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Abstract
Background  Although oral hygiene is closely related to various diseases, it is sub-optimal in the Intensive Care Unit 
(ICU). Oral care in the ICU is challenged by nursing workloads, low staffing, and higher acuity patients, there are few 
policies and written guidelines for oral care. Nurses often delegate oral care to nursing assistants (NAs) whose role is 
overlooked. This study is to explore the perspectives, obstacles, and challenges of NAs in the oral care of the ICU.

Methods  A qualitative study and semi-structured interviews were conducted with NAs in three ICU units, and 
Colaizzi’s phenomenological method was used to analyze the records.

Results  Initially, 13 NAs met the inclusion criteria, and two did not participate in this study as they refused to be 
recorded. Finally, 11 ICU NAs were interviewed, with three receiving face-to-face interviews and eight receiving 
telephone interviews. Using Colaizzi’s phenomenological method, two themes and eight subthemes emerged from 
the data, we examined the self-perception, barriers and challenges of NAs regarding oral care and identified the 
subthemes: (1) The target audience, frequency, and importance; (2) Role; (3) Evaluation; (4) Patient-related factors; (5) 
Oral care tools; (6) Psychology of NAs; (7) Lack of education and training; (8) Lack of team support.

Conclusion  Nursing assistants whose roles are overlooked by the nursing team are important members of the ICU 
team. Though oral care is closely related to disease prevention, it is rarely considered an essential task. Major barriers 
to implementing oral care in the ICU environment and patients include the psychological quality of participants, 
non-standard education and training, and inadequate team support. The expectation is that medical personnel 
will prioritize oral hygiene and recognize the significance of NAs in nursing work. Furthermore, future ICU oral care 
should investigate suitable tools and mouthwashes, simplified and standardized processes, standardized training, and 
multidisciplinary team collaboration.
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Background
Intensive Care Unit (ICU) patients generally have criti-
cal conditions with a long course of disease, with most 
of them having low self-care ability or even losing their 
self-care ability. The conditions may worsen when gen-
eral patients are admitted to the ICU, which may be due 
to the use of tracheal intubation, nasal feeding, seda-
tives, and a lack of salivary secretion that alters the oral 
environment [1]. A study showed that 92% of patients 
experienced oral changes during their ICU stay, often 
manifested as chapped lips, pale tongue coating mucosa, 
candidiasis etc. [2].. Oral care is the practice of assessing 
and caring for an individual’s oral cavity to prevent, man-
age, or eliminate oral disease [3]. Improving oral hygiene 
of ICU patients can reduce hospital-related infections, 
and high-quality oral care can minimize ventilator-asso-
ciated pneumonia by 33.3% [4, 5]. Oral care is an essen-
tial hygiene requirement for every ICU patient, whether 
intubated or not. Appropriate oral care counteracts dis-
comfort caused by xerostomia, oral pain or lip ulcers 
and promotes oral health by preventing dental caries 
and decay, bacterial or candidal stomatitis, gingivitis and 
periodontitis, which is associated with systemic diseases 
such as bacteremia, rheumatoid arthritis and cardiovas-
cular disease [6]. However, most routine interventions 
in the ICU are limited to fundamental nursing tasks, 
and oral health concerns are frequently neglected [7, 8]. 
Variability in individual practices, lack of emphasis, dis-
parities in educational and professional contexts, low oral 
care prioritization, and perceived lack of benefit in clini-
cal practice may all contribute to this [1, 9].

Currently, only a few countries have oral care-related 
guidelines and agreements. A guideline in South Korea 
suggested that oral care for ICU tracheal intubation 
patients should be evaluated according to high-risk 
patient guidelines [10]. In ICU, oral care is challenged 
by nursing workloads, low staffing, and higher acuity 
patients. The ICU nursing team comprises professional 
nurses and unlicensed assistive personnel, such as nurs-
ing assistants (NAs). They can assist with many patient-
care tasks, such as personal and oral care, which greatly 
support the healthcare team [11]. 55.7% of nurses dele-
gated oral care to NAs [12]. A growing number of stud-
ies focus on the oral health status of ICU patients, but 
relatively few investigate the perspectives and challenges 
of NAs in the oral care of ICU patients. Therefore, this 
study supplements this gap through qualitative research.

