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Introduction
This study discusses problem solving and decision making through the author’s past clinical experience. The discussion started with identification of problem, followed by analyses of the background of the problem, to help the reader understand different perspectives of the problem. The next is critical review of literatures to inform a clear and in-depth knowledge surrounding the problem, its effects and possible solutions. Furthermore, (PDSA) cycle is used to develop plans and activities to be taken to inform change, means of implementing the change, sustainability and evaluation of the change. SWOT analysis is also used to present a balanced overview of the decision taken. Aspects of lean thinking are used to guide the review process and sustainability of the implemented change.  

The Problem
When I was on a shift in adult psychiatry ward (which consist of elderly patients with schizophrenia, bipolar disorder and later stage dementia), I noticed that most of the support workers in the ward do not give attention to patients’ oral health condition. Although, they assisted patients with other personal hygiene tasks such as bathing, washing, toileting and combing hair, but they gave less priority to oral care/hygiene activities like tooth brushing, denture care and lips wetting. Because of this, most of the patients experienced poor oral health outcomes like mouth odour and oral discomfort. As a senior care officer, I spoke to the staffs about the poor practice, and in the process majority of them complained that they do not have an oral care guide or oral health assessment tool to guide them through performing oral care activities. Seen in this context, I reported the issue to the ward leader and we decided to develop an oral assessment tool.
Background/context 
Problem is defined as obstacle, situation or difficulties that hinders an individual from reaching desired goals or outcomes (Adair, 2016), while decision is a choice made among different alternatives (The Happy Manager, 2019). Adair (2016) suggests that problem is a disguised solution. According to the author, problems are solved or overcome by systematically analysing a situation to understand what is happening or happened, and making a decision to invent solution or change (Adair, 2016). The process of thinking strategically results to the action of making a decision (Toygar and Akbulut, 2013), which open ways to change or brings a solution to the problem (Adair, 2016). The solution could be to remove the cause of the problem or curtail the effects of the problem on the whole system (Adair, 2016).
Kuziemsky (2016) asserts that there is a significant gap between how care is expected to be provided and how it is really provided. This assertion reflects in the above scenario which identified a substantial gap in oral care delivery that compromised patients’ safety and quality of life. Given that poor oral care practice can jeopardize patients’ safety, it becomes a problem that need to be solved. 

