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ORAL CARE FOR LONG STAY PATIENTS AND RESIDENTS

INTRODUCTION

The dental disease pattern and oral status of the UK is changing1.  The general trend is for a reduction
in edentulism and an increase in the retention of natural teeth until later life2.  Attitudes towards dental
health are changing too, in such a way that tooth loss is considered less acceptable.

The impact of oral conditions on individuals' quality of life can be profound3,4.  Long stay patients and
residents experience the same oro-dental problems as the general population, however poor oral health
may add an additional burden, whereas good oral health has real health gains in that it can improve
general health, social acceptability, self-esteem and quality of life.

Care is provided by the statutory, voluntary and private sectors for a variety of client groups in a wide
range of accommodation which include: residential homes nursing homes             hospitals

hostels group homes schools
 secure units.

They are varied in structure, function and organisation, and in the dependence and needs of residents.
Admission whether temporary or permanent should not mitigate against the maintenance of residents'
health.

However it is recognised that within long term care facilities, numerous problems mitigate against
routine provision of oral health care and encourage neglect.  Some of the reasons for neglect include:
Lack of personal perception of oral health problems by residents5-7

Inability of residents to articulate a need8

Family members placing dental care as a low priority9

Long term care staff placing patients' dental care as a low priority9

Long term care staff limitations10.  With heavy workloads, staff often argue that they have more
pressing tasks to perform
Chronic inadequate oral hygiene practices11

Local dental personnel unable or unwilling to provide adequate dental care12

Difficulty in obtaining dental care7.

In the light of these difficulties it is pertinent to highlight certain groups in residential care where there is
evidence of poor oral health and inadequate or restricted access to dental services (Appendix 1).  These
include:         older people people with a learning disability

physically compromised people medically compromised people
people with mental health problems people in secure units.

The principles which underpin residential care stress the need for an enhanced quality of life through
positive choice, continuity of care by establishing links with former services, and the retention of dignity
and self-care whenever possible.  Good quality residential care begins with assessment on admission,
health inputs based on multi-disciplinary assessment, and the development of individual care plans in
co-operation with staff13.  The same principles apply to continuing care facilities.  Dentistry and dietetics
are identified as specialist support services rather than mainstream services.

There are many issues that need to be addressed in improving standards of oral health and quality of
life for residents in continuing care.  These include:
Oral and dental needs and demands of residents, functional dependence and access to personal
oral care14--22

Attitudes to oral care and knowledge of health professionals and health care workers23-27

Oral hygiene practices which are scientifically inadequate, or based on personal oral habits20

Access to oral hygiene equipment appropriate to individual needs
Environmental factors which mitigate against the preservation of self-care
Access to accessible and appropriate general and specialist dental services21,30.
Guidelines that address these issues must focus on the needs and demands of residents, be non-
discriminatory in practice and based on the principles of equal access to oral care, information and
services regardless of financial or other constraints.
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SCREENING

There is a wealth of information on the oral health needs of older people however information on
younger client groups and those who are totally dependent for all personal needs is scarce.  Screening
provides base line data for planning dental services and oral health promotion strategies appropriate to
residents' needs.  Data can be utilised to evaluate the outcome and the results should be routinely
reported to responsible clinicians and managers.

Screening is recommended as a means of making an initial assessment of a population's oral health
needs and identifying individuals requiring further assessment.  Long term screening programmes may
be inappropriate if the oral health needs of residents are being addressed and there is access to
appropriate general and specialist dental services.

ASSESSMENT

Screening does not provide an holistic assessment of individual need.  Functional assessment by health
care teams is well recognised, particularly for people aged 75 and over.  RCN guidelines for assessment
of older people do not include oral assessment criteria however the importance of basic oral
assessment and oral care by nursing staff is reported31.  Health gain targets that specify an annual oral
examination need wider publicity within the health professions32.

Oral assessment is recommended on admission to residential care using criteria which are client
centred and which can be used by all grades of staff20,33.  A simple questionnaire that provides the basis
for an assessment tool which alerts staff to problems can be adapted to different client groups and
assist in the development of an oral care plan34-37.  More complex assessments involving oral
examination require training to recognise signs and symptoms of pathology38  (See Appendix 235).

