
ACTA ODONTOLOGICA SCANDINAVICA
2026, VOL. 85, 200–208
https://doi.org/10.2340/aos.v85.45934

RESEARCH ARTICLE

CONTACT Ingrid Volden Klepaker  ingridkl@ofk.no  Sørkedalsveien 10 A, 0369 Oslo, Norway. Oral Health Center of Expertise in Eastern Norway

 Supplemental data for this article can be accessed online at https://doi.org/10.2340/aos.v85.45934
© 2026 The Author(s). Published by MJS Publishing on behalf of Acta Odontologica Scandinavica Society. This is an Open Access article distributed under the terms of the Creative 
Commons Attribution 4.0 International License (http://creativecommons.org/licenses/by/4.0/), allowing third parties to copy and redistribute the material in any medium or format and to 
remix, transform, and build upon the material, with the condition of proper attribution to the original work.

Exploring dental professionals’ experiences of interprofessional collaboration with 
home care services

Ingrid Volden Klepakera , Lena Fauskeb  and Marte-Mari Uhlen-Stranda 
aOral Health Centre of Expertise in Eastern Norway, Oslo, Norway; bDepartment of Oncology, Norwegian Radium Hospital, Oslo University 
Hospital, Oslo, Norway

ABSTRACT
Aim: To explore dental professionals’ experiences of interprofessional collaboration between the public 
dental service (PDS) and home care services (HCS) in Norway, with a focus on how structural, legal, and 
professional factors influence access to preventive oral health care for HCS users.
Materials and methods: A qualitative design was applied, informed by phenomenological and herme-
neutical approaches. Eight semi-structured interviews were conducted with dental professionals in PDS in 
Eastern Norway. Data were analyzed thematically using an inductive approach.
Results: Three main themes were identified: (1) Systemic and practical barriers, including fragmented 
administrative structures, outdated legislation, and lack of shared digital infrastructure; (2) Challenges in 
interprofessional collaboration, such as weak institutional anchoring, unclear role expectations, and low 
prioritization of oral health within HCS; (3) Prevention of oral disease, wherein participants emphasized the 
need for early intervention, continuity, and integration of oral health into daily care routines. Joint home 
visits and stable interprofessional relationships were highlighted as promising.
Conclusion: Despite national strategies supporting integrated care, structural fragmentation and role 
ambiguity hinder effective collaboration. Strengthening interprofessional frameworks, updating legisla-
tion, and improving digital systems are needed to enhance access to preventive oral health care services. 
Oral health must be recognized as a shared responsibility across health services.
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Introduction

By 2050, the global population of people aged 60 and above is 
expected to double [1]. This demographic shift will increase the 
strain on healthcare services and demand targeted prevention 
of oral diseases, and prioritizing resources to maintain good oral 
health. At the same time, improved oral health trends and 
declining caries prevalence among older adults in Norway have 
led to longer retention of natural teeth [2, 3], leaving more teeth 
at risk of caries in later life. Moreover, global evidence indicates 
that dental caries remains highly prevalent among older adults, 
especially in vulnerable populations [4].

Poor oral health is found to be higher among people 
receiving home care, compared to residents in nursing homes 
[5, 6]. Despite having a statutory right to access the public dental 
service (PDS) [7], only 15% of individuals in the patient group 
‘elderly, chronically ill, and disabled receiving home nursing 
care’, were examined or treated in 2024 [8, 9]. This represents a 
critically low number of patients enrolled in PDS, especially 
considering risks related to oral diseases [10].

In Norway, home care services (HCS) and PDS are organized 
within different parts of the public administration [11, 12]. These 
two specific health services are governed by separate legislation 
and regulations, although overarching policies such as the 

Coordination Reform [13] and the Public Health Act [14] 
emphasize efficient resource utilization for integrated care to 
people receiving HCS.