Oral care is crucial aspect of health which can affect one’s physical, psychological and social wellbeing if neglected (Cho et al., 2018; Munro, 2014). Oral health is defined as ‘a condition of being free of oral health disorders like mouth sores, chronic mouth pain, throat and mouth cancer, facial pain, tooth loss, periodontal disease, cracked lip, decayed tooth and other abnormities which affects the original state of the mouth’ (World Health Organization, 2012). 
However, it is identified that individuals with severe mental illnesses (like schizophrenia, bipolar disorder and later stage dementia) are at increased risk of negative oral condition because of decline in cognitive function and motor skills such as loss of attention, weakness in hand grip and apraxia, which compromises their ability to perform self-care activities, including oral care (Brennan and Strauss, 2014; Purandare et al. 2010). For example, Purandare et al. (2010) in a cross-sectional study evaluated oral condition of 202 older patient (103 participants with mental illnesses [psychiatry group] and 99 participants without mental illness [medical group]) living in a community in the UK.  The result showed that oral condition of participants in psychiatry group is very poor compared with those in medical group. The result also revealed that cruelty of mental illnesses drastically influenced patients’ ability to perform oral care, thus resulting to poor oral condition. Furthermore, given the cruelty of the patients’ mental condition, they may not be able to identify their oral needs (Taverna, Nguyen and Hicks, 2016). In a worse situation, the patients may communicate their discomfort through behavioural change like removing dentures, grinding teeth, moaning, disturbed sleep, aggression, avoiding food, increased restlessness and chewing their lip or tongue (Alzheimer’s Society, 2015). Hence, it takes an experience healthcare professional to understand the cause of these behavioural change or discomfort and provide solution to them.
Aim
This study aim is to develop/initiate a simple oral assessment tool which will guide support workers to understand oral health condition of elderly patients with severe mental illnesses. The scores obtained from the assessment will be used to initial appropriate oral care activity following patients’ oral health needs.
Objectives
If the assessment tool is implemented, patients’ oral condition and oral care practices are expected to improve by at least 65% within one month, following a daily use of the assessment tool and application of individualized oral care activities.
Literature Review
Oral care is an essential daily health care practice; sadly, this area of health care has received less attention, especially among patients with mental disorders (Patel and Gamboa, 2012; Wardh et al., 2012; Zenthofer et al., 2014). However, Agarwal et al. (2019) argues that patients with severe mental illnesses often experience neglected or compromised physical health condition, given the severity and chronic nature of their mental condition which is given top priority against other areas of health. In this regard, clinical relevance of physical health such as oral care are often underestimated or given low priority, consequently resulting in negative oral health outcomes (Agarwal et al., 2019). 
Periodontal disease, dental caries, reduced salivary flow, gingival bleeding and poorly fitted denture are most prevalent dental conditions found among this patient group, which can be prevented with adequate oral care activities (Kassebaum et al., 2014). Tooth decay and periodontal disease are mostly caused by dental plaque. Plaque is a microbial biofilm which accumulate on the surface of tooth. At early stage, plaque biofilm causes loss of texture, redness of the gingival, swelling and gingival bleeding (gingivitis). If left untreated or undisturbed, it can result in gingival inflammation, leading to periodontitis (permanent loss of supporting structures), which manifests as gingival recession, tooth mobility, sensitivity of the exposed root, complete tooth loss or drifting of the teeth (Kassebaum et al., 2014). Evidence suggests that 11 percent of the world population are affected with severe periodontitis, while 50 to 90 percent of adults in the USA and UK have gingivitis (Kassebaum et al., 2014).
In a systematic review of 36 studies, Delwel et al. (2018) investigated the oral hygiene and oral health status of elderly adults with dementia, and result of the study shows that elderly adults with dementia have high rate of periodontitis, gingival bleeding, reduced salivary flow, stomatitis, plaque and candidiasis. These findings are confirmed in Kebede et al. (2012) study.  The authors explored oral health condition of 240 patients with mental disorders (such as bipolar, depression, anxiety, schizophrenia, dementia, somatization disorder and epilepsy) using cross- sectional design. The result showed a total score of 1.9462.12 (mean ±SD) for decayed, missing, and filled teeth (DMFT); where decayed teeth is (mean: 1.2861.69), missing teeth is (mean: 0.5161.19) and filled teeth is (mean: 0.1460.48).
However, studies have shown that long term use of psychotropic medications in these patients’ group results in undesirable oral health outcomes. For example, a study by Cockburn et al. (2017) explored the oral effects of 57 psychotropic drugs used to treat mental illness. The result showed that 96% (54.72) of antidepressant drugs caused xerostomia, while 78% increased salivation flow. Furthermore, 94% of anticonvulsant and antipsychotic drugs reportedly caused tardive dyskinesia, while 65% caused dysguesia. Other oral side effects identified in this study include hairy tongue, halitosis (bad breath), gum-line erosion, tooth disease, salivary gland enlargement, tongue oedema, mouth ulcers, periodontal disease, stomatitis, gingivitis, glossitis, oral candidiasis, bruxism among others. In the same perspective, Kisely et al. (2016) confirmed the effects of psychotropic drugs on oral health. The author reported that drugs like antidepressants, antipsychotics and mood stabilizer increases the risk of tooth loss and tooth decay among patients with psychiatry disorder.

The rapid deterioration of oral health can severely compromise patients’ quality of life, leading to pain, poor nutrition, inability to communicate and increased risk of comorbidities like cardiovascular diseases and respiratory diseases (El-Solh, 2011; van de Rijt et al., 2018). For instance, van de Rijt et al. (2018) investigated the rate of orofacial pain when chewing and at rest, among 101 elderly people with dementia, in two hospitals in the UK, using a cross-sectional observational design. The results showed that 100% (101) of the participants experienced pain at rest (11.9% [95% C.I. 5.9, 18.8]), while 96 of 101 experienced pains when chewing (21.9% [95% C.I. 14.6, 31.3]). It was also suggested that participants who are unable to communicate their pain may possibly experience more pain at rest (X2 [1, n = 101] = 5.110, p = 0. 024) and when chewing (X2 [1, n = 96] = 12.315, p < 0. 001), than those who communicated their pain. Factors contributing to the pains were linked to presence of debris, bad habit of chewing and improper oral care. In correlation to this findings, a survey conducted in a psychiatric community care in UK, also reported feeling of discomfort when eating among 64.0% (n = 57) of the 89 participants. While 59.6% (n = 53) reported diet dissatisfaction and pain (Patel and Gamboa, 2012). Also, some of the participants reported a reduced quality of life following their oral condition (53.9% n = 48 of 89) (Patel and Gamboa, 2012).