An oral health assessment should be incorporated into routine assessment by care staff.  For residents
who are not intellectually or mentally compromised, a self reporting assessment is recommended.  An
advocacy system may provide the key to empowerment in identifying needs and choices.  Assessment
need not be confined to professional carers and can be incorporated into wider assessment by
members of the multi-disciplinary team.

ORAL HEALTH EDUCATION AND PROMOTION

All health personnel should receive additional training to support the concept of primary oral health
care39.  Lack of formal training for professional carers is reported17,21,26.  Recent research continues to
highlight the inadequacy of professional nurse training40.  Training programmes based on scientific
principles which stress that poor standards of oral hygiene can be a serious health threat27-29, need to
address the needs of all grades of staff and shift patterns of practice20,41.  Providing training alone is not
sufficient to promote behaviour change and the attitudes and value systems of carers also need to be
addressed42.

It is recommended that oral assessment techniques, explicit standards for routine mouth care, oral
hygiene materials, equipment and adaptations, denture care and denture marking, specific guidance on
oral care for compromised patients and access to dental services be included in a ward based  health
promotion strategy20.  The recommendations have been incorporated into a comprehensive approach to
oral health education in Project 2000 which can be adapted for continuing education, post-basic nurse
training, and health care workers43.  Training also needs to be provided through National Vocational
Qualifications.

Improvements in oral hygiene have been demonstrated through training of direct care staff44.
Successful programmes in continuing care and nursing homes are reported 17,45.  An oral health input to
induction programmes for care staff can overcome some of the difficulties of releasing staff for
training46.  There is a need for structured modular training and finding the time is a perennial difficulty13

however it is essential to gain the support of staff47 and demonstrate the potential benefits to managers
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and care staff.  Particular attention needs to be drawn to the potential dental implications of long-term
and sucrose-based medication48.  Residents should not be denied the opportunity to participate in
programmes to promote healthy life-styles that contribute to oral health.

DIET and NUTRITION

The influence of diet and nutrition on oral and general health are issues which must be addressed49.
Davies50 suggested that good nutrition can have a marked effect on the health, happiness and
independence of older people whereas the poor oral status of institutionalised older people may
contribute to eating problems, weight loss, dehydration and debility22,51.  Also mentally ill people as a
group are vulnerable to malnutrition.  Dental health is linked to health, happiness and good general
health.  Locker3 indicates that people often avoid having food in company because of problems eating
and associated embarrassment.  He emphasised the importance of aesthetically acceptable and
functionally adequate dentitions so people can feel confident about eating at home or in company.  Fiske
et al52 explored the emotional reactions to tooth loss and found that tooth loss affected self-esteem,
confidence, enjoyment of food, selection of food, socialisation and forming close relationships even
when teeth were replaced by dentures.

Sugars are not only detrimental to dental health, they can also have a negative impact on general
health53.  Thus the reduction of sugar intake for dental health can also benefit general health e.g.
reduced incidence of obesity, diabetes, coronary artery disease.  Dietary advice for dental health should
be made within the context of policies for healthy eating54.  It is recommended that in line with good
health promotion, healthy eating choices are made available.  The Nutrition Task Force points out that it
is also important to provide consumers with simple, practical and realistic guidance for selecting a
balanced diet55.  In turn staff will require appropriate training and resources to promote healthy eating
policies.  Oral food supplements prescribed to maintain nutritional status pose challenges to oral health
in dentate persons56.  Direct care staff need to be aware of the risk factors for oral health and
appropriate techniques to prevent caries.

STANDARDS and PROCEDURES

Many institutions do not support a philosophy for change in oral health care.  Negotiated and agreed
standards and procedures for oral care promote a structure and process for putting theory into practice
and supporting staff in what may be viewed as an unrewarding task.

Locally negotiated standards should include:
Oral health assessment on admission
Training programmes for care staff
Access to emergency dental services
Facilitation of contact with appropriate dental services.

Basic principles of good infection control should be practised by all health care workers involved in oral
care57,58.  The routine wearing of gloves for mouth care and handling dentures may help to overcome
aversion reported by carers21,27.  It is important that managers are made aware of the health risks to
residents and staff from poor standards of infection control in mouth care.  This will go some way
towards justifying the cost implications.

