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ABSTRACT

Objectives: To explore perceived barriers to and facilitators for using research evidence to inform guidelines and policies in oral
health (OH) reported by guideline developers and policymakers.

Methods: An abductive reasoning approach utilising in-depth semi-structured interviews was used. Interviewed individuals
had a high-level understanding of the processes involved in developing OH evidence-informed guidelines and policy documents,
including methodological steps and workflow. Purposive sampling was used to select participants with experience generating
national or regional documents from different continents. Interviews were recorded and transcribed verbatim. After validation,
data were analysed thematically using N'Vivo software. Transcriptions were coded and collated into themes and subthemes, with
coding saturation achieved after coding all transcripts and confirming that no new codes emerged.

Results: Participants worked in seven organisations across Europe, North America, and South America, including professional
associations, scientific societies, governmental, and global organisations. Participants' perceptions were classified into seven
main themes: research evidence (availability of evidence synthesis, direct and local evidence, certainty of the evidence and
emerging research evidence), guidelines and policy documents (accessibility to guidelines, documents terminology, question
scope and methodological rigour), organisational and system-level (costs, availability and accessibility to needed expertise,
workload, health system characteristics, circumstances and events, and pressures), contact and collaboration (relationship with
non-governmental organisations, research centers, governmental institutions and users), guidelines and policies users (evidence-
informed decision-making (EIDM) expertise, attitudes toward EIDM, inclusion of patients’ perspectives), guideline developers
and policymakers (attitudes toward EIDM, autonomy, responsibility and expectations, and self-Interested behaviour), and others
(OH in the context of overall health and use of technology). Several reported barriers were specific to the OH field, including
dental professionals’ resistance to changing practice (acquiring new dental materials), absence of patient advocacy organisations
in OH, an overemphasis on personalised treatment planning, overvaluation of surrogated outcomes, challenges with dental de-
vice regulations, limitations in incorporating economic evaluation for decision-making at a population level, disconnect between
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evidence-based care and coverage, low priority given to OH by authorities and the public, and lack of communication between

dental and non-dental professionals.

Conclusions: Understanding particular challenges hindering the integration of research evidence into guideline and policy
document development processes is critical to improving their quality. Similarly, awareness of facilitators can aid in formulating

strategies to enhance this process and counter barriers.

Trial Registration: Open Science Framework (DOI: 10.17605/OSF.I0/W4KG7)

1 | Introduction

To support clinical and public health practice, various evidence-
informed products (also known as knowledge transfer de-
liverables) have emerged as an efficient and accessible way
to provide key interest-holders—such as clinicians, patients,
policy-makers, funders, and regulators—with reliable, relevant,
unbiased information for decision-making [1]. By transferring
current knowledge—whether derived from research evidence,
health services data, or experience—these products assist in
guiding decisions across diverse contexts. Clinical practice
guidelines (CPGs) help apply research to clinical decisions,
public health policies guide population-level interventions, and
health technology assessments (HTAs) support coverage and re-
imbursement decisions [1].

In the oral health (OH) field, these evidence-informed prod-
ucts are produced by professional associations, scientific so-
cieties, and governmental organisations. These documents
address a wide range of topics, including recommendations
to guide individual clinical care choices [2] to public health
interventions [3].

Previous research has consistently highlighted significant
methodological deficiencies in OH evidence-informed guide-
lines and policies. This concern was reported over 15years ago
[4, 5], but notable improvements have yet to be made. Recent
systematic evaluations in specific OH areas, such as the man-
agement of traumatic dental injuries [6], impacted maxillary
central incisors [7], and the provision of OH services during
the COVID-19 pandemic [8], indicate that only a small pro-
portion of OH guidelines are suitable for use by clinicians and
policymakers. Additionally, a systematic survey revealed that
most organisations developing evidence-informed guidelines
in OH do not follow a structured and standardised process
for formulating clinical and public health recommendations.
Also, the methods employed are often inconsistent, informal,
and deviate from international standards despite claims to the
contrary [9]. Even though the number of evidence-informed
guidelines and policy documents produced in OH has risen
exponentially, the current situation indicates that there is a
need for substantial improvement in their quality and trust-
worthiness [9].