However, support workers and nurses are the key to delivery of quality oral care services to this patients group. They are in the position to identify patients’ oral health needs, they knows where change is needed and where decisions are to be made (Stonehouse, 2018). However, a study by Zenthofer et al. (2014) and Stout et al. (2009) reported that lack of knowledge and experience, inadequate oral assessment tool and lack of update on oral care activities hinder oral care among support workers and nurses

The Nursing and Midwifery Council (2015) code for professional standard of practice and behaviour for nurses and midwives stipulate that nurses must identify priorities, effectively manage resources, time and staff, and reduce risks in order to delivery  and maintained safe and quality care at all time. Since this code guides support workers, therefore, the need for training/educating support workers on how to perform oral care activities to improve patients’ quality of life remains undeniably essential. de Mey et al. (2016) examined the effect of training on nurses’ knowledge and attitude towards oral care, and the result showed a significance change in oral care activities of nurses and improved oral health outcomes among patients, following education program on oral care practices. These finding confirms that education/training can improve nurses’ and support workers’ oral care practices. 

Solution, Planning and Implementation
The quality of patients’ oral health can be improved through three essential practices; these include assessment of oral health, oral hygiene/care, and oral health education. Oral health assessment is defined as a process of thoroughly examining patients’ social, dental and medical histories or conditions, which facilitates proper diagnosis, prevention of oral problem and modified oral care activities, with an ongoing review (Scottish Dental Clinical Effectiveness Programme, 2012), while oral care is activities performed to ensure a healthy (free of infection), comfortable and clean oral condition (Department of Health, 2010). These activities include brushing of tooth, denture/dental care, oral rinsing and lips moistening (Department of Health, 2010). Conversely, oral health education is a process of empowering people with accurate and informed knowledge and skills that will guide them to care or take personal responsibility for their oral health (Khokhar et al., 2016). However, this study will only focus on assessment oral health with intention to develop and/or introduce oral assessment tool for use in a severe mental ward. Using oral health assessment tool will improve support workers’ priority of patients’ oral health and also provide support for proper assessment and documentation (Wardh et al., 2012). The National Health Service Borders (2010) recommends that nurses/support workers must assess patients’ oral condition within 48 hours of admission, and any reason that stops the assessment within the specified time must be stated in the patient’s health record.

Proposed Oral Health Assessment Tool 
There are different oral assessment tools used to examine oral condition of patients in different categories, however, the reliability of many of these tools cannot be guaranteed (Ames et al., 2011). According to Eilers and Epstein (2004), reliability is achieved when an instrument/tool produces unfailing and repeatable measurement, with a comprehensible representation of both systematic and random errors in measurement. However, Johnson and Closs (2006) argued that reliability and accuracy of an instrument/tool can be compromised by human error, which often occur from the user’s lack of skill and/or knowledge in using the instrument or not knowing what to measure. In this regards, Knöös and Östman (2010) suggests that users’ skills and knowledge should be considered when using an instrument/tool to avoid inaccurate and unreliable measurement outcomes.
A number of studies have presented evidences to confirm the reliability of oral assessment guide (OAG) by Eilers et al. (1988), following its effectiveness in assessing patients’ oral health condition in different clinical situations (Knöös & Östman, 2010; de Mey et al., 2016; Prendergast et al., 2012). Base on these evidences, this study will adapt and modify Eilers et al (1988) oral assessment guide (OAG). (See appendix A).