The development of standards which can be audited promote improved quality of care and facilitate the
identification of problem areas.  Participation by dental staff within the multi-disciplinary team in setting
standards helps to promote the acceptance of oral health care and facilitates as well as encourages
communication between disciplines.  These are issues that should be addressed to the Social Services
Inspectorate that has responsibility for the registration of accommodation and monitoring the quality of
care provided.  (Examples of locally negotiated standards in residential and continuing care that can be
audited are given in Appendices 3 and 4).
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ORAL HYGIENE EQUIPMENT

There is little data on the availability of oral hygiene equipment however there is a wealth of professional
anecdotal evidence about the difficulty in obtaining toothbrushes in hospitals.  Despite the fact that a
toothbrush is the cheapest and most effective tool for oral hygiene and is more effective than a foam
stick59,60, mouth care packs and foam sticks are still in general use61,62.  Screening, assessment and oral
care plans identify basic and individual oral hygiene equipment needs.  This information is useful to
support staff in obtaining equipment appropriate to the needs of clients.

It is recommended that managers of long stay and residential accommodation take on the responsibility
of ensuring that appropriate oral hygiene equipment is readily available and that staff are made aware of
procedures for obtaining it.

ENVIRONMENT

Many older institutions do not have facilities for privacy and dignity in personal oral care.  Dormitories
and communal bathroom facilities, poor illumination, and fixtures that are not adapted or placed to meet
the needs of people with a physical impairment do not promote the preservation of self-care.
Furthermore, institutional patterns of care pose barriers to preservation of self-care and independence.

These are issues which should be raised in the development of an oral health strategy in order to
promote independence and self-care in a dignified manner.  Similarly the need for suitable
accommodation for on site dental screening, assessment and treatment to be conducted in privacy and
comfort has to be addressed.

DENTAL SERVICES

Residents and people in continuing care are entitled to equal access to general and specialist dental
services appropriate to their needs.  Many residents rely upon carers' perception of need for access to
dental services26 and treatment is generally only provided when there is a perceived oral problem63.
Assessment on admission serves to identify individual oral health care needs and previous access to
dental services33.

In accordance with the principles of good quality residential care, people should be encouraged to retain
continuity of dental care where appropriate and be supported in their choice.  Emergency dental care
should be available within twenty-four hours with clear referral mechanisms for routine advice and
treatment.  Continuing dental care should be available for anyone in long-stay and residential
accommodation, and this includes people in secure units.  Access and referral to dental services should
be included in admission, transfer and discharge procedures.

Residents, managers and health care workers should have access to information on General Dental
Services (GDS), Community Dental Services (CDS) and specialist Hospital Dental Services64.  Health
Authorities have a responsibility to provide regularly updated information on the availability of NHS and
CDS care, physical access to surgeries, mobile dental clinics and the range of clinical domiciliary care
provided.  Purchasers have a responsibility to ensure that the CDS has a contract and resources to
provide a safety net service, and that adequate facilities are provided for client groups requiring
restorative dental care under general anaesthesia.

BSDH64 makes clear recommendations for organisation, staffing and clinical facilities in hospitals with
200 or more residents in continuing care, and the use of mobile surgeries and/or domiciliary service for
smaller units65.  Follow up procedures for continuity of dental care on discharge are particularly
important as institutions discharge patients for care in the community.  Communication between the
dental team and other disciplines is most effective when the dental team provides an input to multi-
disciplinary care and assessment.  Collaborative care planning which provides an opportunity to
demonstrate the contribution of oral health care to general health and well-being should be endorsed.
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SUMMARY

People in residential or continuing care have an equal right to good oral health as people residing in the
community.  Entry to residential or continuing care provides an opportunity to assess need, identify
problems, improve oral and dental health thereby contributing to improved general health and quality of
life.  This document provides guidance to establish standards for oral health care which are appropriate
to the needs, demands and choices of individuals whether they live in continuing or residential care
(Appendix 5).
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APPENDIX 1

OLDER PEOPLE
A higher incidence of periodontal disease and lower standards of oral hygiene are reported amongst
institutionalised elderly people8.  Tobias and Smith18 reported a considerably higher treatment need in
hospitalised geriatric patients than elderly people living at home.  A high prosthetic treatment need was
identified in a population of in-patients with ill-fitting or lost dentures66.  A more recent study reports a
significant association between severity of disability and tooth loss in this group67.