Producing high-quality guidelines and policies requires a
multi-step process involving various methodological standards.
Achieving consensus among guidelines panellists (e.g., clini-
cians, researchers, content experts, methodologists, patient part-
ners, and payers) and policymakers with different expertise and
perspectives adds to this complexity. Furthermore, all guidelines
projects frequently face obstacles related to interest-holders’

involvement, roles and participation of panel members, collab-
oration, deadlines, and resource allocation. Each phase of the
guideline development process—creation, dissemination, im-
plementation, monitoring, and evaluation—entails complex
processes influenced by numerous factors. While much re-
search in recent years has focused on the implementation stage
[10], barriers and facilitators for the remaining stages have been
less extensively explored.

Even though some theories have been proposed to explain fac-
tors influencing the use of evidence to inform OH guidelines
and suggest strategies to overcome these barriers, empirical
evidence to support them is lacking [11, 12]. Another body of
evidence has investigated barriers to applying evidence-based
dentistry principles, with a shortage of time and financial con-
straints being the challenges most frequently reported [13]. A
recent scoping review explored barriers to and facilitators for
creating, disseminating, implementing, monitoring, and eval-
uating OH policies in the World Health Organisation (WHO)
African region. The most frequently identified barriers to policy
creation were related to organisational and resource factors [14].
However, no studies have specifically addressed aspects that in-
fluence the use of research evidence by guideline developers and
policymakers in the OH field. Furthermore, systematic reviews
summarising the facilitators and barriers to using research evi-
dence by health policymakers did not include any primary stud-
ies on OH context [15, 16].

Qualitative studies focus on exploring new hypotheses or theo-
ries based on a deep understanding of the meaning of a specific
phenomenon by using different approaches for collecting data
and analysing them to address questions related to comprehend-
ing perceptions and meanings (e.g., ‘what,” ‘why,” and ‘how”)
[17-19]. These attributes are essential for expanding the current
knowledge on the specific factors impacting the inclusion of ev-
idence in the development of evidence-informed products in the
OH context.

The aim of this qualitative study was to explore perceived bar-
riers to and facilitators for using research evidence to inform
guidelines and policies in OH as reported by guideline develop-
ers and policymakers.

1.1 | Study Design

An exploratory qualitative study based on semi-structured in-
terviews was performed. Abductive reasoning was employed,
with pre-existing theories and the data emerging from the
interviews being used to address the research question [18].
The protocol of this study was previously published [20]. This
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manuscript complies with the consolidated criteria for report-
ing qualitative research checklist (COREQ) [21] (Appendix 1).
More details about the methods used to select participants,
collect, and analyse data are available in the supplementary
file (Appendix 2).

1.2 | Participants

Individuals with a practical understanding of developing guide-
lines, guidance, policy documents, or other evidence-informed
products in OH, including methodological steps and workflow,
were interviewed. Purposive sampling was used to select par-
ticipants with experience generating national or regional docu-
ments from different continents. All participants were informed
about the voluntary basis of the study.

1.3 | Data Collection

In-depth semi-structured interviews were used for this study to
ensure interview consistency and flexibility, optimise the natu-
ral flow of conversation, and stimulate discussion about partic-
ipants' views regarding needs, opportunities, and challenges in
developing guidelines and policies.

The interview guide included five domains (Appendix 2): (1) pri-
oritisation of the topic and the need for a guideline, (2) evidence
search and selection methods, (3) evidence synthesis to inform
guidelines, (4) guideline development and dissemination, and (5)
guideline update.

At the beginning of each interview, general characteristics of the
participants’ organisations and guideline and policy document
development process were collected. All semi-structured inter-
views were conducted via Zoom software in English or Spanish.
Interviews were recorded and transcribed verbatim.