Healthcare services bear the responsibility of informing users 
about their rights, given their comprehensive insight into users’ 
circumstances and needs. The division of responsibility is 
formalized through a cooperation agreement between HCS and 
PDS [15]. Nevertheless, many home care users report not 
receiving information about the available dental services [16]. 
Similar views were expressed in interviews with chief dental 
officers in PDS [17]. Similar findings were supported by Schluter 
et al. [18], where only 25.3% of older adults receiving home care 
had a dental examination in the past year, indicating barriers 
targeting this particular part of the population.

Structural government separation and differences in 
administrative responsibilities can create barriers to effective 
collaboration between HCS and PDS [16]. At the same time, 
health care services at different government levels are expected 
to collaborate at a high level to ensure integrated health care 
services to the public [13].

Previous research has shown that improved interprofessional 
collaboration between home care professionals and dental 
professionals is essential in the prevention of oral diseases 
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among older adults receiving home care [19]. Prevention of 
disease is one of the main tasks both for HCS and PDS according 
to legislation and political documents [11, 12, 20, 21]. 
Simultaneously, it has been shown that dental professionals are 
more often required to provide acute oral care due to the 
significant burden of untreated oral disease within this 
population [22]. This highlights the need for early preventive 
measures; however, reaching these users remains challenging, as 
previous research identifies this as a barrier to collaboration [16].

Luhmann’s social systems theory describes systems as 
operationally closed yet cognitively open, meaning they 
respond to environmental stimuli through internal structures 
rather than external forces [23]. Systems create meaning self-
referentially and distinguish themselves from their environment. 
In collaboration between health services, professionals interpret 
information according to system-specific logic; thus, 
collaboration is shaped not only by information content but also 
by the receiver’s interpretive framework, which may contribute 
to collaboration challenges [24].

This study aimed to explore dental professionals’ experiences 
of the collaboration between PDS and HCS, and to explore this 
collaboration from various perspectives through a qualitative 
lens.

Materials and methods

A qualitative design was employed in this study, utilizing 
semi-structured interviews to address the research question. A 
phenomenological and hermeneutical research approach was 
used. Phenomenology allows for a deeper understanding of the 
phenomenon from the participants’ point of view. Combined 
with a hermeneutical approach, which seeks to interpret and 
make sense of the participants’ experiences, this enables an 
in-depth exploration of the participants [25]. Individual 

interviews were conducted to elicit detailed and nuanced 
accounts, allowing participants to share both positive and neg-
ative experiences in a secure and supportive setting [26, 27].

Sampling and recruitment

A purposive sampling approach by establishing clear inclusion 
criteria was used [25, 26], to ensure the selection of participants 
who could contribute rich and relevant data. Recruitment of 
participants was guided by pragmatic considerations, particu-
larly the feasibility of conducting in-person interviews. The invi-
tation to participate was sent out by e-mail distributed through 
the chief dental officers of PDS in counties in Eastern Norway. 
Dental hygienists and dentists working in PDS were invited to 
participate in the study. Inclusion criteria consisted of at least 1 
year of experience from PDS and a high level of proficiency in 
spoken Norwegian. A total of eight (8) dental professionals were 
included, and interviews were conducted using a recording 
device. Background characteristics are presented in Figure 1. 
Half of the participants were clinic managers, and most partici-
pants worked in district areas, as opposed to cities. All partici-
pants were female, with a median age of 44 years (24–65).

Interviews, transcription, and ethics

An interview guide was developed based on a literature review, 
the first author’s professional experience from the field and 
feedback from the research team. The guide is structured around 
five main themes – interprofessional collaboration, communica-
tion, dental services, resource allocation, and preventive efforts. 
Open-ended questions were used to encourage participants to 
provide detailed accounts and concrete examples from their 
professional practice. This approach aimed to elicit in-depth 
insights and uncover new dimensions of interprofessional 

Figure 1.  Background characteristics presented in Figure 1 (n=8).
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collaboration that might not have been anticipated in advance 
[25]. The interview guide functioned as a flexible framework 
rather than a rigid script, allowing for the exploration of unfamil-
iar topics during the interviews. After the first two interviews, 
the guide was adjusted according to new themes that became 
apparent.

