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Community-based oral health interventions for people
experiencing homelessness: a scoping review
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Objective: To determine the characteristics of community-based oral health interventions for people experiencing homelessness. Basic
research design: A scoping review was conducted, adhering to the PRISMA-ScR (Preferred Reporting Items for Systematic Reviews and
Meta-Analyses: Scoping Reviews) checklist. A search strategy was developed using MeSH terms and key words, and used to search the
following electronic databases: Medline/PubMed, CINAHL, ProQuest Assia, Scopus, Web of Science and PsychNet. Key journals and
reference lists were also hand-searched. Two reviewers then read the abstracts of all papers, excluding duplicates and papers that did not
meet the eligibility criteria. The reviewers then read to full-texts of the studies to be included in the review. Results: Eighteen studies met
the inclusion criteria and were included in the study. These studies were predominantly evaluations of community-based dental services
or other oral health interventions. Several recommendations were extracted. Interventions should involve co-design with homeless service
users; multidisciplinary working, collaboration with dental practitioners, and working with educational establishments. The location of
community-based services was also found to be of importance. Conclusion: This review has highlighted several recommendations, as
well as gaps in the literature. These gaps suggest a need for more non-clinical oral health interventions for the homeless population, and

a closer look at the role that non-dental practitioners can play in the delivery of oral health care.
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Introduction

In the United Kingdom, you may be homeless if you
“have no home... where you and your family can live
together”, if you do not have the right to live where you
are currently staying, or if the place where you are cur-
rently staying is “unsuitable or unsafe” (Shelter Scotland).
This means that you may be homeless, even with a roof
over your head. The European Federation of National
Organisations Working with the Homeless (FEANTSA,
2005) have developed a typology of homelessness which
includes rooflessness, houselessness, insecure housing and
inadequate housing (Table 1). Thus, an individual may
be considered homeless if they are in temporary accom-
modation, or if they are sleeping rough, or experiencing
multiple social exclusion (Joseph Rowntree Foundation):
homelessness is not a homogenous experience (Patterson
and Tweed, 2009).

Homeless populations have higher levels of dental
caries, periodontal disease, edentulousness, poor oral hy-
giene, a higher prevalence of negative health behaviours
compared to the general population and are a high-risk
group for oral cancer (Wagner et al., 2014; Coles et al.,
2011; Sfeatcu et al., 2011; Collins and Freeman, 2007).
This suggests that people experiencing multiple exclusion
homelessness have the levels of oral disease commensu-
rate with ‘extreme oral health’ (Freeman, et al., 2019).

Evidence suggests that many people experiencing
multiple exclusion homelessness are emergency-only
dental attenders (King et al., 2003; Groundswell,
2017). However, this is not necessarily the case for all

people experiencing different types of homelessness:
the Smile4life survey in 2011 found that 31% of
their homeless sample were registered with a dentist;
Groundswell found that 36% of their sample, surveyed
in 2017, were registered with a dentist (Coles et al.,
2011; Groundswell, 2017). Therefore, people experiencing
homelessness vary in their dental attendance pattern as
they do with regard to their homelessness experience,
with those experiencing multiple exclusion homelessness
tending to rely on emergency and community-based
care (Coles et al., 2011). Wallace and MacEntee (2012)
highlighted that people experiencing multiple exclusion
had greater priorities than oral health, such as food or
accommodation, and their social circumstances affected
their access to, and utilisation of, services (King et
al., 2003; Wagner et al., 2014). A recent qualitative
exploration of barriers and facilitators to achieving
good oral health amongst homeless adults found that
participants considered their dental health a low priority,
and often had a negative attitude towards oral health
professionals; however, single appointments for treatment
and oral health promotion delivered at accessible locations
were found to be facilitators (Csikar et al., 2019).