1.4 | Data Analysis

After completing the transcription of the interviews, the the-
matic analysis was conducted, including (1) transcription check-
ing with recordings for accuracy, (2) open coding by reading the
transcripts and assigning codes line by line to identify all poten-
tial useful data, (3) sorting the codes and collating them into po-
tential themes, (4) refining the themes and breaking them into
subthemes, (5) defining the themes and subthemes from the final
code structure, and (6) writing up the final analysis and produc-
ing a report [22]. One researcher (FV-P) coded and drafted the
framework and proposed themes. A second researcher (DO)
double-checked selected codes and reviewed the themes. A third
author (AC-L) reviewed the framework and themes. A final struc-
ture was obtained after discussing the development of themes
and subthemes, and the interpretation given to the data findings.
All interviews were coded at least twice, once with the initial
code structure and once with the finalised list. Preliminary data
analysis began after the first interview and continued along-
side data collection to evaluate whether additional participants
were needed to achieve data saturation. Coding saturation was
reached after coding all the transcripts and checking that no new

codes emerged. NVivo V.14 software was used for data manage-
ment and analysis [23].

2 | Results

Nine semi-structured interviews with OH guideline develop-
ers and policymakers were conducted between June 2022 and
August 2024. During data collection, it was determined that
no additional interviews were necessary, as preliminary anal-
ysis—later confirmed by the final analysis—indicated that no
new codes were emerging from the data. This indicated that all
relevant themes had been identified and that data saturation
had been reached. Through discussion and analysis of the data,
the participants' perception of needs, opportunities, and current
challenges in developing rigorous, continuously updated, and
trustworthy evidence-informed guidelines and policies in OH
were interpreted.

2.1 | Participants and Their Organisations

Five females and four males working in seven different organ-
isations developing OH evidence-informed guidelines or poli-
cies participated in the study. Interviewees' roles varied across
various levels of management within the organisations. Still,
they all were well informed and had participated in guidelines
processes, including methodological steps and workflow. The
interviewees' professional profiles included guideline developer
leaders, chief dental officers, OH technical officers, and OH pol-
icy directors (Table 1).

Participants worked in various types of organisations across
Europe, North America, and South America. These included
governmental organisations (n=4), non-governmental organi-
sations (NGOs) such as professional associations and scientific
societies (n=2), and an international organisation (n=1).

The interviewees' institutions employed diverse methodolo-
gies and processes to produce evidence-informed documents.
All had over 5years of experience in guideline and policy doc-
ument development, with the great majority (n=6) producing
documents aimed at national-level implementation. Regarding
conflicts of interest (COI), all interviewees indicated that mem-
bers of the working group involved in document development
were required to disclose any potential COI. However, two of
the organisations (n=2) reported no formal COI management
policy to safeguard guideline integrity. Funding sources for
these organisations included government agencies, medical as-
sociations, scientific societies, or a combination of these sources
(n=6).

Participants from three organisations reported the following
in-house methodologies outlined in their handbooks, while two
used methodologies or evaluation resources, such as GRADE
or AGREE II [24, 25]. Additionally, one organisation followed a
national organisation's handbook, and another used guidelines
from a global organisation, such as the WHO.

Through discussion and data analysis, participants’ percep-
tions were interpreted and organised into seven themes and 28
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TABLE1 | General characteristics of the study sample.

Characteristics of interviewees (n=9) n (%)
Gender
Female 5(55.6)
Male 4(44.4)
General characteristics of organisations (n=7) n (%)

Organisation type

Governmental organisation (MoH) 4(57.1)

Non-governmental organisations (scientific 2(28.6)

society or professional association)

Global organisation 1(14.3)
Region*

Europe 2(33.3)

North America 2(33.3)

South America 2(33.3)
Implementation level

National 6(85.7)

International 1(14.3)

Experience developing guidelines or policy documents

10years or more 6(85.7)

3-6years 1(14.3)
Funding source

Government 3(42.8)

Professional associations or scientific societies 2(28.6)

Multiple funding without industry 1(14.3)

Not reported 1(14.3)
COI policy management

Yes 5(71.4)

Not reported 2(28.6)
Use of a handbook

In-house handbook 3(42.8)

Guideline development methodology (e.g., 2(28.6)

GRADE)

National organisation handbook (e.g., MoH) 1(14.3)

Global organisation handbook (e.g., WHO) 1(14.3)

Abbreviations: COI, Conflict of interest; GRADE, Grading of Recommendations,
Assessment, Development, and Evaluation; MoH, Ministry of Health; WHO,
World Health Organisation.