The following research questions guided this study:

1.	 What are the ICU NAs’ perspectives and experiences 
of oral care?

2.	 What are the difficulties and challenges encountered 
by ICU NAs in implementing oral care?

Method
Study aims

1.	 To understand the current situation of oral care 
implementation for ICU patients.

2.	 To explore the perspectives, barriers, and challenges 
of oral care for NAs in the ICU.

Design
This study strictly followed the guidelines of qualitative 
research [13]. The research used the descriptive phe-
nomenology method which was developed on Husserl’s 
phenomenological theory [14], emphasizing returning 
to things themselves, aiming at depicting the real world, 
making people listen to phenomena fully and truthfully, 
and learn to acquire knowledge from their direct percep-
tion, observation and intuition.

Sample
NAs were eligible for the following criteria: (1) Age >18 
years old; (2) Working time ≥ 6 months; (3) Oral care 
was included in the nursing task. Participants who did 
not agree to be interviewed or recorded were excluded. 
Informed consent forms were emailed or in person to 
participants who met the criteria. In this study, four NAs 
were selected through purposive sampling, with other 
participants recruited based on the snowball method. 
The interviewer sought out the next potential partici-
pant by asking “Do you know of any other ICU NAs who 
perform oral care at this hospital?” The interviews were 
conducted only once, participant recruitment continued 
until saturation was reached.

Data collection
Participants took part in interviews with the interviewer, 
who had worked in the ICU from another hospital, held 
a postgraduate degree in nursing, and had an interest 
in qualitative research without prior association with 
the participant. Before the interviews, an interview out-
line was developed through group discussion based on 
the research objectives and literature review, with the 
panel composed of professionals with experience in 
nursing, clinical medicine, dental specialties, and quali-
tative research). The interviewer underwent training 
from experts in qualitative research and two NAs were 
selected for the pilot. The interview outline was adjusted 
based on the feedback. The main interview questions are 
as follows: Q1: What is your understanding of oral care? 
Q2: What difficulties have you encountered in the pro-
cess of oral care? Q3: What training have you received 
in oral care? Q4: What are your suggestions for oral care 
for ICU patients? The final detailed version can be found 
in Appendix 1. The interview was conducted in a quiet 
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room with one participant seated in the conversation 
room, three in the meeting room, and the remaining par-
ticipants on the phone in a calm environment. The topic 
of the interview was about the experience, barriers, and 
challenges of the NAs in the oral care of ICU patients. 
All interviews were recorded, noted, and transcribed and 
each of them lasted between 30 and 50 min.

Analysis
A qualitative data analysis computer software, NVivo, 
was used for coding. This study adopted the Colaizzi phe-
nomenological analysis method, which comprises the fol-
lowing seven steps: (1) Thoroughly record and peruse all 
interview materials; (2) Extract meaningful and consis-
tent statements from the research phenomenon; (3) Sum-
marize and extract meaning from meaningful statements; 
(4) Search for common characteristics or concepts of 
meaning, forming themes, theme groups, and categories; 
(5) Establish a connection between the identified themes 
and the research phenomenon and provide a complete 
narrative; (6) Integrate the obtained results, provide a 
detailed description of the research phenomenon, state 
the essential structure that constitutes the phenomenon, 
and provide feedback to the research subjects for confir-
mation to improve the validity of the study. During the 
verification process, if new information is generated, it is 
necessary to integrate them into a detailed description. 
The analysis was conducted concurrently with data col-
lection so that data saturation could be evaluated. Data 
saturation was assessed and agreed upon by the research 
team on an ongoing basis.