The participants were informed about the aims and purpose 
of the project both in writing and orally. Before each interview, 
the participants were given the opportunity to read the 
information sheet again and ask questions if there were any. 
Written consent was obtained from participants before the 
interviews, which were conducted by the first author, who had 
prior experience in qualitative research. Interview facilities were 
chosen by the participants, either at their own clinic (n = 6) or at 
the principal investigator’s workplace (n = 2). After each 
interview, a field note was made. Following each interview, 
records were transcribed verbatim and deidentified, and both 
were stored encrypted on USB drive owned by the Oral Health 
Centre of Expertise in Eastern Norway.

The study was carried out in compliance with the ethical 
principles set forth in the Declaration of Helsinki and was 
approved by the Norwegian Agency for Shared Services in 
Education and Research (No. 98121). In addition, ethical 
approval was given from Master Review Board at the University 
of Oslo. Participants were reminded that their professional duty 
of confidentiality, as mandated for healthcare personnel, 
remained applicable throughout the interview. The Consolidated 
Criteria for Reporting Qualitative Research (COREQ) were 
followed to ensure methodological rigor throughout the study 
[28], and is available in the Supplementary Material (Appendix 1). 

Data analysis

The data acquired from interviews were analyzed using the-
matic analysis. The analysis was primarily focused on the 
explicit meanings expressed in the data, while interpretative 
elements were applied when discussing the findings in rela-
tion to the theoretical framework. The first author conducted 
an inductive thematic analysis following the six-step process 
described by Braun and Clarke, identifying, analyzing, and 
reporting patterns in the data [29–31]. The transcripts were 
coded manually by the first author. Each transcript was organ-
ized in a two-column format, with the original text in one col-
umn and the corresponding codes in the adjacent column. A 
second member of the research team reviewed the coding and 
provided feedback. Coding was then refined. After coding, the 
codes were organized into preliminary themes. These were dis-
cussed and refined within the research team, and final themes 
were established based on the study’s aims before producing 
the report. The circular process of the six phases in Braun and 
Clarke’s thematic analysis [32] facilitated the identification and 
highlighting of key findings from the interviews. Engaging 
continuously with the entirety of the data corpus remained 
an integral aspect throughout all phases of the analysis. 
This approach ensured a coherent link between the interview 
material and the presentation of the findings. An awareness 

was maintained of the potential impact of our preconceptions 
and reflexivity, as researchers, on both the analytical process 
and the interpretation of the data. At the beginning of each 
interview, participants were informed that all aspects of the 
collaboration were relevant to the study. Throughout the 
interview process, clarifying questions were systematically 
employed to probe participants’ accounts and to ensure an 
accurate understanding of their perspectives. These strategies 
contributed to enhancing the rigor of the analytical process 
and supported the trustworthiness of the study’s findings [32].

In the result part, all direct quotations from participants were 
numbered from P1 to P8, in addition to removing names of 
municipalities, clinics, or other subjects. All quotations were 
translated from Norwegian into English using a digital translation 
tool, followed by careful review and refinement by the research 
team to ensure linguistic accuracy and preservation of meaning.

Results

Three main themes were identified through the analysis: 
Systemic and Practical Barriers in the collaboration, challenges 
in interprofessional collaboration, and prevention of oral dis-
ease, illustrated by connecting subthemes in Figure 2.

Systemic and practical barriers

All participants described various multilevel challenges in the 
collaboration between PDS and HCS, including systemic barri-
ers, practice-related obstacles, outdated legislation, and chal-
lenges in the interprofessional collaboration. Furthermore, the 
participants expressed how challenges affected their efforts to 
prevent oral diseases.