*This category does not include one global organisation.

subthemes. The final structure and definition of the themes are
presented in Table 2, and a thematic map displaying themes,
subthemes, and specific barriers and facilitators is shown in
Figures 1 and 2. Illustrative quotes to support our results are
shown in Table S3.

2.2 | Theme A. Research Evidence

The availability and quality of current OH research evidence
were widely reported as two critical influences on its use in
guideline and policy document development. Several partici-
pants expressed concerns about the lack of relevant and reliable
evidence to inform these documents. Despite the high volume
of OH research articles, only a small portion of them were re-
portedly of high quality or pertinent to address relevant clinical
or policy questions.

In terms of evidence synthesis available, participants pointed
out the importance of having updated and high-quality evidence
syntheses, particularly systematic reviews. These products are
particularly valuable in low- and middle-income settings, where
conducting a new review or guideline may not be feasible. One
interviewee highlighted that contradictory findings among
OH systematic reviews are common, making it challenging
for users to determine the degree of agreement and differences
among them.

The overwhelming number of new articles published daily cre-
ates the perception that keeping guidelines up-to-date is unat-
tainable. This constant risk of being misinformed or outdated
has negative implications for patient care and may threaten cli-
nicians’ guideline recommendations’ credibility, according to
reports. The absence of local research evidence was also noted
as a significant barrier to adapting recommendations from
other organisations to the local context (Appendix 3, A1-A5).

2.3 | Theme B. Guideline and Policy Document
Attributes

Participants expressed a range of concerns related to the char-
acteristics of guidelines and policy documents. One major
challenge was the difficulty guideline developers faced in iden-
tifying and accessing relevant guidelines produced by other
organisations, which are scattered across various websites, data-
bases, and repositories. Another concern was the use of the term
“guideline” in the OH field, with considerable inconsistency in
the terminology used by the different organisations to describe
the documents produced.

Perspectives on the methodological rigour of developing guide-
lines and policy document development varied widely. Most
interviewees felt that adhering to a transparent and objective
process, such as the GRADE approach [24], positively impacted
their organisations and the quality of the documents they pro-
duced. However, they also acknowledged the inherent chal-
lenges of this process. Several participants described guideline
development as ‘cumbersome’ ‘strict’ or ‘slow’ Additional barri-
ers included panel members' unfamiliarity with the process and
the necessity of narrowing the scope of documents to enhance
their feasibility (Appendix 3, B1-B4).

2.4 | Theme C. Organisational- and System-Level

Key challenges related to organisational characteristics in-
cluded costs, workload, and availability, as well as accessibility
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TABLE 2 | Themes and subthemes of barriers to and facilitators for using research evidence to inform guidelines and policies in OH.

A) Research evidence: Factors related to a particular aspect or attribute of research evidence. Research evidence refers to
data that have been collected and analysed using explicit methods. This includes findings from a single study to an evidence

synthesis such as a systematic review

1. Availability of evidence synthesis
2. Availability of direct evidence

3. Certainty (quality) of the evidence
4. Emerging research evidence

5. Availability of local evidence

B) Guideline and policy document attributes: Factors related to a particular aspect or attribute of evidence-informed guidelines
and policies. Guideline refers to any document or information product containing actionable statements recommending or
suggesting a particular course of action for clinical or public health practice

1. Accessibility to guidelines and policy documents
2. Documents terminology

3. Question scope

4. Methodological rigour

C) Organisational- and system-level: Factors related to a particular aspect or attribute of healthcare organisations that develop
guidelines and policies and the context in which they are embedded

1. Costs

2. Availability and accessibility to needed expertise
3. Workload

4. Health system characteristics

5. Circumstances and events

6. Pressures on guidelines and policies

D) Contact and collaboration: Factors related to connections and relationships between stakeholder groups, guidelines

developers, and policymakers

1. Relationship with non-governmental organisations
2. Relationship with research centers

3. Relationship with governmental institutions

4. Relationship with users

E) Guideline and policy users: Factors related to a particular aspect or attribute of the target audiences of evidence-informed
guidelines and policies. This includes clinicians, patients, healthcare managers, administrators, and other groups that take
considerable interest in the recommendations contained in these documents or products