Rigor
The trustworthiness and rigor were achieved by ensur-
ing dependability, confirmability, credibility and transfer-
ability of data [15]. Credibility was enhanced by using the 
guidelines of qualitative research to ensure a consistent 

approach to interviewing. Reliability and confirmability 
were achieved by establishing recordings, translations, 
and collating data back to the research subject for veri-
fication. We presented sufficient raw data in the form of 
direct quotes and a detailed process of the research to 
enable readers to evaluate the results and assess transfer-
ability to other settings and populations.

Results
Data saturation was achieved after the 11th ICU NA was 
interviewed. In total, nine women and two men aged 
21−34 years old were interviewed. Two participants 
received undergraduate education. Two participants are 
from urban areas, while the remaining were from rural 
areas. Their working years ranged from six months to six 
years, with two participants having experience working 
in dental clinics. Finally, four NAs participated in face-to-
face interviews, while the remaining were interviewed via 
telephone. Table 1 depicted the general information and 
codes of participants.

Findings
Two themes and eight subthemes have emerged from the 
data (Table 2).

Table 1  Characteristics of participants
Code Gender Age (years) Educational 

background
Duration of 
service(years)

Residence Working experi-
ence in a dental 
hospital or clinic

S1 F 24 U 0.5 R N
S2 F 25 J 1 R N
S3 F 34 U 15 R N
S4 M 27 J 4 U N
S5 M 23 J 1 R N
S6 F 26 J 3 R Y
S7 F 27 J 1 R N
S8 F 24 J 1 R N
S9 F 30 J 6 U N
S10 F 21 J 1 R Y
S11 F 25 J 0.5 R N
Note: F: female; M: male; J: Junior college education; U: Undergraduate degree; U: urban; R: rural; Y: Has work experience in a dental hospital or clinic; N: Lack of work 
experience in dental hospitals or clinics

Table 2  Major themes and sub-themes
Theme Sub-theme
Self-perception toward oral care The target audience, fre-

quency, and importance
Role
Evaluation

Barriers and challenges Patient-related factors
Oral care tools
Psychology of nursing assistant
Lack of education and training
Lack of team support
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Self-perception toward oral care
Diverse perspectives on oral care among ICU NAs 
resulted from differences in education, professional expe-
rience, site of employment, and types of illnesses. During 
our discussion, the following subjects predominated:

The target audience, frequency, and importance
The oral cavity should be evaluated in all critically ill 
patients [16]. Most NAs thought that patients with coma, 
inability to eat, high fever, and endotracheal intubation 
needed oral care; only two caregivers with experience in 
dental clinics reported that “everyone needs oral care.” 
[S6, S10] Some NAs described their views on the fre-
quency of oral care in the ICU,

“I think, normally, once each morning, noon, and 
evening is enough; there is no need to do it twice dur-
ing the day.” [S2].

Certain coma patients, including those who have suffered 
traumatic brain injury, must passively tolerate the fre-
quency of brushing. Patients reported that excessive oral 
nursing frequency impacted their sleep quality. A NA 
expressed that,

“Normal people do not need [four times a day], but 
they [unconscious patients] cannot do it. So if they 
do it a little more often, it would not be a big prob-
lem.” [S8].
“Patients who are awake have more questions, like, 
‘Why am I still doing oral care at this time of night? I 
am going to sleep.‘“[S9].

The guideline committee considered that oral care for 
critically ill patients should be done at least twice a day 
[17]. Lack of standardized training and evidence-based 
programs in oral care contributes to the variation in the 
frequency of oral care. Each participant talked about the 
benefits of oral care, such as keeping the mouth clean, 
preventing fungal infections, and improving appetite. The 
benefits of oral care also include preventing rheumatoid 
arthritis, cerebrovascular diseases, and ventilator-asso-
ciated pneumonia; however, the relation between oral 
hygiene and the conditions above has yet to be formally 
investigated. The participants often expressed like this: 
“[Hesitating], um… I don’t know.’’ [S1]. The same goes 
for the NAs with long years of working experience, with 
phrases like “Hmm…” [S9], “This…” [S6]. Only one NA 
with a background in dental clinical work gave a brief 
answer, “I only know about oral cancer, but the rest…” 
[S3].