Systemic barriers

All participants referred to the formal collaboration agreement 
underlying the partnership between PDS and HCS, established 
across multiple levels of the health services administration. 
Although this formal agreement was intended to clarify respon-
sibilities and streamline collaboration between the two health 
services, several participants expressed that it had not fulfilled 
its intended purpose in practice. They identified persistent chal-
lenges in establishing a functional collaboration despite the for-
mal agreement and attributed some of these difficulties to 
factors such as management structures. P5 expressed their 
experience from the collaboration clearly:

‘Municipal home care services are the services we collaborate 
with the least effectively.’ (P5)

By describing the collaboration with HCS as particularly prob-
lematic, the participant emphasized the severity of these collab-
orative issues, noting that collaborating with other public 
services was comparatively easier, in spite of several of them 
being organized under the same government level as HCS.
One participant explained how PDS was in the process of 
formalizing the collaboration agreement and had explicitly 
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requested increased involvement from higher management 
levels in collaboration meetings. This experience mirrored 
that of another participant, who noted that their 
collaboration agreement was signed by the senior health 
manager in HCS as well as the clinic manager at the affiliated 
dental clinic. The participant emphasized that this process 
served to legitimize the agreement and facilitate further col-
laborative efforts.

Practical barriers

Several participants identified the lack of a shared digital system 
as a major challenge, which exacerbated practice-related barri-
ers, as P1 described:

‘We should have a shared platform or some kind of electronic 
system. Right now, the dental service is completely excluded 
from that. But there are many barriers that need to be 
addressed before it becomes a viable option. […] To obtain 
the necessary information, there are certain details that would 
be useful to have in advance, before the patients arrive.’ (P1)

P1 highlighted how PDS remained isolated from a shared digital 
infrastructure with other public health services, such as HCS. 
This lack of integration across different government levels hin-
dered effective collaboration, particularly concerning digital 
infrastructure. In the absence of such shared infrastructure, less 
efficient channels had to be used for secure information sharing. 
This situation adversely affected both the exchange of informa-
tion and the continuity of oral health care. Some participants 
further explained the current methods of communication, 
which included the use of postal services or telephone, addi-
tionally complicating the collaboration. They also emphasized 
the outdated nature of these methods, particularly since certain 
situations in the dental clinic require specific information to 
ensure the provision of appropriate dental treatment.

These findings expressed the need for improved integration 
between HCS and PDS to facilitate both secure and effective 
communication and information sharing, thereby strengthening 
the interagency collaboration. P5 elaborated on this point:

‘Ideally, they should have sent a form, or when updating their 
lists and approving dental services, the information should 
have been automatically integrated into our system. That’s 
how it should be. In a way, these lists should communicate 
with each other.’ (P5)

As P5 pointed out, it was seen as crucial to establish a system to 
notify PDS when the users of HCS accepted dental services, ena-
bling PDS to schedule appointments. Both P1 and P5 recom-
mended implementing a shared digital platform to enable rapid 
and secure information exchange between PDS and HCS, believ-
ing that such a digital platform would substantially improve 
interagency communication.

Dental Health Services Act – in need of updates

In addition to systemic challenges in the collaboration between 
PDS and HCS, participants also encountered legal barriers aris-
ing from the Dental Health Services Act (DHSA) of 1984. Under 
this act, municipal home care recipients are statutorily entitled 
to oral health care in PDS. Several participants pointed out that 
the composition of HCS users had changed compared to when 
the DHSA was enacted, with a broader age range, and an 
increased proportion of individuals with mental health condi-
tions. P4 described the composition of users as follows:

‘There is a scale, ranging from having perfectly healthy teeth 
to facing significant challenges for them to come here to the 
clinic.’ (P4)

P4’s account underscored the heterogeneity of the user group, 
including younger individuals who retained their own teeth 
longer than previously. Consequently, these users require more 
preventive oral health care rather than predominantly treat-
ment-oriented services. P5 further observed that the mandatory 
3-month waiting period appeared superfluous, given that most 
users were anticipated to require lifelong HCS support. 
Moreover, the participant highlighted that ambiguous wording 
in the legislation made it difficult for both dental professionals 
and home care professionals to identify eligible users, adding 
further complexity to the collaboration.