De Palma and Nordenram (2005) noted that poor oral
health affected the social function, self-esteem and self-
confidence of people experiencing homelessness. They
found that their oral health was associated with “human
dignity” (p.295). Coles et al. (2011) agreed, showing that
homeless participants had poor oral health-related quality
of life, higher depression and dental anxiety.
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Table 1. FEANTSA (20005): European Typology of
Homelessness and Housing Exclusion

gz;le;ef gfal Operational Category

Roofless People living rough
People in emergency accommodation

Houseless People in accommodation for the homeless
People in women’s shelters
People in accommodation for immigrants
People due to be released from institutions
People receiving longer-term support (due to
homelessness)

Insecure People living in insecure accommodation
People living under threat of eviction
People living under threat of violence

Inadequate People living in temporary/non-conventional

structures
People living in unfit housing

People living in extreme over-crowding

While much is known about the oral and psychosocial
needs of the homeless population, there is comparatively
little research regarding interventions designed to improve
the oral health of this population and/or address the barri-
ers known to influence their oral health. Cochrane Equity
Methods have produced Homeless Health Guidelines in
Canada, but these omitted oral health. In 2014, NICE
published guidelines for local strategies for oral health
and community-based interventions, which included
a review of evidence regarding the effectiveness of
community-based oral health improvement programmes
and interventions for people living in the community,
including people experiencing homelessness, although
this population was not the sole focus of the review.
NICE concluded: “There is a lack of evidence on the
effectiveness or cost effectiveness of community based
oral health improvement programmes that aim to promote,
improve, and maintain the oral health of groups of people
considered at high risk for poor dental health such as
people who are homeless” (NICE, 2014, p.63). However,
a recent systematic literature review examined oral health
and homelessness, with a focus on the behaviours and
barriers affecting homeless people seeking and accessing
dental care (Goode ef al., 2018) and demonstrated a need
to explore the oral health and homelessness literature
with a focus on oral health interventions. As this popula-
tion is known to consist of emergency-only attenders, it
seemed prudent to conduct a scoping review focusing on
community-based preventive and treatment interventions.

Scoping reviews may be considered similar to sys-
tematic reviews in that both “follow a structured process”
(Munn et al.,, 2018). They are used to determine the
coverage and scope, to “map the available evidence”
including identifying gaps in the literature. The same
authors concluded, that scoping reviews are preferable
to systematic reviews when the purpose is to “scope

a body of literature, clarify concepts (or) investigate
research conduct”. In this instance, a scoping review
was chosen to scope, or map, the available literature, to
determine what community-based oral health interven-
tions for people experiencing homelessness existed, and
what recommendations may be extracted from them.
Compared to a systematic review, a scoping review will
have a broader scope, but will still have an a priori
protocol and search strategy and be systematic in its
approach to searching the literature. This broader scope
was more appropriate for this review, given the limited
number of studies conducted in the field of oral health
and homelessness.

This scoping review aimed to map the available
literature on community-based oral health interventions
for people experiencing homelessness to establish what
worked/did not work and extract characteristics of suc-
cessful interventions. The following research question was
developed for this review: ‘What are the characteristics
of community-based oral health preventive and treatment
interventions for people experiencing homelessness?’

Method

This review was conducted in accordance with the Pre-
ferred Reporting Items for Systematic reviews and Meta-
Analyses-Scoping Reviews (PRISMA-ScR) checklist, a
rigorous list of items that should be included within a
scoping review (Tricco et al., 2018).

The protocol was based on the PRISMA guidelines
for protocols (PRISMA-P) (Shamseer ef al., 2015), setting
out what the scoping review intended to do, including
the eligibility criteria and search strategy utilised. The
final protocol was registered with the Open Science
Framework (https://osf.io/kxym5).

Eligibility Criteria
Inclusion and exclusion criteria were developed to aid
the selection of appropriate papers. The inclusion criteria
were that studies had to:
*  Be written in English
*  Present primary research
*  Be qualitative, quantitative or mixed methods
* Include people experiencing homelessness or
practitioners working with this population
*  Be concerned with improving the oral health of
people experiencing homelessness
* Be community-based, e.g. hostels, drop-ins,
homelessness centres/accommodations (Coles et
al., 2012). ‘Community-based’ was not specifi-
cally defined, as it was likely that there would be
variance in the papers included. Community-based
dental services such as community outreach clin-
ics or mobile dental units were included.
Studies would be excluded if they were:
* Set in a primary or secondary healthcare setting
such as dental practices, clinics or hospitals.

Search Strategy

The following electronic databases were searched to
identify potentially relevant studies: Medline/Pubmed,
CINAHL, ProQuest ASSIA, Scopus, Web of Science,
PsychNet.
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A search strategy was developed using specific MeSH
terms and key words representing four broad themes:
homelessness, oral health, community and interventions
(Table 2). This strategy was based on the research ques-
tion, and the definitions of the key elements within it
(Arksey and O’Malley, 2005). It was then piloted and
refined, with the intention of yielding more relevant stud-
ies, and fewer irrelevant studies (Arksey and O’Malley,
2005). The most recent search was executed on the 4"
May 2019.