The workload in the ICU is heavy, and limited time 
and insufficient human resources make oral care easily 
neglected, whether by patients, doctors, nurses, or NAs. 

Some participants stated that oral care was a simple and 
basic task with almost no difficulty; therefore, few con-
sidered it the top priority of their work tasks.

“Basic, special basic, [everyone] can do it, how dif-
ficult is it?” [S1].
“In the ICU, [oral care] is essential because the 
patients cannot take care of themselves, and basic 
care is essential, outside [the ward], may… If they 
could care for yourself, there might be no need…” 
[S8].

Oral care is an essential part of both the ICU and the 
ward. Most NAs defined their nursing tasks as tempera-
ture measurement, nebulization, oral care, and bathing. 
Other participants, except the NA mentioned previously, 
believed oral care for ICU patients was insignificant. 
This difference was primarily attributable to the frequent 
emergencies that occurred in the ICU. They cannot pro-
actively provide oral care unrelated to the patient’s life in 
the ICU.

Role
NAs may come from other institutions without special-
ized education or corresponding certificates, and there 
was a clear division of labor between them and profes-
sional nursing staff. Almost all participants cannot par-
ticipate in oral care for tracheal intubation patients as 
they mainly assisted bed nurses in fixing endotracheal 
intubation.

“[This]……[patients] who with endotracheal intuba-
tion are all done by teachers, and sometimes we will 
hold this intubation by the side, and we have never 
done it.” [S3].

Some participants stated that the bed nurse should com-
plete health education on admission and discharge, and 
the bed doctor should assess patients’ oral condition.

“Nurses rarely do it [carry out health education] 
with their families; bed nurses complete this task, 
and we rarely talk to them.” [S3].
“Evaluating patients is not what we do.” [S5].

Oral care for critically ill patients should not just be the 
responsibility of doctors and nurses. The oral health 
team should be comprised of multiple providers (nurses, 
nursing assistants, physicians, dentists, dental assis-
tants, dietitians, respiratory therapists, speech-language 
pathologists, etc.) working together to implement a com-
prehensive and individualized oral care program.



Page 5 of 9Li et al. BMC Oral Health          (2024) 24:235 

Evaluation
Oral care assessment is crucial before entering the formal 
process, allowing for a targeted selection of personal-
ized tools and mouthwashes. The most common method 
for evaluating oral care is to use a tongue depressor and 
a flashlight for bedside observation. However, there is a 
lack of evaluation of patients during admission and dis-
charge, and obvious differences exist in evaluation meth-
ods and the required tools in the ICU, implying a lack of 
consensus on oral care assessment.

“If the patient can open their mouth, just look at the 
tongue coating and brush it. Is not the evaluation 
just a look?” [S1].
“Is there a denture in the mouth? Is there any dam-
age to the mouth mucosa using a tongue depressor 
and a flashlight?” [S6].
“We do it [oral care] while evaluating; we all do it in 
a unified way, and all patients are the same.” [S4].

The assessment of oral care in critically ill patients should 
include the condition of the teeth, gums, tongue, mucus, 
membranes, and lips [17], but few NAs were able to do 
so. In addition to the above-mentioned participants, NAs 
with long working experience believed that the evalua-
tion consisted of “oral smell, mucous membrane, tongue 
coating color, tooth mobility, dentures.” [S3, S9]. Obser-
vation is the method that is most frequently mentioned. 
Unexpectedly, neither the evaluation of objective instru-
ments nor the assessment of oral care for special patients 
(e.g., those with swallowing disorders) were topics of 
discussion.

Barriers and challenges
The challenges NAs faced in oral care mainly came from 
four aspects: patient-related factors, oral care tools, psy-
chological factors, and social support.