As a result, several of the participants expressed a clear need 
for legislative updates that would more accurately reflect current 

Figure 2.  Three main themes are presented with subthemes.
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societal conditions, both in terms of the timeframe for granting 
users their rights, and regarding who should be entitled to them.

Challenges in interprofessional collaboration

Beyond the systemic and practical challenges, participants 
highlighted specific issues concerning interprofessional 
collaboration.

Priority and ownership

Different levels of authority in HCS and a lack of clear accounta-
bility and responsibility within the formal framework were 
pointed out as a challenge by some of the participants. They 
described how this structural deficiency impacted collabora-
tion, particularly when attempting to schedule meetings with 
HCS. For instance, P3 expressed trying to arrange a meeting 
with the HCS over a 6-month period, only to have all efforts 
decline. This created an impression that collaboration meetings 
were not a priority for the HCS, as P3 explained:

‘I believe they deprioritize it. The collaboration meeting was 
supposed to be attended by the managers, but they didn’t 
show up. […] It has been evident that dental health is not a 
priority for them. They don’t see it as an important part of 
their daily work.“’ (P3)

The failure to schedule regular collaboration meetings weak-
ened the interprofessional relationship between the two health 
services according to the participant.

Structural ambiguity and coordination challenges

Even when meetings were arranged, the absence of appropriate 
management representatives, despite explicit requests, under-
mined collaborative efforts. The inability to clarify roles and 
responsibilities in the collaboration between the PDS and HCS 
contributed to fragmented and less effective coordination and 
management of dental services for HCS users.

Furthermore, P5 described a particular experience that gave 
the impression that HCS did not consider oral care a vital aspect 
of their responsibilities in home care nursing:

‘The users do not interact with home-based services; we 
complete feedback forms after their visits with us. 
Occasionally, we send these forms to home-based services. 
[…] Not long ago, we received a call from the home nursing 
service asking, “What on earth are we supposed to do with 
this form?“’ (P5)

An insufficient understanding of the relevance of oral health 
feedback forms from the PDS to HCS reflected the ineffective 
information flow across different management levels. In addi-
tion, it indicated how oral care among users was not a priority 
among health personnel in HCS.

‘Our collaboration agreement states that the home nurse is 
responsible for this. However, how they implement it and 
whether the primary contact ensures that patients receive 
the offer, I don’t know – that is up to them. But they have 
mentioned a drawback: the offer is not provided until the 
patient has been in home care for three months. By that 
point, important details may easily be forgotten. Additionally, 
there is no alert in their records reminding them, “It’s been 
three months, you need to ask about dental services.“’ (P8)

As P8 noted, the mandatory 3-month waiting period often 
delays timely access to essential oral care for the users of HCS. 
Further, P8 explained that such delays, or, in some cases, com-
plete omission of dental services, occurred because users did 
not receive the necessary information from HCS once the wait-
ing period had elapsed.

The absence of a standardized routine or system for 
identifying and following up with eligible users after the 
3-month period posed a challenge for HCS to fulfill their 
responsibilities of informing users about free dental health 
services. Moreover, the unclear division of responsibilities 
between the two health services further compounded these 
delays. According to several participants, this ambiguity in 
responsibility was one of the key factors contributing to the 
failure of dental services to reach all users of HCS effectively.

Positive interprofessional collaboration

Despite several challenges in the collaboration, two participants 
also found positive outcomes, particularly where consistent 
staffing and regular interagency meetings were in place.

‘It is important to engage with people and maintain 
continuity – to recognize faces. The connection becomes 
stronger when we have met them, and they have met us, 
allowing them to see who we are, how we think, and how we 
work. I believe this fosters positive ripple effects.’ (P4)

Such an approach, P4 noted, builds rapport and understanding, 
which are crucial for effective interprofessional collaboration 
across different service levels. Regular meetings and consist-
ency in staff facilitated the collaboration and strengthened the 
interprofessional relationship positively. P8 shared similar expe-
riences, emphasizing that familiarity and continuity – achieved 
by working in the same public dental clinic for several years – 
helped establish stronger relationships and trust between per-
sonnel in the two health services. P4 further described that the 
collaboration with HCS management had improved over time, 
noting that anchoring it at a higher management level signaled 
a prioritization of this initiative.