PDSA Cycle
PDSA (plan, do, study and act) cycle is a small-scale pragmatic scientific method of inquiring a situation or solving a problem by formulating hypothesis, collecting data, testing hypothesis, analysing and interpreting the results to drawing a conclusion (Taylor et al., 2013). This tool gives the user  an opportunity to test and learn in a small-scale, while decreasing possible risk, and also allowing opportunity for amendment and feedback, and ensuring that appropriate solution to problem or change is developed (Coury et al., 2017; Taylor et al., 2013). 
Using a PDSA cycle, Vetter (2015) examined the diagnostic accuracy of using a clinical decision support system (CDSS) among nurses in a community health setting. The author reported a change/improvement in clinical documentation and a strong diagnostic accuracy using PDSA cycles to pilot CDSS. Similarly, in a cluster-randomized pragmatic study, Coury et al. (2017) also used PDSA cycles to examine the usefulness of direct-mail fecal immunochemical testing (FIT) program to STOP Colon Cancer.  The authors reported that the tool provided staff with increased focus towards their investigated program and also helped them to successfully test their expected change. Therefore, following these evidences, using PDSA cycle in this project is expected to produce positive outcomes.
Plan
Planning is a way to demonstrate commitment to solving a problem and making change (Anderson, 2010). It presents a clear view of how a problem will be solved, how decision will be made and when a change will commence, with individuals responsible for bring the change to success (Anderson, 2010). 
The first action on this stage is to select the stakeholders that will participate in this change process. Anderson (2010) and NHS Improving Quality (2014) advised that it is important to involved people that change will affect in the change process in order to have shared experiences, opinions, skills and knowledge for achieving the change. This will also help to minimize barriers against change, and also encourage a sense of accountability and ownership for sustaining the change. In this regard, the stakeholders are shown below using stakeholder analysis. Patients and their family member/carers are included in this change process since they are the main reason for the change. This will also encourage understanding of opinions and priorities towards the change and as well raise staffs’ confidence to engage in the change (NHS Improving Quality, 2014). 
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When the stakeholders have been selected, the author will hold a meeting with the stakeholders to thoroughly discuss the objective of the proposed change. The stakeholders will also identify means of communication and days to meet to keep every member informed about the success of the change and ways forward. NHS Improving Quality (2014) recommends that communication is essential for effective management of human attitudes towards change. In this regard, the channels of communication will include use of memos, information/notice board, email, internal newsletter or website (NHS Improving Quality, 2014).
Next, there will be an audit to evaluate the following practices; (a) whether oral health of patients’ are assessed to understand their oral care needs before giving oral care activities/plans. (b) Whether patients oral health will improve if oral assessment tool is introduced in the ward (c) Whether the support worker are already trained to use oral assessment tool. (d) Whether the support workers are willing to receive training to enable them use the assessment tool effectively to examine patients’ oral health condition. 
After the audit, the results will be analysed and if they show at least, 50% support for change, then the training will commence with the proposed assessment tool. A nurse with experience on oral health assessment will train the support workers, and other stakeholders who are willing to be trained. Also, a simple training material will be made available to patients and their family members/carers to help them understand the change (NICE, 2007).
Cost
Cost is very important to consider during change process, however, because of  word limit, there will be no cost in this study.
Measurement
Measurement is essential because it helps to create baseline for evaluating whether a change has improved a service or not (NHS Improving Quality, 2014). Therefore, to obtain a baseline for measurement, patients’ oral health condition will be assessed and photographs of their oral cavities will be taken (to obtain a pre-score) before oral care activities will commence. After oral care activities have been done, patients’ oral health condition will be reassessed and the pre-scores will be compared with the post-scores to acknowledge a change. 

Possible barriers to the change
Most times a great idea is opposed by human scope or attitude towards change (NHS Improving Quality, 2014). However, when the strengths of a decision is known and the opportunities it presents, it motivates one to overcome weaknesses and threats to a change (Stonehouse, 2018). In this regard, the strengths, weaknesses, opportunities and threats to this change are presented below using a SWOT analysis. Thompson (2012) noted that SWOT analysis helps to present over all view of a situation, and not just focusing on the negativity.
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Solutions to the Barriers 

(a) Patients and their family members/carers will be provided with easy-to-understand information which will guide them to be aware of the benefits of the change and also comply.
(b) Support workers will be trained to develop skills on how to use the oral health assessment tool.
(c) Number of staffs will be increased to encourage other staffs that are afraid or having difficulty of adjusting their emotion to carry out the change.
(d) An easy-to-use oral health assessment tool will be adopted to save time.