Patient-related factors
ICU patients were critically ill in a coma, and artificial 
airways, muscle rigidity, lockjaw, and agitation were the 
main reasons leading to the difficulty of NAs delivering 
oral care.

“Some patients are restless and will bite my cotton 
ball.” [S2].
“When you go to do it for him, he will bite very 
tightly. This kind of thing requires a tongue depres-
sor, and he also shakes his head, so you can’t control 
him at all… The patient is irritable, he resists you, 
and you cannot even use a tongue depressor because 
he keeps moving and cannot put it in his mouth.” 
[S8].

Conscious patients have a higher level of cooperation 
than patients with blurred consciousness. They knew 
more about their oral conditions than NAs and asked to 
take oral care alone instead of being taken care of.

“Big cotton swabs are quite easy to use… It is very 
easy to use for awake patients, and it will be cleaner 
for patients to use them themselves than for us to 
wipe them by hand.” [S7].

However, some participants said, “He brushes him-
self just to pound it casually” [S10], and there were also 
patients companied with anxiety due to illness, which 
lead to a delay in oral care.

“[The patient] stayed in the ward for a long time and 
had emotional problems. At that time, [The patient] 
did not want to do it; we did not give him [oral care] 
when he is in a better mood in the afternoon, do it 
for him again.” [S5].

Some patients decline all oral care out of concern that 
they will lose their dentures, while others abandon treat-
ment voluntarily.

“He does not want to… [They] are afraid that den-
tures will be lost; it is safest to keep them in his 
mouth.” [S10].

Oral care tools
The oral care tools include sterilized oral bags, large cot-
ton swabs, and suction tubes. Only two NAs reported 
using suction tubes, “Suction tubes were used on Mon-
day.” [S7]. “I know we have them in our hospital, but not 
in our department.” [S1] Conscious patients were more 
willing to independently use a large cotton swab for oral 
care. Although the large cotton swab offers convenience 
in terms of portability, its delicate texture renders it sus-
ceptible to breakage and loss in the patient’s oral cavity. 
The oral bag includes curved forceps, straight forceps, 
tongue depressors, curved discs, and cotton balls. The 
unpacking and placing of the bag are cumbersome, but 
the safety index is high.

“It may be that the preparation time is relatively 
long because when you open the oral bag, you have 
to take out the bowl, then the pliers and tongue 
depressor should be distributed one by one, then 
cotton balls should be added, and the mouthwash 
should be poured into it. This step is a bit long.” [S7].
“The oral bag distributed uniformly in the hospital… 
is not very convenient, but it is relatively safe. When 
I used to work, I used large cotton swabs, which were 
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more convenient, but there were certain safety haz-
ards because they were not sturdy and could break 
off.” [S4].

Furthermore, mouthwashes containing chlorhexidine 
and hydrogen peroxide were frequently mentioned. Sev-
eral NAs reported that patients refused oral care due to 
the bitter taste of mouthwash.

“They [mouthwash] are very bitter; I have rinsed 
[chlorhexidine]; many patients don’t like this taste.” 
[S7].

Both mouth packs and large cotton balls have their pros 
and cons. The foam rod may be immersed in the liquid 
for a long time, affecting the adhesion strength between 
the foam and the rod, thus increasing the potential suf-
focation risk, combining the two for oral care was recom-
mended by nursing assistants. Furthermore, improving 
the taste of mouthwash is expected to increase patient 
compliance.

Psychology of nursing assistant
The primary concerns of NAs are the potential degrada-
tion of the patient’s tracheal intubation and the misplace-
ment of oral tampons. Furthermore, certain NAs have 
reported that unexpected sputum ejection of patients 
caused involuntary retraction of their bodies.

“I am afraid that some patients may spit, drool, or 
have cotton balls lost in their mouths.” [S6].
“[I] fear the tube being pulled out, causing the 
patient to suffocate.” [S2].