Prevention of oral disease

Regarding the prevention of oral diseases among HCS users, 
most participants identified various challenges. P5 highlighted 
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the seriousness of municipal home care’s insufficient attention 
to users’ oral health:

‘They have become too frail to seek the help they need. It is 
deeply concerning that this issue has been neglected for so 
many years. What makes it even more serious is that the 
responsibility rests with the municipality, which is accountable 
for the well-being of the entire user, including their dental 
health. Yet, they have failed to take on that responsibility, 
leaving it to the dental health services instead. Of course, our 
role is preventive care, but we only see patients when they 
require treatment at the clinic. It’s not just me who recognizes 
this; everyone working in dental health services across 
Norway sees it. Now, more politicians and healthcare 
professionals are also starting to acknowledge the problem.’ 
(P5)

P5’s perspective illustrates how users typically seek dental ser-
vices only when dental treatment is required, rather than engag-
ing in preventive measures. Moreover, P5 contended that HCS 
should take on a more comprehensive role by integrating oral 
health into its scope of care. Two other participants shared simi-
lar experiences, indicating that essential oral health information 
and recommendations did not consistently reach HCS – partly 
because users visited the clinic independently, and partly 
because the information did not reach the appropriate HCS per-
sonnel. This finding highlights the need for HCS to take on 
greater responsibility for users’ oral health, thereby becoming a 
more active stakeholder in collaboration with the PDS.

Participants also noted obstacles in accessing oral care, as 
many users struggled to visit clinics independently. 
Consequently, efforts were directed toward preventing oral 
diseases outside the clinic setting, as P8 pointed out:

‘We must continue to dedicate significant time outside the 
clinic. Oral health is not created in the clinic – it is shaped 
where people live and go about their daily lives.’ (P8)

Prevention was thus portrayed as taking place across multiple 
societal levels and contexts, primarily through daily oral hygiene 
routines, dietary practices, and professional guidance provided 
by HCS and dental professionals.

Integrating oral care into HCSs

Despite various challenges, half of the participants also acknowl-
edged certain positive aspects. Two participants described con-
ducting home visits in collaboration with HCS personnel. 
Although home visits limited the scope of dental treatment, 
they facilitated oral disease prevention by allowing dental pro-
fessionals to assess users’ oral health and support home care 
staff in integrating oral health into daily care plans. Consequently, 
these visits were valued for their potential to enhance collabora-
tion with health personnel in HCS and improve users’ oral health 
management. However, although beneficial, such initiatives 
were resource-intensive and lacked broader organizational sup-
port for wider implementation at the time of the study. Indeed, 
only two participants took part in these home visits.

Discussion

Structural and organizational barriers to collaboration

This study explored dental professionals’ experiences collabo-
rating with HCS, identifying the organizational divide between 
HCS and PDS as a key barrier. Although integrated care has been 
a national priority since the Coordination Reform [13], partici-
pants indicated that collaboration challenges persisted. In 
Norway, the two services operate as structurally distinct systems 
with different responsibilities and target groups. According to 
Luhmann’s systems theory, such divisions can function as oper-
ationally closed systems, thus shaping how services interpret 
and respond to information [33]. Furthermore, divisions related 
to professional roles, expertise, and organization influence how 
the services interact with one another and where responsibility 
is executed. Despite a formal collaboration agreement, several 
participants noted persistent barriers. One highlighted that 
revising the agreement could strengthen collaboration and clar-
ify stakeholder accountability.