1. Evidence-informed decision-making expertise

2. Attitudes toward evidence-informed decision-making (clinicians)

3. Inclusion of patients’ perspectives

F) Guideline developers and policymakers: Factors related to a particular aspect or attribute of the group of people involved
directly in the development of evidence-informed guidelines and policies

1. Attitudes toward evidence-informed decision-making
2. Decision-making autonomy

3. Responsibility and expectations

4. Self-Interested behaviour

G) Others

1. Oral health in the context of overall health
2. Use of technology

to methodologists and technical expertise. Almost all declared
that the guideline and policy development process is resource-
intensive; many organisations lack the capacity to meet the
demands due to heavy workloads or limited team size.

Regarding system-level topics, participants mentioned barri-
ers related to health system characteristics, circumstances and

events, as well as pressures on guidelines and policies. One par-
ticipant emphasised that, for regulatory purposes, most dental
products—including materials and equipment—are classified
as “Medical Devices.” This classification poses challenges in as-
sessing the safety and performance of these products, limiting
the incentives to conduct high-quality primary studies to inform
the effect of new interventions.
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making; EB-care, evidence-based care; EIDM, evidence-informed decision-making; ES, evidence synthesis; IO, international organizations; NDP,
non-dental professionals; OH, oral health; PVP, patient values and preferences.

Additionally, two participants noted that the lack of inte-
gration of OH services into primary healthcare models sig-
nificantly impacts the development of guidelines and policy
documents. OH is typically excluded from health coverage,
forcing patients to pay out of pocket for care. Guideline de-
velopers emphasised the complexity of making recommenda-
tions incorporating economic evidence into OH guidelines,
as population-level decision-making is often not feasible.
Participants also pointed out the lack of connection between
dental care coverage and evidence-informed standards of
practice. One interviewee noted that creating, disseminat-
ing, and implementing evidence-informed guidelines is easier
when there is a clear connection between guidelines and cli-
nicians’ actions in clinical practice, for example, when guide-
lines are legally binding.

Three participants noted that certain circumstances and
events can facilitate the development of OH guidelines and
policy documents when there is an emerging need or decision-
making gap that must be addressed as mandated by policy-
makers or ministries of health. These emerging circumstances
offer an opportunity to reconsider resource allocation and
agenda-setting regarding guideline development. With the
increased awareness of OH recently, one participant felt that
it would be crucial to leverage these emerging situations to
ensure that OH guidelines are prioritised and show value to
interest-holders.

Economic, social, and political pressures were seen as factors
impacting the development of guidelines and policy docu-
ments. Interviewees noted that these pressures often hinder
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Research Centers.

the creation of OH documents, as OH typically receives lower
priority from both authorities and the public compared to other
health problems (Appendix 3, C1-C6).

2.5 | Theme D. Contact and Collaboration

Connections and relationships among interest-holders,
evidence-informed guideline developers, and policymakers
were identified as key factors influencing the development
process of guidelines and policies. Perceptions regarding re-
lationships with Nongovernmental organisations (NGOs)
were mixed. While international NGOs were seen as benefi-
cial in providing technical assistance, their agendas may not
align with country-specific needs, hindering their processes
and priorities. Collaborations with scientific societies as well
as professional associations were viewed as enablers for the
adoption of OH guidelines and policy documents, particularly
when these partnerships occur between countries with vary-
ing income levels.

Most participants noted that relationships with users of guide-
lines and policy documents are essential but yet often over-
looked. They acknowledged that engaging guidelines and policy
users in the implementation phase is challenging and that im-
provements in this area are needed. Otherwise, as one partici-
pant put it, “It's just paper on the shelf” (P08). Three participants
underscored the importance of fostering relationships with re-
search centers and universities, noting that these partnerships
are crucial for supporting evidence synthesis and broadening
the scope of OH guidelines (Appendix 3, D1-D4).