Lack of education and training
Oral care lacks systematic training and professional guid-
ance. Internet, official accounts, books, and bedside edu-
cation are the most important ways to acquire oral care 
knowledge.

Most NAs indicated that oral care ‘training’ had only 
been conducted at the time of entry; after employment, 
the ‘training’ was performed through bedside teaching. 
Some participants stated that the oral care procedures 
mentioned in books took a long time and were unsuit-
able for critically ill patients as only a few people can fol-
low the book for oral care, whereas most will follow their 
ideas to save time for nursing tasks that they consider 
important. Furthermore, the ICU has heavy tasks and a 
lack of human resources, which urges nursing assistants 
to speed up the operation process of oral care.

“It is not very standard. I will keep wiping until it is 
clean according to the patient’s needs.” [S7].

“On the night shift, we do oral care for all patients 
by ourselves. Sometimes, the beds are full. If a per-
son follows the [book] order, we cannot finish it in 
an hour, and thus, one should speed up the process.” 
[S8].

Lack of team support
Oral care is primarily the responsibility of NAs and 
nurses. Surprisingly, few participants mentioned that 
doctors pay attention to patients’ oral care.

“Doctors generally do not pay attention to oral care 
unless there is some damage, and then they will pay 
attention to it.” [S11].
“Some nurses might say that a certain patient has a 
foul mouth and needs to be brushed with hydrogen 
peroxide, but the doctor… did not hear much about 
it.” [S8].

ICU patients may face life-threatening situations at any 
time. Usually, doctors focus on disease treatment, while 
oral care appears insignificant. Moreover, professional 
nurses mostly conducted health education for patients 
upon admission and discharge, with little mention of oral 
care. Doctors and NAs were not involved in this health 
education process.

Discussion
Oral care has become indispensable in the ICU, whether 
an artificial airway or not, affecting patients’ general 
health and prognosis [18]. Current evidence suggests oral 
health often deteriorates throughout a patient’s hospital 
stay. Unfortunately, this is frequently the case in a criti-
cal care setting [19]. The reason is that oral care is often 
not considered a high priority during hospitalization, 
whether a doctor, nurse, NAs, or linguist, consistent with 
the present research [20]. In this context, we attributed 
multiple factors, such as the specificity of ICU patients, 
the advantages and disadvantages of nursing tools, NAs, 
and patient-related factors. Tanguay’s study also reported 
similar challenges [21].

Regarding oral care, numerous studies have docu-
mented the perspectives of doctors, nurses, and patients 
[22, 23]. Due to the unique nature of the ICU environ-
ment, the condition is critical, the tasks are heavy, and 
NAs play an important role in oral care [11, 24, 25]. This 
study conducted interviews with ICU NAs to understand 
the status quo of ICU oral care implementation, the dif-
ficulties and challenges faced by ICU NAs during oral 
care, and to provide basic data for examining the cur-
rent status of oral care for critically ill patients and seek-
ing ways to improve it. At the same time, this study can 
stimulate medical workers to pay attention to the role of 
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NAs, promote the establishment of a multidisciplinary 
group of ICU oral care team, further promote the recov-
ery of critically ill patients, reduce the incidence of com-
plications, alleviate economic burdens, and eventually 
improve the quality of life.

It was proved that oral hygiene reduces the occurrence 
of pneumonia and accelerates recovery [26]. Unexpect-
edly, oral hygiene did not occupy the top three of NAs’ 
responsibilities, and they were not aware of the connec-
tion between oral hygiene and associated diseases, this 
is consistent with the study by Ab Malik [27]. Similarly, 
only 38% of nursing staff have experienced substantial 
training, according to Croft [1]. The role of oral bacteria 
in pneumonia and respiratory infections is well known 
[19], and unfortunately, no one has commented on the 
evaluation of oral care for special patients, such as those 
with swallowing disorders VAP, nor did anyone discuss 
the evaluation methods of objective tools. Compara-
tively, NAs with experience in dental clinics and those 
with seniority were more comprehensive and specific 
in oral assessment, implying that these two elements 
appear to be favorable factors for better implementation 
of oral care. Future quantitative studies could continue to 
explore the factors influencing oral health assessment.