Table 2. Search strategy

1. Homeless*

2. “Rough sleeper”

3. Roofless

4. “Homeless Persons”

S. “Homeless Youth”

6. lor2or3or4or5

7. “Oral health”

8. “Dental health”

9. Dentistry

10. Dental

11. “Dental Health Services”
12. “Delivery of Health Care”
13. “Health Education, Dental”
14. 7or8or9orl0orllorl2orl3
15. Communit*

16. Intervention

17. 6 and 14 and 15 and 16

Selection of sources of evidence

After the initial search, duplicates were removed and
studies were checked to determine if they met the eli-
gibility criteria. Full-text articles were then read by the
review team (LB and RF). Additional studies for potential
inclusion were identified by hand-searching reference lists
and appropriate journals. The full-texts of these studies
were read by the review team. Any disagreements were
discussed until consensus was reached.

Data charting

A data charting form was used to extract key variables.
Variables were chosen that would provide key information
regarding the characteristics of the reported interventions,
and also to summarise demographic information about
each study. Where possible, the following information
about included studies was charted: title; author; year
of publication; country of origin; aim; study population
and sample size; method; intervention type; duration of
study; how outcomes were measured; and a summary of
key findings and recommendations made.

Quality Assessment

Critical appraisal checklists developed by the Joanna
Briggs Institute (http://www.joannabriggs.org/) and NICE
were used to appraisal the quality of the included studies.
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Most scoping reviews lack an appraisal of the quality of
the included studies (Pham et al., 2014). This is another
example of the differences between scoping reviews and
systematic reviews. However, Munn et al. (2018) sug-
gested that while this was not a mandatory element of
a scoping review, it was possible to include a quality
appraisal. Indeed, Pham et al. (2014) conducted a scoping
review of scoping reviews and concluded that this lack
of quality appraisal is frequently cited as a limitation of
such reviews, and could result in them being interpreted
as less rigorous than systematic reviews. This supported
the earlier suggestion by Levac et al. (2010) that a lack
of quality appraisal meant that it was difficult to interpret
the results of scoping reviews, particularly with regard
to their implications for policy and practice. Pham et
al. (2014) recommended that scoping reviews should
appraise study quality, but that this should not be used
to determine the studies included in the review, as the
intent of a scoping review is to provide an overview of
the evidence base, which may be limited if studies are
rejected based on their quality. Instead, the inclusion of a
quality appraisal element of scoping reviews aids in the
identification of gaps within the literature. Therefore, this
review included an appraisal of quality, but the results
were not be used to exclude studies.

Analysing the data

The information charted from each study was summarised
in a table to overview the available literature. This was
then reviewed to conduct descriptive and thematic analy-
ses (Braun and Clarke, 2006), using the study objectives
as a guide, as well as identifying themes emerging from
the data. The descriptive analysis summarised the number
of papers for each characteristic being recorded (e.g. year,
country of origin, study population, and overall aim). The-
matic analysis identified and analysed themes emerging
from qualitative data in six stages: familiarisation with
the data; generating initial coding; searching for themes;
reviewing themes; defining and naming themes; and pro-
ducing the report (Braun and Clarke, 2006; Nowell ef al.,
2017). For example, in order to extract recommendations
from the included studies, a list of all recommendations,
from quantitative, qualitative and mixed method studies,
was made using the extracted and charted information,
which included summaries of key findings. This list was
read through and initial common themes were noted.
The list was then re-read, to establish examples of these
themes. These themes were then reviewed to determine
if they were appropriate and were then labelled, based
on the recommendations within them.

Results

A total of 483 papers were retrieved, reduced to 441 fol-
lowing removal of duplicates. The abstracts were screened
using the eligibility criteria. Nine were found to match
the criteria. Following a hand-search of reference lists
and key journals, a further 16 papers were included for
full-text screening. After screening the full-text articles,
seven were excluded, resulting in a total of 18 studies
(Figure 1).
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Figure 1. Review profile.