2.6 | Theme E. Guideline and Policy Users

Clinicians’ expertise and attitudes toward evidence-informed
decision-making (EIDM) were widely recognised as crucial ele-
ments influencing the creation and use of guidelines and policy
documents in OH. A lack of training and skills in evidence-based
dentistry hinders dental professionals from reading, under-
standing, and applying clinical guidelines in their practice. Most

85US017 SUOWILLOD BAIERID 3|qed! dde 8u) Ag peuenob a1e DRI YO 88N JO S3INJ 104 ARG BUIIUO AB]IM UO (SUORIPUOD-PUR-SLLLBYWOD" A8 |1 AReIq 1BUIIUO//SANL) SUORIPUOD PUE SWLB L 8U3 885 *[5202/60/2T ] U0 A%iq178uliuo AB|IM ‘(PepIues 8p 0LeISIUIA) UOSINOLG [RUOIN BURILI0D USIUedS AG £000L B0PO/TTTT OT/I0P/W0d A8 | 1M ARed Ul juo//Sdiy Wo.y papeojumod ‘0 ‘8250009T



importantly, interviewees emphasised that dentists are often
unreceptive to clinical guidelines because they “feel attacked in
their freedom” (P09). There is a perception that there is no need
to develop guidelines in OH, since each clinical decision should
be based on an individualised evaluation of the clinical scenario,
making it impossible to standardise any aspect of dental clinical
practice. Participants also noted that dentists often resist chang-
ing their practices based on the latest evidence. However, they
are more likely to make changes if the new recommendations
come from a well-known clinician (opinion leader). One factor
influencing their willingness to adopt new practices is the cost
associated with acquiring new dental materials, which dentists
typically have to cover themselves.

Two interviewees acknowledged that including the patient's
perspective in the guideline development process is a signifi-
cant issue. The main obstacles reported were a lack of research
evidence on this topic, the absence of organised groups repre-
senting patients and caregivers with dental disorders, and a
tendency toward clinician paternalism, where dentists assume
they know what is best for patients without considering the pa-
tients’ values or consulting with them (Appendix 3, E1-E3).

2.7 | Theme F. Guideline Developers
and Policymakers

Key challenges related to the characteristics of guideline de-
velopers and policymakers included their attitudes toward
evidence-informed decision-making, autonomy, self-interested
behaviour, and their responsibilities and expectations.

Three participants expressed concern that guideline devel-
opers and policymakers often lack full decision-making au-
tonomy. In some cases, recommendations must align with
international or regional agencies, even when a different,
context-specific approach may be more appropriate from a
country's perspective. In other instances, guideline develop-
ers face pressure to include certain interest-holders in panel
meetings, knowing these groups might use the opportunity to
promote their agendas rather than those of the patient popu-
lation or the health system. One policymaker highlighted the
high expectations surrounding these documents, stating that
“developing a guideline comes with immense responsibility”
(P06). Guideline developers and policymakers often receive
significant pressure to create documents that will have a
meaningful impact on clinical practice and public health deci-
sions while balancing interest-holders' pressures and compet-
ing agendas (Appendix 3, F1-F4).

2.8 | Theme G. Others

Two interviewees noted that the existing disconnection be-
tween OH and overall health adversely impacts the development
of guidelines and policy documents. Dental professionals are
perceived as “very isolated from the rest of health professions”
(P06), which affects communication with other sectors. One par-
ticipant remarked that dentists have not succeeded in convey-
ing the importance of OH for other conditions and noted that
OH guidelines are often difficult for non-dental professionals to

understand. This lack of integration hinders efforts to position
OH as an essential component of overall health and well-being.

Most participants perceived technology as a facilitator for creating
evidence-informed products in OH. They noted that the guideline
development process could benefit from creating digital platforms
for monitoring emerging evidence using artificial intelligence and
from implementing visualisation tools to present final guideline
recommendations to the target audience effectively. One inter-
viewee highlighted that some tools widely used in medicine, such
as clinical decision support systems incorporating evidence-based
recommendations, could help bridge the gap between guidelines
and dental clinicians (Appendix 3, G1-G2).

