose of this research is to look into personnel on home care services and their experience
of helping mainly elderly clients with their oral hygiene, as well as analyzing their knowledge
and attitude on this matter.

MATERIALS AND METHODS
Study design
The study design is a qualitative research method based on interviews for the collection of data.
The Etics Forum at the Department of Odontology finds that appropriate ethics considerations
have been integrated into this degree project.
Informants
The informants in the study were between the ages of 22-61 years, all working at a private home
care service facility in central Umeå, a city in Northern Sweden, Västerbotten County. As
inclusion criteria, they needed to work in home care service, but there was no requirement of
formal education in health and social care. Through contact with the operation manager for
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assisted home care service, 8 informants were recruited to the study, 7 women and 1 man. They
had received information about the purpose and structure of the study. If they were interested
in participating they had to sign a consent form before the interview start.
Collection of data
Data was collected through semi-structured interviews. An interview guide was prepared
containing 15 questions. The questions processed attitudes and approach, and the informants
view on oral health and helping the client with this matter. Before the semi-structured interview,
5 questions by closed character were asked in order to give the authors background information
about the informants. Collection of data took place between June to September 2013, privately
at the participants' administration building. The interviews lasted between 25 and 45 min and
were tape-recorded. The informants were referred to as informant 1, 2, 3 and 4, there was no
code key between the number and the individual's name, address or date of birth. Data from the
interviews was categorized manually. No information, risking the participants’ identity was
used.
Data analysis
All the interviews were transcribed verbatim by the interviewers. To get at thorough view of
the interviews, the authors read the material several times to find information related to the
purpose. A qualitative content analysis method was chosen for the transcribed material
(Graneheim and Lundman, 2004). Each interview represents a unit of analysis. The questions
in the interview guide gave us a natural classification into domains, from where units of
meaning were extracted, which gave us statements related to the central meaning, reducing
these units into codes, making the material more manageable. Codes with similar content form
a subcategory, which are divided into different categories, leading to a higher degree of
interpretation.
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Semi-structured interviews
of 8 informants

Quality assurance of the method
Saturation
More interviews did not add further information
Credibility
Sample relevant to research
Dependability
Using interview guide

Qualitative content analysis

Quality assurance of the method
Credibility
The writers share their experiences throughout
analyze
Knowledge as dental students
Dependability
Direct quotations
Transferability
Clearly described study

Domains

Meaning units

Codes

Theme

Categories

Subcategories

Fig 1. Flow chart of qualitative content analysis.

Trustworthiness
It is important to maintain a high level of quality within the qualitative research.
“Trustworthiness” is a term which includes the elements leading to the level of quality which
the research will obtain. These elements are credibility, dependability, transferability and
confirmability. Credibility refers to how well the data addresses the intended focus of the study.
We made sure to both be present at each interview and during the analytical process to be able
to share our experiences when analyzing. Dependability refers to which extent the data change
over time. We tried to proceed with all the interviews during a shorter period of time as well
as initiating the interpretations of the interviews immediately after the completion of the
interview process. We even tried as far as possible to follow an interview guide in which the
interviews were conducted similarly, but still maintaining the opportunity for follow-up
questions if needed in order to get closer to the purpose of the study. Transferability means that
the metholodgy and approaches in which the study is constructed from are clearly explained so
that the reader is able to assess if the findings are transferable to other contexts. Confirmability
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refers to the thorough documentation of each step in the process so that other researchers are
able to repeat the study. In order to make this possible, strategies to prevent personal values
affecting the results must be established.
Ethics
Research is needed in order to reach new knowledge which aims to improve the understanding
and lead to a development of the society and improve the life of the people in it. Human
interaction is necessary when performing research and with that there is a risk of other people
being exploited and hurt. Researchers must therefore at all times respect the autonomy of each
individual (Henricson, 2012). The purpose of research ethics is to protect and defend human
values and rights. These are regulated under the guidelines formulated by the government,
parliament and international organizations. Importantly, the research ethics must permeate the
entire work process, and not only be formalities to be approved prior to the study. When using
qualitative research there is a more intimate relationship between the interviewer and the
interviewee, which can lead to the informant being influenced to give the answers they believe
the interviewer wants to hear. A platform in all sciences is to respect the human wellbeing.
Therefore, a risk analysis should be established to conclude that the gain must be greater than
the possible risks involved. The risk that exist in our study is traceability to the interviews we
have done, and that the questions we ask may lead to reflection and insight and revaluations of
the person's work efforts regarding the patient. In human research, the benefits should lie in the
individual, society or the profession´s interests. Our study primarily benefits the interest of
society and the profession, rather than the participants or the individuals.
Literature search
The scientific knowledge founding our study is based on articles searchable in the PubMed
database. Articles were searched using keywords such as “home care service oral health” and
“elderly oral health care”. Articles were read in consecutive order, i.e. newest publications first.
Articles chosen as relevant were those corresponding to our research question and with well
described outcome measures and methodology. Reference lists of relevant articles were further
checked for publications corresponding to our research question.