Do Stage
On this stage, a small scale pilot study will be carried out with a maximum of six patients to evaluate the efficiency of the proposed assessment tool. However, in the subsequent re-test the number of patients will be increased. Julia (2008) and NHS Improving Quality (2014) advised that change should be tested on a small scale to reduce and control risk if the change fails.
Therefore, the assessment will focus on 8 categories of patients’ oral status; these include teeth, saliva, denture, comfort, lips, tongue, mucous membranes and mouth odour. Each category will be rated with a scale of 1(a total score of 8 indicating normal), 2 (a score between 8 – 16 indicating bad) and 3 (a score between 17 – 24 indicating worst). The assessment scores will be documented in the patients’ individual files. After that, there will be an audit to verify if a copy of the proposed assessment tool is signed and attached to patients’ individual folders; this will indicate that the tool is used. NICE (2007) assert that audit is an effective means of gathering information or insight of a practice in order to improve quality. 
After the assessment, the support workers will give oral care to all the patients following their assessment scores. After that, patients will be re-assessed to acknowledge any change.
Study Stage: 
On this stage, the pre-test score (baseline data collected before oral care) will be evaluated and weigh against the post-test score (data collected after oral care activities have been carried out), the results will determine whether there is an improvement following the change in practice or not. For instance, if the pre-test score is 16 in the 8 categories, and if reassessed, the score decreases to 11 following oral care activities, this means that the assessment tool has been used accurately and together with proper oral care activities, which resulted to improved oral health condition. 
Furthermore, as part of data analysis, there will be an audit to verify/examine the reliability of the results. In this regard, the audit will investigate support workers’ experience while using the oral health assessment tool. This includes whether the tool is helpful in identifying patients’ oral care needs, whether patients experienced improved oral outcomes following oral care activities/plan. Although some patients may not be able to describe their experience, but their family member/carer may assist with providing feedback (Alzheimer’s Society, 2015). 

Act Stage
This stage, involves implementation of the change, with an on-going review to make sure that the change is meeting the main aim/objective (Kerridge, 2012). Process of the review will follow aspects/initiatives of lean thinking, with the following considerations;
· Input – does staffs and patients experience improvement on patients’ oral health condition, after the implementation of the assessment tool and oral care activities? (Kerridge, 2012).
· Process – are the support workers using the implemented oral assessment tool? Is the tool easy to use? Is the tool time saving or time consuming? (Kerridge, 2012).
· Output/Quality – does the implemented oral health assessment tool help in improving patients’ quality of care and safety? (Kerridge, 2012).
Also, to ensure sustainability of the implemented change, the managers, ward/team leaders, multi-disciplinary teams, doctors, nurses, support workers and service users will be communicated or notified about the change and the new oral care practices (NICE, 2007). The team leaders and ward leaders will also be nominated to ensure that the support workers and other staff members knows about the new change and adhere to the use of oral health assessment tool followed by a proper oral care plan/activity. Julia (2008) suggests that continuing stability of an effort is achieved when someone is appointed to take responsibility for execution and sustainability of change.
Conclusion 
The foregone study has explicitly analysed a problem from the author’s experience in a healthcare setting which presents as poor oral care practice among support workers towards older patients with severe mental illness. Thorough review of literatures was used to informed in-depth knowledge of different context of the problem, which includes causes of the problem, it’s effects to patients’ safety, quality of life and general well-being, and possible solution to the problem which includes oral health assessment, oral care/hygiene, and oral health education. It is expected that if this change is implemented, it will improve the standard of oral care delivery, patients’ safety and general well-being. 
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Appendix A
Eilers Adapted ORAL ASSESSMENT GUIDE
Name………………………..................................Hospital Number……………………..……  Ward……………
	MUCOUS MEMBRANES
1= Pink, smooth and moist with firm gums
2= Reddened or coated or with Candida
3= Ulceration with or without bleeding 
	
METHOD OF OBSERVATION

Observe the tissue  appearance using a pen torch to illuminate the oral cavity

	GUIDE FOR ORAL Health ASSESSMENT CARE
· [bookmark: _GoBack]PLAN A Score 0- 8 (Normal)
Standard mouth care: Brush teeth twice daily using toothbrush and fluoride toothpaste. If not possible use a small-headed toothbrush with none foaming gel. Wash dentures should be in soap and water, rinsed well Lip balm to be applied regularly. 

· PLAN B Score 9-16 (Bad)
Brush four or five times daily. Moisten mouth 3-4 hourly. Consider sprays/gels for use for ‘dry mouth’ with medical staff and patient preference. Suggest the regular use of lip balm.