3 | Discussion

This qualitative study examined factors that hinder and facil-
itate the integration of research evidence into OH guidelines
and policies, as perceived by those responsible for their creation.
Participants’ perceptions were categorised across seven main
emerging themes, including topics related to research evidence,
attributes of guidelines and policy documents, organisational and
system-level factors, contact and collaboration, guidelines and
policy users, and guideline developers and policymakers. Twenty-
eight different subthemes, representing a wide variety of barriers
and facilitators, were reported, with factors related to the meth-
odological rigour of guidelines and policy documents frequently
mentioned as enablers. Participants also emphasised challenges
associated with attitudes toward evidence-informed decision-
making and health system characteristics. The findings highlight
several factors specific to OH, including resistance to change due
to the need to acquire new dental materials, lack of patient ad-
vocacy, overemphasis on personalised treatment and surrogated
outcomes, regulatory challenges with dental devices, difficulties
using economic evidence, a disconnect between evidence and cov-
erage, low priority given by authorities and the public, and poor
communication between dental and non-dental professionals.

Participants’ perceptions in our study align with findings from
previous systematic reviews that identified access to high-quality,
relevant research evidence, collaborations with policymakers,
and availability of methodologists and technical expertise as the
most significant factors influencing evidence use by policymak-
ers in other health sectors [15, 16]. Our findings also align with
previously documented barriers and facilitators for OH policies
in Africa, where poor integration of OH care with the rest of the
health system, limited communication with non-dental profes-
sionals, and organisational-level deficiencies were noted as key
challenges obstructing OH policy efforts [14]. Additionally, the
development of OH policies in Africa was facilitated by growing
awareness of the connection between non-communicable dis-
eases and OH, as well as by international collaborations [14].

This study is the first to explore the perceived barriers to and
facilitators for using research evidence to inform guidelines
and policies reported by guideline developers and policymakers
in OH. It was designed and conducted by researchers familiar
with guidelines and policies in the OH field, who encourage
both ethical research practices and standardised methodolo-
gies. A significant strength of our study lies in the diversity of
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its participants, who represent seven organisations across three
continents. This diversity allowed us to gather insights from in-
dividuals in countries with varying income levels and to capture
arange of genders, ages, backgrounds, and professional profiles.
As a result, diverse aspects influencing the use of research ev-
idence in OH guidelines and policy were identified, extending
beyond commonly reported challenges such as resource con-
straints and limited availability of necessary expertise. One
possible limitation of our study is that the researchers' position-
ality may have contributed to response bias—for example, par-
ticipants might have tailored their answers based on what they
perceived the researchers wanted to hear. This risk was partic-
ularly relevant given that some participants were familiar with
our previous work. Such familiarity may have influenced their
responses, potentially discouraging them from expressing criti-
cal views about evidence-informed guidelines due to concerns
about judgement or misunderstanding. To mitigate these poten-
tial biases, several strategies were employed, including ongoing
reflexivity throughout the research process and explicitly stat-
ing at the beginning of each interview that there were no right
or wrong answers. Another potential limitation of our study is
that nonverbal communication data were not collected. The re-
search team recognise that nonverbal cues can provide valuable
insights into participants’ responses, enriching the interpreta-
tion of their perspectives [26].

A further limitation that should be noted is that the perceptions
of guideline and policy users were not obtained directly from the
users themselves. Instead, the data reflect the views of guideline
developers and policymakers, who shared their understanding
of the barriers and facilitators experienced by the intended users.
This indirect approach may limit the credibility of our findings
regarding end-user perspectives. However, guideline develop-
ers frequently formally engage with end users through various
stages of the guideline development process, including external
review and implementation. These interactions often provide
meaningful feedback that can shape the guideline developer's
understanding of users' experiences. Thus, while indirect, the
reported perceptions are contextually grounded and retain rele-
vance and validity as part of a qualitative framework.