Study Characteristics (lable 3)

Nine studies were from the United Kingdom (Daly et al.,
2010; Simons et al., 2012; Coles et al., 2013; Pritchett et
al., 2014; Beaton and Freeman, 2016; Beaton et al., 2016;
Caton et al., 2016; Doughty et al., 2018; Rodriguez et
al., 2019), five from the USA (Bolden and Kaste, 1995;
Zabos and Trinh, 2001; Lashley, 2008; DiMarco et al.,
2009; Nunez et al., 2013), one from Ireland (Gray, 2007),
two from Canada (Melanson, 2008; Wallace et al., 2013)
and one from Australia (Stormon et al., 2018).

All but one of the included studies was conducted
in the last two decades, the exception being Bolden and
Kaste (1995). Seven studies used quantitative evaluation
methods (Gray, 2007; Lashley, 2008; DiMarco et al.,
2009; Daly et al., 2010; Simons et al., 2012; Nunez et
al., 2013; Stormon et al., 2018), six adopted qualitative
methods (Zabos and Trinh, 2001; Coles et al., 2013;
Pritchett et al., 2014; Beaton and Freeman, 2016; Caton
et al., 2016; Rodriguez et al., 2019) and three had a
mixed-methods approach (Wallace et al., 2013; Beaton
et al., 2016; Doughty et al., 2018). Two studies were
predominantly descriptive (Bolden and Kaste, 1995;
Melanson, 2008).

People experiencing homelessness were participants in
10 studies (Zabos and Trinh, 2001; Gray, 2007; Lashley,
2008; DiMarco et al., 2009; Daly et al., 2010; Simons

et al., 2012; Nunez et al., 2013; Pritchett et al., 2014,
Doughty et al., 2018; Stormon et al., 2018), while prac-
titioners working with people experiencing homelessness
participated in 5 (Melanson, 2008; Coles et al., 2013;
Wallace et al., 2013; Beaton and Freeman, 2016; Bea-
ton et al., 2016). Two studies examined both of these
participant groups (Caton et al., 2016; Rodriguez et al.,
2019). One did not have a specific participant group as
it was about the development of an intervention (Bolden
and Kaste, 1995).

Eleven papers discussed the implementation of com-
munity-based dental services (Bolden and Kaste, 1995;
Zabos and Trinh, 2001; Gray, 2007; Melanson, 2008; Daly
et al., 2010; Simons et al., 2012; Wallace et al., 2013;
Pritchett et al., 2014; Caton et al., 2016; Doughty et al.,
2018; Stormon et al., 2018). Two interventions focused on
the role of non-dental practitioners working with people
experiencing homelessness, with one investigating the role
of a paediatric nurse practitioner (DiMarco et al., 2009)
and the other exploring the role of dental and nursing
students (Lashley, 2008). Two studies evaluated the impact
of practitioner training (Coles et al., 2013; Beaton et al.,
2016). One study discussed a housing intervention with
an oral health component (Nunez ef al., 2013), and two
were oral health promotion interventions (Beaton and
Freeman, 2016; Rodriguez et al., 2019).
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Quality Assessment

Twelve studies were of high quality, four of medium qual-
ity, and two low quality (Table 4). As mentioned above,
these results were not used to determine study inclusion.

Table 4. Quality Assessment

Type of study Study Quality

Bolden and Kaste, 1995 High

Text and opinion

DiMarco et al., 2019 High
Melanson, 2008 High
Qualitative research Zabos and Trinh, 2001 Low
Coles et al., 2013 Medium
Wallace et al., 2013 High
Pritchett et al., 2014 Medium

Beaton and Freeman, 2016  High

Caton et al., 2016 High
Rodriguez et al., 2019 High
Case series Gray, 2007 High
Lashley, 2008 Low
Daly et al., 2010 High
Simons et al., 2012 High
Doughty et al., 2018 High
Stormon et al., 2018 High
Questionnaire Beaton et al., 2016 Medium
Cohort studies Nunez et al., 2013 Medium

Intervention Characteristics

The included papers were analysed thematically to ex-
tract recommendations for future community-based oral
health interventions for people experiencing homelessness.
Themes emerged from these recommendations, which
were then grouped based on these themes (Table 5).

The overarching theme was collaboration, divided
into five sub-themes of: (1) Co-design and co-production;
(2) Multidisciplinary working between oral health,
community-based services and Local Authorities; (3)
Location of services; (4) Working within education and
(5) Collaboration with dental practitioners. These themes
are analysed in greater detail below.