· PLAN C Score 17-24 (Worst)
Brush six times or more daily. If there is fungal infection suspected (thrush) refer to a dentist. Treat with Nystatin. Ensure medication is effective and given at regular intervals. Dentures cleaned with soap and water, soaked in Chlorhexidine, rinsed well before re-fitting. If the gums are red, swollen and bleeding, seek a dentist’s help.


· PLAN D Score 17-24 (Worst)
Brush six times or more daily. Consider systemic analgesia. Refer to a dentist. Difflam (diluted) mouthwash has properties of anaesthesia; this can reduce the pain of oral care. Check dentures are not ill fitting or is there infection present?

· PLAN D Score 17-24 (Worst)
Brush six times or more daily. Remove dentures if painful and soak in fresh water (or Patients’ preferred solution). 


	
NOTE:

Is the mouth moist,  clean, & free from pain?
If yes – Plan A

Is the mouth dry?  
If yes – Plan B

Are the teeth, tongue or gums coated? 
If yes - Plan C

Is there bleeding, ulceration, odeama, pain or blistering?
if yes  -Plan D




	COMFORT 
1= No verbal, behavioural or physical sign of pain. 
2= Discomfort  without pain
3= Pain and discomfort
	
Gently torch the tissue and observe for withdrawal or sign of pain.
	
	

	LIPS
1= Pink, smooth and moist  
2= Dry,  cracked or swollen 
3= Ulcerated or bleeding  

	
Feel and observe the appearance of the tissue.

	
	

	Denture
1= Clean and intact. 
2= Not clean with or without a broken area
3= ill fitting or painful
	Observe the denture appearance using a pen torch to illuminate the oral cavity

	
	

	TONGUE
 1= Pink, moist and papillae present.
2= Coated or loss of papillae with a shiny appearance with or without redness. Or with Candida.
3= Blistered, Cracked or ulcerated

	
Observe the tongue appearance using a pen torch to illuminate the oral cavity

	
	

	TEETH
1= Clean and no debris 
2= Plaque or debris between teeth.
3= Decay. P laque or debris generalised along gum line


	
Observe the teeth appearance using a pen torch to illuminate the oral cavity

	
	

	SALIVA
1= Thin and watery 
2= Thick or ropey
3= Absent or Dry mouth
	
Observe the quality and consistency of the saliva using a depressor

	
	

	GINIGIVA
1= Pink and firm
2= Oedematous with or without redness, smooth.
3= Spontaneous bleeding or bleeding with pressure
 
	Observe the tissue appearance. Press the tissue gently.
	
	


(Adapted from Eilers et al, 1988)

Appendix B

 ORAL ASSESSMENT SHEET (Score between 1 – 3)
	Date
	Mucous Membranes

	Comfort 
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	Denture
	Tongue
	Teeth
	Saliva
	Ginigiva
	Total
	Comment
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Who

Managers

Ward/Team Leaders

Doctors

‘Support workers and Staff Nurses

Service Users
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Table Tools

How

They will be informed about the change
through email, stating the aim, object and
the target group. This will be followed up
by booking an appointment to further
discuss the change

They willbe informed verbally and
through email, stating the aim and
objective of the change and the
anticipated benefits:

They will be informed about the change
through email, stating the aim, object and
the target group. This will be followed up
with a meeting

They will be informed verbally during
handover or ward meeting. There will be
ameeting to discuss the aim, objective
and change plans

They are the target group, and they will
be informed by the wardteam leaders
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Why

Leaders drive change by providing
strategic direction, staff motivation and
accessto financial support, human and
nonhuman resources (NHS Improving
Qualty, 2014)

They will be committed to leading and
motivating the support workers and
nurses, making sure that timely
measurable actions are taken (NHS
Improving Quality, 2014).

‘The change will lack leverage if doctors
are not involved (Julia, 2008)

They are more often with the service
users and they are also the key to
implement the change.

Theirinvolvement wil help staffs to
understand different priorities and
perspectives on the change, and also
increase staff morale to improve patients’
oral care practice (NHS Improving
Qualty, 2014)
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Strengths

= More support from staffs andkey
stakeholders

= Service users' willingness to participate
= supportive leadership

Opportunities

= Staffimprovementidevelopment
= Improved patients’ outcomes/safety

SWOT Analysis

‘Weaknesses

= Some staffs do not want change

= lack of knowledge and skills using the
proposed oral assessment tool

= worry of assessing patients’ oral cavity

Threats

=Time constraint
= Some patients may refuse to be assessed

Click to add notes
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