RESULTS
After the transcription and analysis of the collected interview material, the content was chosen
to be manifested in ten different themes with the interview guide as a point of reference. Each
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theme was assigned categories and subcategories making a total of 19 categories and 41
subcategories, presented in 10 tables (Table 1-10). Below, four themes are presented with
corresponding table of data, which the authors believe to be the best representation of the
study´s purpose.
How the personnel perceive their assistance of the elderly and the maintenance of oral
health
The theme consists of the categories dependent and independent (Table 1).
Dependent
The category dependent could be subcategorized into “cognitive help”, “practical help”,
“preparation” and “systematic measures”. This category shows what the informants feel they
are contributing with as well as what they feel they could contribute with in terms of the
patient´s daily oral care.

Cognitive help
Several of the informants stated that many of the elderly do not need practical help, but that
they need to be reminded and motivated. Cognitive impaired people often have their motoric
capacity left but fail with initiating oral hygienic measures.
“It would be good to remind some people who does not remember it, and remind them like in
the morning and evening since that is a quite easy thing to do”

Practical help
The informants describe what kind of practical help they give as well as what they could do to
assist their patients. Apart from taking out and cleaning dentures, which is the most common
assistance according to the informants, the personnel only occasionally assist in brushing the
patient´s teeth. But to the question of improvement, tooth brushing is mentioned along with
flossing and mouth washing as measures which the care takers could be helping with.
The reason that tooth brushing, flossing and moth washing in many cases have not been a part
of the daily assistance is, according to the informants, lack of reflection over such options.
”For the most part it is about helping with the tooth brushing or to give the patient the
opportunity to brush their own teeth based on their own potential”
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Preparation
With clients who do not require practical help, preparations can be made, aiming to give them
the opportunity to be reminded of the daily tooth brushing routine. Some elderly can easily feel
disappointment over the failing or deteriorating memory when forgetting to brush their teeth.
They can in some cases regard the reminder as offensive. Such feeling can be avoided by
making preparations and letting the person be reminded herself by, for example, noticing their
toothbrush on the sink.

Systemic measures
Among the measures which both have a systemic affect as well as local affect in the mouth, the
informants mention the importance of a good fluid balance. By drinking a lot of fluid a good
amount of saliva can be maintained simultaneously as enabling the patient to rinse the mouth
from leavings of food and medication. The informants also mention the perception that calcium
tablets are administered systemically with the purpose of strengthening the teeth.
Independent
Includes the subcategories “self-action” and “feelings of alienation”, where the clients are
assumed to be able to take care of the teeth on their own. Generally the personnel follow the
list of decisions on what they are supposed to do and in many cases oral hygiene is not on that
list. Consequently the patients have to perform this on their own. However, no one knows if it
is actually done.
“I don´t have visits late in the evenings. They often go to bed themselves. I don´t really know
if they brush their teeth or not. Actually, it´s not something that I feel I’m particularly involved
in”

The personnel’s attitude and knowledge of helping others with their oral hygiene
Consists of the categories unconcerned, importance of good relation and access, and the
problems that come with it (Table 2).
Unconcerned
Some regard the task of assisting someone with brushing their teeth as something of the
ordinary, not significantly differing from other assisting tasks. These codes form the
subcategory “just an easy task”.
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“There are other things which I can find bothersome, but tooth brushing is not one of those”
Importance of good relation
The informants illustrate the importance of a good relationship with the patient as a key factor
in assisting with oral hygiene without intruding on the integrity of the patient. The subcategories
are “matter of habit” and “integrity”. Some of the informants stated that there initially was a
discomfort concerning tooth brushing and being in someone else´s mouth. In time, all of whom
had these feelings changed their opinion. This change in attitude is according to the informants
due to the amount of working experience and the improved relationship with the client. It
becomes a habit and a daily routine.
”When you have been on it for a few years like I have, I think it becomes easier to realize that
it is something which you have to do”
“Yes, now it almost feels like an everyday routine, since I have done it so many times”
Access, and the problems that comes with it
The personnel mention the difficulties with access to the oral cavity. The subcategories are
“Difficulties” and “Differences in cleaning; natural teeth vs dentures”. A general opinion was
that there are difficulties in reaching and obtaining a sufficient view in order to help the patients
with their oral hygiene, when the original dentition was intact. Due to this there is a fear of
harming the patient. However, when the patient has dentures, the cleaning can be executed
outside the mouth, minimizing the risk of harming the patient.
“That you are very careful so that you don´t tear the cheeks or be careless when you´re brushing,
cause it can actually hurt a lot”
“It is easier to clean dentures, because then you have them in your hand. Then you see where
all the dirt is, so to speak”
The personnel, and their significance on the client's oral health
This theme could only be subcategorized under one category: Awareness of the importance to
facilitate oral health (Table 3).
12