On a more practical level, the lack of a shared digital platform 
was described as a major barrier to the collaboration on both 
systemic and practical levels. Similar challenges in cross-sectoral 
coordination of care for dependent patients have been reported 
internationally [34]. This was linked to separate administrative 
systems, each governed by different political bodies [11, 12]. 
These findings illustrate how structural and administrative 
fragmentation poses as obstacles to the integration of health 
services, such as PDS and HCS, both nationally and internationally. 
Moreover, there is a need to enhance collaborative integrated 
care. Recognizing these fundamental differences can be 
essential in the future management of health services. Valentijn 
et al. [35] propose a framework that delineates integration 
across micro, meso, and macro levels within health systems. The 
findings of this study reveal challenges at both macro and micro 
levels in the collaboration between PDS and HCS. While some 
participants expressed effective collaboration with HCS 
leadership, others experienced limited engagement, particularly 
at the operational level. These discrepancies underscore the 
need for a structured approach to intersectoral integration. 
Applying Valentijn’s framework may support the development 
of more cohesive and equitable collaboration across health 
services at a national level.

Legislation

A key finding from this study was that participants perceived 
current legislation as misaligned with contemporary needs. 
Eligibility for PDS requires receiving municipal HCS for at least 3 
months [9, 12, 36], yet oral health issues often arise earlier – 
when users are still living at home [2, 5]. This transitional phase 
is managed inconsistently across regions in Norway, resulting in 
unequal access to dental services [37], and only about one in 
five eligible home care users utilize PDS [8]. Further research 
indicates that users of HCS have substantial needs for emer-
gency dental treatment, which suggests that preventive oral 
health care is being deprioritized during appointments at PDS 
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[22]. Since prevention is most effective when initiated early, sev-
eral participants argued that users likely to receive long-term 
home care should gain access to PDS from the moment such a 
decision is made. To address this argument, the Dental Health 
Act must reflect the contemporary needs of society regarding 
the heterogeneity of users of HCS, and more resources should 
be allocated towards the prevention of oral diseases.

Responsibilities

The specialization of health services allows for efficient task 
management, but complex needs among HCS users often 
require interdisciplinary care – an issue evident in Norway’s 
functionally differentiated healthcare system [38]. Research 
shows that older adults receiving home care frequently suffer 
from oral health issues impacting quality of life [39], underscor-
ing the need for better collaboration between PDS and HCS. 
Although HCS has taken on broader coordination roles due to 
decentralization and an aging population [40], our study found 
that oral health was not consistently prioritized, even when 
flagged by dental professionals.

This aligns with findings of role uncertainty among care 
personnel regarding their responsibilities in this area [41]. 
Despite overlapping scopes of practice, no professional 
boundary conflict was observed in this current study from the 
dental professionals’ perspective, suggesting that HCS staff 
recognize the expertise of dental professionals and do not seek 
to claim ownership over oral health tasks [42, 43]. Instead, the 
lack of clarity appears to stem from systemic ambiguity in role 
definitions. Furthermore, a previous report has described how 
leaders of the HCS experienced functioning collaboration with 
PDS, while at the same time, leaders of PDS experienced 
challenges [17]. This discrepancy in perceptions of the 
collaboration between HCS and PDS leadership underscores the 
systemic ambiguity in relation to responsibilities, further 
complicating effective collaboration in oral health care for users 
of HCS. In addition, participants highlighted how meetings were 
cancelled or poorly attended, limiting opportunities for 
relationship-building [44]. High staff turnover in home care, 
especially in larger municipalities, further challenged continuity 
and required repeated efforts to inform new staff about PDS. 
Some participants emphasized that personal attributes – such 
as initiative and persistence – were crucial in maintaining 
collaboration, supporting previous research highlighting the 
role of openness and engagement in interprofessional teamwork 
[45]. When each health service operates based on different 
assumptions regarding responsibilities and expectations, it 
poses a significant barrier to the integration of health services 
[46]. Clearer guidelines and role definitions could enhance 
interprofessional collaboration and improve the prevention of 
oral diseases, as suggested in previous research [19].