1. Co-design and co-production

Many interventions discussed the need to increase involve-
ment from homeless service users. Doughty et al. (2018)
concluded that their community-based dental service
needed feedback from homeless patients if it was to meet
the needs of the homeless population. Rodriguez et al.
(2019) included young homeless people in the co-design
of an intervention, involving them at the development
stage to determine the content of planned workshops.
Early involvement would likely increase “buy-in” from
the service users (Coles et al., 2013), i.e. that the service
users were more likely to engage with the intervention.
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Many papers stressed the need to better understand
the homeless population and homelessness status. Gray
(2007) noted that the “homeless population is not homog-
enous, being very diverse in age, socio-economic status,
education and substance misuse”: interventions must be
tailored and cannot be one-size-fits-all. This was reiter-
ated by Bolden and Kaste (1995), who stressed that their
intervention was developed taking into consideration the
oral health status of the homeless population they were
targeting, with treatment plans being dependent on patient
status. Similarly, Melanson (2008) suggested conducting
a needs assessment to define the target population.

A greater understanding of the needs of this popula-
tion would allow services to be tailored to the needs of
the individuals, taking into account their often-chaotic
lifestyles. Flexible dental services were ones that allowed
for one-off treatment, without the expectation of a full
course of treatment being completed (Zabos and Trinh,
2001; Daly et al., 2010; Simons et al., 2012; Caton et
al., 2016; Doughty et al., 2018).

Pritchett et al.’s (2014) intervention involved the de-
livery of oral health information tailored to each patient.
In an evaluation, most participants stated that they “would
benefit from tailored oral health education on a regular
basis”, confirming the need for this service.

Gray (2007) advocated services that were tailored
and targeted specifically at subsections of the homeless-
ness community. She noted that dental services aimed at
homeless people were not as accessible to people over the
age of 40 as they were to younger groups. She suggested
that referral pathways for the older homeless population
would need to be investigated to ensure equity of access.

2. Multidisciplinary working

Beaton and Freeman (2016) and Beaton et al. (2016)
recommended greater partnership working between oral
health practitioners and Third Sector staff in community-
based organisations, as well as the social care practitioners
within Local Authorities.

Melanson (2008) highlighted the need for partnership
working, particularly with social agencies. She noted that
staff within these agencies would have a firm under-
standing of the needs of their service users, and would
therefore “require little convincing of the need for dental
treatment for the underprivileged”.

Caton et al. (2016) suggested that oral health inter-
ventions should reach out to community-based services
in order to develop relationships with service users.
Gray (2007) suggested a similar integration between oral
health and community-based services when she reviewed
referral patterns to dental services; the main source of
referrals was the homeless drop-in centre. Gray (2007)
recommended an interdisciplinary approach, in order to
include oral health assessments as part of the initial as-
sessment carried out by the homeless centre staff.

Wallace et al. (2013) suggested integrating dental
services with other health services: “Dental services are
integrated with other health and social services, mostly
within community health centres” so that all elements
of healthcare could work closely together to address the
social determinants of health and overcome physical bar-
riers for the service users accessing healthcare.



Table 5. Recommendations extracted and identified as themes

Study

Recommendations

Themes

Beaton and Freeman, 2016

Gray, 2007

Caton et al., 2016

Pritchett et al., 2013

Daly et al., 2010

Melanson, 2008

Doughty et al., 2018

Wallace et al., 2013

Stormon et al., 2018

Bolden and Kaste, 1995

Zabos and Trinh, 2001

Simons et al., 2012

Lashley, 2008

DiMarco et al., 2009
Beaton et al., 2016

Coles et al., 2013

There is a need for partnership working

Services must be available to the people they are
aimed at

Interdisciplinary care

Targeted services

Allow service users space to voice their health needs

Need for a safe space

Reach out to the community
Link to GP practices

Flexible, approachable services

Student input can be valuable

Tailored approach should be adopted

Flexible attendance

Mobile dental surgeries

Conduct needs assessment
Create partnerships between health and social care

Identify champions within the dental community

Incorporate feedback from service users
Flexible, responsive service

Flexible re: treatment

Services should be located in accessible locations

Integrated with other health and community services

Collaboration with universities and community groups

Consider homelessness status

Consider dental needs and barriers

Non-judgemental attitudes
Tailored dental treatment

Co-located services

Flexible dental services

Embedded services

Values of partnership working between universities
and community organisations

Involve key stakeholders at all stages of intervention
development

Value of non-dental staff

Increased partnership working

Non-dental staff could be used to deliver oral health
education

Need buy-in from service users

Multidisciplinary working

Location of services

Multidisciplinary working
Co-design and co-production
Co-design and co-production