Awareness of the importance to facilitate oral health
This category concerns the thoughts surrounding the understanding of the importance of
patients being able to maintain a good oral health and what significance the staff has regarding
this matter. It is divided into the subcategories “Local pathology correlated to poor oral
health”, “Systemic pathology correlated to poor oral health”, “Feelings of emotion correlated
to poor oral health”, “Feelings of responsibility” and “Powerlessness”. A general perception
was that in all cases where oral hygiene was neglected, the patients were at high risk of suffering
from tooth decay and tooth loss. This was regarded as a consequence of the inability of taking
care of one’s own oral hygiene due to cognitive or motor disabilities, at the same time of not
receiving the proper assistance from the nursing staff. Pathology in the oral cavity is related to
tooth loss, however, if adequate oral hygiene is maintained, this could be avoided. Partial or
total tooth loss can consequently affect patients both physically and mentally. The more teeth
that are lost the greater the impacts on the masticatory function, which may lead to the elderly
making food choices that are easy to chew and often poor in nutrient. This is linked to weight
loss and increasing risk of various diseases. The teeth are also regarded as an esthetic and
functional element where tooth loss causing negative changes in the appearance inducing
psychological issues. The fear of diverging from the norm can lead to secludedness, which in
turn may lead to malaise and potentially depression. Some of the informants claimed to feel an
inability to influence on the food choices, meaning that the clients themselves had the option of
choosing their own food. If they want to eat sweets, increasing the risk of cavities, they are able
to obtain this. One of the informants admitted to having insufficient knowledge of what the
absence of oral hygiene can lead to.
”If the dental status isn’t good, then they eat poorly, because it hurts in their mouth. I believe
that it leads to weight loss and then we are in this circle of snacking a lot to make them gain in
weight”

Contact and involvement of Dental Health services
Consist of the categories; risk for unhealthiness and promote oral health (Table 4).
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Risk for unhealthiness
Who has actually the responsibility when the elderly are drifting from the dental health care
service and due to this are at high risk of a deteriorating oral health? The viewpoints concerning
this are discussed in the subcategories “responsibility” and “lack of communication”. All the
informants stated that they did not cooperate with the client’s dentist and had no knowledge
about the client’s contact with the dental health care service, regarding regular visits or to whom
those visits would be. The responsibility of dental care was not seen to lie on their shoulders
but on the individual and his or her relatives. No information is given to the home care service
workers when a client has an appointment with the dentist. They are often informed when their
client is supposed to go to the district health care center, but the informants could not remember
any occasions where they knew about their client’s dental appointment.
“But we don’t have cooperation because the dental health care is something outside of the health
care. It is optional and it is often the relatives that make sure they get there”
Promote oral health
It would be preferable if there was a well-established contact between the dental health care
service and the home care service. Some of the informants stated that they felt that their clients
received proper dental care but that they were unsure of the responsibility they had concerning
their client’s oral health. This category forms the subcategories “satisfaction” and “support”.
The informants are open to assist their clients with their oral health but seem to lack the
sufficient knowledge or information about what aids are available to use. Preferably, there
would be a continuous dialog after the dental visit in order to individualize the help efforts,
thereby support the dental health care service. One of the informants, with many years of
experience in the geriatric care described the need of mobile dental health care systems with
the purpose of meeting the needs of individuals who would otherwise be neglected by the dental
health care.
“It is often a bit troublesome to get the older gentlemen and ladies to the dentist. In the future I
would like to see dentists making home visits”
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DISCUSSION
Attitudes regarding helping another individual with oral health were varied. The majority of
informants felt capable to help the client with measures regarding oral hygiene. However, it
was considered to be technically difficult to perform and there was a fear of intruding on the
person's privacy. The difficulty in the performance of tooth brushing was considered to consist
mainly of a lack of accessibility, visibility, and that it was considered to increase the risk of
hurting the person. The later statement is strengthened by our result, demonstrating that the
personnel felt it was easier to clean dentures rather than the teeth in the mouth. The task is
considered so difficult that nursing staff experience it is easier to change diapers than to help
with tooth brushing (Wårdh et al., 1997). Furthermore, elderly sometimes show disinterest and
unwillingness to co-operation, which can add to the difficulties of assisting the client with the
oral hygiene (Wårdh et al., 2000). Elderly often have the desire to manage the task
independently and are in many cases required to do so. Although it does not necessarily mean
that they manage to maintain an acceptable level of oral hygiene. The person’s integrity and
respecting their own will are also key factors when taking care of another individual. However
it may not be used as an excuse to renounce duties that involve intimate, often difficult tasks.
Ethical prevarications may cause the client not to receive the oral health care they need, in forms
of acceptable levels of amount of plaque and adequate fluoride supply. This concern was
expressed in a report from Socialstyrelsen (The National Board of Health and Welfare), which
examined the oral health care in nursing homes where great consideration was given to the
integrity of the clients (Socialstyrelsen, 2009). The report addresses geriatric care facilities, but
the same problem is also likely to arise from the care of clients within home care service.
Informants feel that decisions of oral hygiene measures are falling under “personal hygiene”.
The fact that this is determined by the municipal decision-makers leads to uncertainty about
responsibility and should be specified in order to avoid misunderstanding. This can make the
personnel feel less responsible of maintaining the client's dental contact, when the client herself
does not give it the same priority due to other health issues.