By gathering insights from individuals directly involved in de-
veloping evidence-informed guidelines and policies in OH, the
findings underscore critical challenges and enablers in this
process. While some factors identified in our study have been
previously mentioned in the literature, they were opinion-based
rather than research-based [12]. Additionally, the limited ex-
isting evidence primarily focuses on the medical field, leaving
a significant gap in the OH context. This study addresses this
gap by providing context-specific insights for OH with a global
scope. Identifying barriers and facilitators alone does not re-
solve the inconsistent and informal use of research evidence in
OH policies and guidelines. Many of the barriers reported were
not specific to the documents or organisational characteristics
themselves but instead related to broader health system-level
challenges. A comprehensive understanding of the integration
of research evidence into OH evidence-informed guidelines re-
quires viewing the issue as part of a broader health ecosystem,
where a network of interconnected components influences one
another. Strategies to enhance this process must incorporate
this perspective and avoid being treated as isolated phenomena.

The identified barriers and facilitators are deeply intercon-
nected, with clear dependencies between them. For instance,
one of the most frequently reported barriers was the lack of rel-
evant and reliable research evidence to support OH guidelines
(Theme A: Research Evidence). Similarly, there is a scarcity of
studies exploring patients' values and preferences in OH, which
makes it challenging to systematically incorporate the patient
perspective in guideline development (Theme E: Guideline and
Policy Users). Another example of this is the relationship be-
tween attitudes toward EIDM (Theme F: Guideline Developers
and Policymakers), methodological rigour (Theme B: Guideline
and Policy Document Attributes), and workload (Theme C:
Organisational- and System-Level). While positive attitudes to-
ward EIDM can encourage ongoing training and a commitment
to methodological rigour, high and sustained workload can limit
the ability to apply best practices. In such contexts, speed and
feasibility are often prioritised over rigour, even by those who
value EIDM. Therefore, addressing one barrier may not be feasi-
ble until another, more upstream barrier is resolved.

Our findings contribute to a deeper understanding of the cur-
rent situation, with many OH guidelines and policies lacking
structured and transparent incorporation of research evidence.
Organisations responsible for developing these documents can
leverage these findings to implement changes in their process
and create collaborations at a subnational, national, regional, and
global scale. Because the combination of local and global evidence
provides valuable information, fostering better communication
and cooperation with other organisations to share data generated
during guideline development—such as data from systematic re-
views and meta-analysis or evidence to inform contextual factors
used to inform policy and guideline decisions—can support the
adoption of OH guidelines [27]. Additionally, close contact and
collaboration with researchers can ensure that systematic reviews
are tailored to meet the specific needs of guideline developers
and policymakers, providing answers to prioritised questions.
Technological advancements can also play a pivotal role by en-
hancing strategies to streamline the evidence synthesis process,
utilising tools and software that optimise data synthesis, improve
visualisation, and facilitate document comparison.

Guidelines and policies serve as the foundation for evidence-
informed clinical and policy decision-making in medicine. The
OH community, on the other hand, lacks a robust body of global,
regional, and country-level guidelines and policies that could
help cross-communicate with the medical field about the most
effective OH interventions. Adopting established methodological
standards for guideline development in medicine is crucial for ad-
vancing OH. A thorough analysis of the challenges obstructing
the seamless integration of research evidence into the guideline
and policy document development process is a crucial first step
toward rectifying the current situation in OH. Similarly, recog-
nising the facilitators can help devise strategies to enhance this
process and enhance the effective use of evidence.

4 | Conclusion
This study provides valuable insights into barriers and facilita-

tors that impact the seamless integration of research evidence
into guideline and policy development processes. Participants
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identified a range of challenges, including OH-specific issues—
such as an overemphasis on personalised treatment, the over-
valuation of surrogate outcomes, regulatory complexities related
to dental devices, difficulties incorporating economic evidence,
and a disconnection between evidence-informed care and cov-
erage. In addition, several cross-cutting barriers emerged that,
while not unique to OH, are highly relevant to this field. These
include organisational and system-level factors such as limited
resources, lack of access to necessary expertise, high workload,
health system constraints, contextual circumstances, and exter-
nal pressures. Together, these findings underscore the need for
tailored strategies that address both the field-specific and broader
systemic challenges to strengthen evidence-informed guideline
development in OH.
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