Location of services

Co-design and co-production
Location of services

Co-design and co-production

Working with education

Co-design and co-production

Co-design and co-production

Location of services

Co-design and co-production

Multidisciplinary working

Collaboration with dental practitioners

Co-design and co-production
Co-design and co-production

Co-design and co-production

Location of services

Location of services
Multidisciplinary working

Working with education

Co-design and co-production

Co-design and co-production

Co-design and co-production
Co-design and co-production

Location of services

Co-design and co-production

Location of services

Working with education

Co-design and co-production

Multidisciplinary working

Multidisciplinary working

Multidisciplinary working

Co-design and co-production
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3. Location of services

The location of services was seen to impact upon the
success of a dental service or intervention. Wallace et al.
(2013) recommended that services for oral health should
be in accessible and appropriate locations, and highlighted
practical considerations: “emphasis was placed on the
need for a safe location and on the availability of staff
who speak the languages of the community”.

Many studies discussed dental services that were co-
located with other health or social services. The service
discussed by Wallace was integrated with other health
care services. Zabos and Trinh (2001) provided co-located
services, which they concluded was an “effective way to
enhance the delivery of oral health services” to popula-
tions who would often face discrimination.

The location of services was also considered in stud-
ies using a mobile dental unit, which could be taken
anywhere, setting up next to community-based homeless
organisations. As Pritchett et al. (2014) noted, a mobile
dental clinic was often the first place a person experienc-
ing homelessness would seek dental treatment. Simons
et al. (2012) also discussed the use of portable dental
equipment which could be used to take the dental service
to the service user.

The need for a safe environment was also highlighted
by Rodriguez et al. (2019), detailing an oral health
education intervention for young homeless people. The
authors noted that the young people appreciated that
the intervention took place at a familiar location, which
encouraged a trusting environment.

4. Working with education

Three studies included had an element of dental student
involvement. Lashley (2008) concluded that involving
dental and dental hygiene students in on-site oral health
screenings, preventive care and education had benefited
both them and the shelter where the intervention took
place. The shelter benefited from the much-needed health
services. The students gained understanding of the bar-
riers facing the homeless population in accessing dental
care, awareness of the societal and political situations
that give rise to inequalities and clinical experience that
they may not have acquired otherwise.

Stormon et al.’s (2018) intervention involved den-
tal students, among other volunteer dental/oral health
professionals, visiting community-based organisations
screen people and give oral health advice. Feedback
from participants suggested that the students and other
volunteers “worked well with the service”.

Pritchett et al.’s (2014) intervention was student-
led, with students supporting dentists by providing
tailored oral health information to homeless people at a
community-based dental service. The authors concluded
that the intervention developed students’ “communication
skills and social responsibility... shaping future career
direction and ethical responsibilities”, alongside a greater
understanding of the problems facing homeless people
in their attempts to access dental care.

5. Collaboration with dental practitioners

DiMarco et al. (2009) highlighted the benefits of work-
ing with non-dental health professionals and noted that
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the oral health of children is a significant public health
concern that paediatric nurses could be involved in ad-
dressing, stating that “dental and health care providers
should share... responsibilities”.

Melanson (2008) suggested that interventions should
identify champions within the dental community at an
early stage of planning. Not only could dental profession-
als help to determine clinical needs, they could encour-
age involvement from their colleagues. She concluded
that “each profession needs a champion who brings the
passion of their professional to the mix”.

Two groups (Doughty et al., 2018; Beaton and Free-
man, 2016) highlighted the need for trained and motivated
practitioners in community-based oral health interventions
for people experiencing homelessness, Doughty et al.
noted that their volunteer-led community-based dental
service depended on the motivation of volunteers, who
also needed to be trained dental practitioners. Beaton and
Freeman found that the motivation of practitioners to
engage with community-based homelessness services or
service users affected the adoption of their intervention.