Oral care intervention should be based on individual 
needs of patients. Therefore, detailed oral assessment 
should be carried out before oral care to provide patients 
with a targeted personalized oral care plan. Appropriate 
brushing tools and mouthwashes can promote oral care, 
although chlorhexidine has been proven effective [19], its 
taste should be considered in the future. It is well known 
that providing oral care for ICU patients is challenging 
and time-consuming [28]. Therefore, an oral assessment 
before providing oral care may be clinically and economi-
cally beneficial to the ICU [6].

The variability of oral care frequency and tools implies 
a need for more unified norms and processes. Research-
ers investigated the attitude and knowledge of nurs-
ing staff in the ICU of cardiothoracic surgery [1]. It was 
found that nursing staff had limited time, and oral care 
became a neglected field; more than two-thirds of them 
needed more standardized training. In a previous study 
[10], over 50% of nurses noted the need for expert guid-
ance and practice. Although their research focus was 
on registered nurses, while our focus was on NAs, the 
results of the report were consistent. Researchers also 
explored oral care by caregivers and related healthcare 
providers, including NAs [29]. They pointed out that 
NAs from other services who may not have received cor-
responding education must be the members of oral care 
training. Professional education can help NAs overcome 
the phobia of cotton balls slipping off or moving cath-
eters [30]. In our study, only two participants received 
undergraduate education, and the vast majority of NAs 

were from urban areas. Still, the NAs with varying lev-
els of education and different places of residence did not 
report discernible differences in their perceptions of oral 
care delivery. Most NAs had no oral care experience, 
and although NAs with experience working in a den-
tal clinic showed a more comprehensive understanding 
of oral care and cited the importance of regular dental 
check-ups, they were largely unaware of the relationship 
between oral care and disease.

Given that nursing staff are the major healthcare 
providers responsible for maintaining oral health, the 
absence of specific didactics in this area represents a 
focus for future research and quality improvement. 
Future research will be required to develop and execute 
interprofessional dental care training programs and 
assess their impact on nurse competencies and patient 
outcomes.

Establishing a multidisciplinary team for oral care 
training should become a future trend [31]. Hammond 
et al [32] emphasized multidisciplinary cooperation in 
their research. However, the present study found doctors 
rarely participated in oral care training in the ICU. Many 
researchers have pointed out the importance of dental 
professionals providing professional guidance on oral 
care for ICU patients [10, 12]. The future comprehensive 
oral care plan should involve nurses, nursing assistants, 
occupational therapists, dental experts, language medical 
record holders, nutritionists, and rehabilitation therapists 
[33]. So far, there are few policies and written guidelines 
for the oral care of ICU patients. Despite these written 
guidelines, the current utilization of oral care guidelines 
is very low, and future research still needs to explore the 
best evidence-based guidelines.

This study has the following limitations: First, the scope 
of this qualitative interview was confined to a single insti-
tution, thereby constraining the applicability of the study; 
Secondly, the working age of the participants is relatively 
short, and the reliability of the results is not guaran-
teed; Finally, most of the research is conducted through 
telephone interviews, and future research can further 
enhance the credibility of the data.

Conclusion
Oral care is closely related to disease prevention, yet 
NAs rarely consider it a vital responsibility. Further-
more, standardizing the assessment and frequency of 
oral care is essential. NAs serve as an important part of 
the healthcare team, but their role in oral care is over-
looked. The uniqueness of the ICU setting and patients, 
the psychological quality of participants, sub-standard 
education and training, and inadequate team support 
are major challenges to their oral care implementation. 
Moreover, suitable tools and mouthwashes, stream-
lined and standardized processes, proper training, and 
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multidisciplinary team collaboration are areas worth 
exploring in future ICU oral care.
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