Prevention

Both the dental service and municipal home nursing care are 
legally mandated to prioritize prevention [11, 12, 14]. Several 

participants criticized the 3-month eligibility delay for dental 
services among older adults with expected long-term care 
needs, noting it undermines early prevention. Integrating oral 
health into routine home care was perceived as essential, a view 
supported by research highlighting the life-course importance 
of oral health [47]. A recent Norwegian study found that limited 
training among HCS personnel hampers preventive efforts, 
while education and formal instruction improve confidence and 
outcomes [48]. Strengthening oral health-related education 
among nurses and other home care personnel may therefore be 
an important step toward improving preventive oral care for 
older adults receiving HCS. Emphasizing stronger interprofes-
sional connections, focusing on the exchange of knowledge 
could strengthen the collaboration and benefit the users of HCS.

Strong interprofessional relationships are essential for 
effective collaboration [49], and two participants expressed 
positive experiences with home visits alongside HCS personnel. 
Although resource-intensive, these visits proved effective in 
fostering collaboration, mutual understanding, and user-
centered preventive efforts. Despite structural constraints, they 
were seen as important and valuable for frail older adults, who 
are particularly vulnerable to oral disease [6], and where early 
intervention may improve health and quality of life [50]. This 
aligns with recent recommendations to strengthen preventive 
and interprofessional approaches in oral care for older adults, 
particularly those reliant on HCS [51].

Strengths and limitations

All participants in this study were women. This imbalance may 
limit variations of perspectives presented in the study and 
potentially affect the transferability of the findings. Additionally, 
the small sample size may further constrain generalizability. 
However, as the aim of qualitative research is to provide in-depth 
insight into experiences and perspectives, rather than to achieve 
statistical representativeness, the sample size was considered 
appropriate for the exploratory purpose of this study. The inter-
view guide was not pilot tested prior to data collection, which 
may have limited its clarity and methodological rigor. The inter-
views yielded rich, detailed, and nuanced narratives that con-
tributed meaningfully to the study’s analytical depth.

Rigor was enhanced through several methodological 
decisions. Braun and Clarke’s reflexive thematic analysis was 
conducted iteratively, moving between transcripts, codes, and 
themes. This process helped challenge interpretations and 
refine the analytical process. The research team reviewed the 
themes and contributed to analytic discussions, supporting 
reflexivity and reducing the risk of interpretations being shaped 
solely by the first author’s professional background. The first 
author’s professional experience may have influenced the 
interpretation of the data, and such pre-understandings may 
enrich and shape qualitative analysis.

Notably, participants’ own critical reflections on their role in 
the collaboration were not deeply explored in this study. The 
findings may therefore reflect a tendency to attribute challenges 
to actors or structures outside the participants’ own service, 
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consistent with Luhmann’s systems theory. At the same time, the 
contrasts in participants’ accounts strengthened the findings by 
illustrating both positive and negative aspects of the collaboration, 
as well as reflecting the varied motivations for participation.

Conclusions and implications

This study shows that structural, administrative, and legislative 
barriers continue to impede collaboration between the PDS and 
HCS in Norway. Despite national strategies promoting integrated 
care, fragmentation and role ambiguity remain. The findings sug-
gest that organizational boundaries influence how responsibili-
ties are interpreted, limiting coordination – particularly in 
preventive oral care. Although interprofessional conflict was not 
reported, unclear mandates and weak communication structures 
led to inconsistent engagement. Participants also criticized out-
dated legislation that delays access to PDS for frail older adults, 
undermining timely prevention and failing to reflect current 
needs. Strengthening collaboration in a changing healthcare 
landscape requires both infrastructural support and alignment 
between organizational frameworks and contemporary oral 
health demands. Interprofessional education and shared digital 
systems may enhance continuity and trust. Additionally, there is 
a need for research presenting home care professionals’ perspec-
tives on the collaboration. Positive examples, such as joint home 
visits, demonstrate the potential for user-centered care, although 
these practices are possibly resource-intensive and not systema-
tized. There is an urgent need for increased knowledge and 
research to guide policy and organizational development. 
Addressing these barriers is essential to secure preventive oral 
health care for HCS users moving forward.
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