Informants experience that their clients go to the health center, but less often to the dental health
care service. Still today uncertainty exists regarding responsibilities of oral health care among
the older population. It has been found that regular contact with the dental health care service
reduce with increasing age among older members still living in regular housing (Tronje et al.,
2013). A likely reason for this failure may be a reduced interest in taking care of your own
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teeth, with failing general health. Instead medical appointments are given priority and the
continuous contact with dental health care service will suffer, and be addressed first when acute
dental pain appears (Tronje et al., 2013). A collaboration between primary health care and
dental health care service provides the opportunity to detect this patient category earlier. Studies
have shown that there are opportunities available for the medical profession to detect oral
pathology, but that doctors are often reluctant to carefully examine the oral cavity (Jones et al.,
1998). When primary health care fail to detect oral pathology it would be desirable with a high
level of knowledge among home care personnel. During the interviews, a big difference in
knowledge of oral hygiene among informants was noted, often related to experience and age.
Those with long experience of care, and care of the elderly were often seen to have greater
knowledge about oral health. The informants were in favor of increased understanding
regardless of previous level of knowledge. They also requested better contact with dental health
care services. In one study (Wårdh et al., 2000) it was concluded that home care personnel were
in need of increased knowledge and should be involved in a team with the dental staff to
maintain the client's oral health. Even today there are opportunities for dental health care
personnel to visit the client’s regular household, where an oral health assessment could be made
with included training and information for the home care personnel. But if this opportunity is
used to its full potential is not known. Today, dental health care service is based on the patient's
free will. As mentioned earlier, it is common that contact is lost with the dental health care
service when age and disability increases. In normal cases the patient is responsible for the
contact with the dental health care service. The problem is multifactorial, but dental screening
operation could help us detect elderly patients in need of oral care. The possibilities of dental
screening is made more difficult by the free choice of care, and lack of integrated medical
record. The solution to oral health problems requires both an individual effort and a contribution
from the community. All forms of previously incurred tax-funded dental health care
interventions can get lost after a period of absence from dental health care services. This causes
suffering for both the economy and the individual.

The qualitative content analysis used, is well suited for this study as literature and research in
this area is limited. Instead, we can take advantage of the opportunity to develop new categories
during the analysis to develop new insights in this particular field of research. Although there
is a risk of incomplete understanding of the context in the collected material. There is also a
risk of failure to identify important categories, making the result shallow from the collected
material (Hsieh and Shannon, 2005). During the analysis process, it is also important not to
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work too close to the transcribed text. A low level of abstraction with simultaneously high
detailed coding can make you miss the whole context. However, a too abstract interpretation
can create difficulties in making logical categories and themes (Granskär and Höglund-Nielsen,
2012). In our study, we can see that we have achieved a saturation of data, after using a wellstructured interview guide. This accompanied by our knowledge as dental students and the fact
that the informants at the time were working in home care service lead to a high level of quality
within the study. Although the study could be affected by the personnel's previous experiences.
The aim of our study was to investigate the attitudes of home care personnel. It is possible that
previous experience in geriatric care makes it difficult for the person to distinguish the
experiences of the current work in home care service. There is also a risk of interaction and
discussion about the interview among participants, since the interviews cannot be conducted
simultaneously.

The conclusion of this study has provided insight in attitudes to oral health in clients among
home care personnel. Low level of consciousness and lack of knowledge about oral health is
seen, while the personnel themselves are requesting more knowledge and better contact with
dental health care services, although further studies are needed to elucidate the research area.
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