Discussion

Summary of evidence

The recommendations focused on collaboration with key
stakeholders. This included: co-design and co-production
of services with service users; multidisciplinary working
with community-based organisations; working along-
side education; locating or embedding services within
community-based organisations and collaborating with
dental practitioners. This supports the earlier work con-
ducted by Goode et al. (2018) and a mixed-methods
review of community-based health promotion for people
experiencing homelessness (Coles et al., 2012). Studies
included in the Coles review recommended approaching
community-based services and their staff at the earliest
stages of intervention design, to gain their engagement
and establish rapport. Similarly, Goode et al. found that
a key strategy for improving access to dental care for
homeless populations was to work “in close collaboration
with homeless support agencies”. The recommendations
extracted within this review also mirror those made in
the review by Coles et al. who concluded that home-
less people should be involved with the design of the
intervention from the development stage, to encourage
their engagement and to facilitate their access to services.

Revisiting the review, a series of recommendations
to promote the acceptability, feasibility and sustainability
for community-based oral health interventions for people
experiencing homelessness can be proposed. In terms of
acceptability, increased attempts to encourage engagement
and partnership working with service users, oral health
practitioners, community-based services and Local Au-
thorities will ensure that any future intervention meets
the felt and expressed needs of those involved (Coles et
al., 2013; Beaton and Freeman, 2016; Melanson, 2008).
Furthermore, increased engagement from practitioners and
community-based services will ensure that future interven-
tions are easily incorporated into current practices. This
will be strengthened by the integration of health and social



care services, already a reality in Scotland, and planned
for England (Scottish Government; NHS England). In-
deed, in a recent review called for the “incorporation of
oral health into health and social care” (Freeman et al.,
2019). Finally, encouraging dental student involvement
in delivering interventions may increase their sustain-
ability and train the next generation of dentists in how
to address the oral health needs of people experiencing
homelessness, so developing experienced and motivated
practitioners for the future.

Research gaps

This review identified three gaps in the literature con-
cerning community-based oral health interventions for
homeless people:

1. Only two studies addressed the role of non-dental/
oral health practitioners: DiMarco et al. (2009)
used a paediatric nurse practitioner effectively in
oral health interventions for homeless children and
Lashley (2008) discussed oral health education
delivered by nursing students, as part of oral
health promotion with other practitioners. Other
health practitioners could deliver preventative
oral health advice and support clinical staff in
treatment provision.

2. Only one paper described oral health as part of
a non-dental intervention (Nunez et al., 2013).
This suggests that there may be other ways in
which oral health can be embedded within other
homelessness-related holistic care (Freeman et
al., 2019) and highlights the potential for future
interventions to re-enforce communication and
integration across sectors. Such integration may
be increasingly complex.

3. Most interventions focused on the provision of
dental treatment. While there is a need for ser-
vice provision, there is less focus on non-clinical
oral health education/promotion that is effective,
cost-effective and less resource-intensive. Indeed,
oral health education has been found to be a
cost-effective method for oral disease prevention
(Nakre and Harikiran, 2013), and interventions
that use minimal equipment will also cost less
than those that require mobile or fixed-site clinics
(Stormon et al., 2018).

Limitations

While this scoping review was not intended to be exhaus-
tive, it has some limitations. First, the search strategy
was limited to online resources. Second, the inclusion
criteria were limited to papers written in English, based
in developed countries. Furthermore, when compared to a
systematic review, scoping reviews are often considered
to be less rigorous. However, the use of the PRISMA-ScR
and the inclusion of a quality appraisal partly overcame
this limitation.

Conclusion

This review has implications for the future development
and design of community-based oral health interventions
for people experiencing homelessness. It has highlighted

several gaps in the literature, suggesting a need for more
non-clinical oral health promotion for the homeless
population, and a closer look at the role that non-dental
practitioners can play in the delivery of oral health care.
The extracted recommendations suggest that com-
munity-based oral health interventions for people expe-
riencing homelessness should involve multidisciplinary
collaboration with key stakeholders from the earliest stage,
including service users, dental/oral health practitioners and
practitioners from community-based organisations, all of
whom should play an active role in programme develop-
ment. By adopting these recommendations, interventions
may be acceptable, feasible and sustainable, improving
the oral health of people experiencing homelessness.
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