PHYSICALLY COMPROMISED PEOPLE
People who fall into this category may have reduced ability for self care and mobility problems which
affect their ability to reach dental services and consequently their uptake of dental care67,68.  Problems of
physical access to health service premises including dental surgeries are reported30,69,70.

PEOPLE WITH MENTAL HEALTH PROBLEMS
People with mental illness are considered to have a significant increase in risk factors for oral disease71-

73.  These factors include poor oral hygiene, not initiating dental care, not using dental services and the
xerostomic effects of medication74.  Extensive unmet treatment needs in hospitalised adults with mental
illness are also reported73,75.  Amongst elderly mentally ill people, poor levels of oral and denture
hygiene, older dentures, more dental problems and less use of dental services have been reported
compared with a control group76.

PEOPLE WITH LEARNING DISABILITIES
Surveys of institutionalised adults with a learning disability report poor oral hygiene and gingival health,
more extractions, less restorative care and a high level of treatment need16,77,78.

MEDICALLY COMPROMISED PEOPLE
Oral status in this group of people is affected by the individual's level of oral care, oral factors relating to
the condition and treatment including the side effects of medication.  Oral disease and dental
management may pose a serious risk to general health in a range of conditions79.  Risk factors include
danger of excessive haemorrhage, susceptibility to bacteraemia and/or reduced resistance to infection,
and the dangers associated with the administration of a general anaesthetic for dental treatment.

PEOPLE IN SECURE UNITS
Literature on the dental needs of and dental services for this group of people is scant.  What little there
is paints a bleak picture.  Whilst some prisons have been accused of seemingly performing over-
elaborate crown and bridge work, other prisons have been criticised for long waiting lists for treatment.
Of greater concern were the dirty, unhygienic conditions in some prisons80.  In the light of the relatively
high incidence of HIV infection in prison populations compared with the general population, these
findings are particularly worrying81,82.
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Appendix 2:  ORAL HEALTH ASSESSMENT

Oral health assessment by health professionals provides a mechanism for opportunistic identification of clients
who have oral and/or dental problems, are not receiving regular dental care and/or are at risk of poor oral
health.  Subjective indicators include the ability to speak, smile or eat without pain or discomfort.  This example
of an Oral Health Assessment may be adapted to suit any client groups or used for self assessment.  It should
be used in collaboration with local dental services in order to facilitate access to an appropriate dental service.
The Community Dental Service is best placed to fulfil the role of facilitator.  A response in a highlighted box
may signify a need for action.

Name:                                                                                   Date of birth:                                              
Mr / Mrs / Miss / Ms
Address:                                                                                                                                                                  

 Telephone:

1.  Does the client have natural teeth? No ! Yes !

2.  Does the client have dentures? No   ! Yes ! Specify Upper ! Lower !
a)  If Yes, are dentures labelled? Yes ! No   ! Don’t Know     !
b)  If Yes, how old are dentures? Less than 5 yrs  ! More than 5 yrs !!!! Don't Know !!!!

3.  Does the client have any problems?      No!    Yes ! Don't Know !
e.g pain, difficulty eating, decayed teeth, Teeth ! Gums !  Denture ! Other !
denture problems, dry mouth, ulcers,
halitosis, other etc.  If Yes, describe problem

4.  Has the client ever smoked? No ! Yes ! Current ! Don't know !
smoker

5.  Is the client on medication with oral side effects?No ! Yes ! Don't Know !

6.  Does the client need urgent dental treatment? No ! Yes ! Don't Know !

7.  When did the client last see a dentist? Less than ! More than ! Don't know !
1 year 1 year

8.  Is the client registered with a dentist? Yes ! No ! Don't Know !
If Yes, record name and address of dentist:                                                                                                         

Signature:.................................................................. (Job title).......................................................

Date.........................................................……………. Adapted from Griffiths35
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APPENDIX 3

NURSING STANDARDS FOR ORAL HEALTH IN CONTINUING CARE

Standards for oral health must address: Needs of residents / clients
Knowledge
Environment
Equipment
Oral hygiene practices
Resources

STANDARD

Residents will have equal opportunity for good oral health as the self-caring individual.

STRUCTURE

All qualified nurses will have a basic knowledge and understanding of the importance of oral health and
disease.
Oral assessment will be used to identify oral status and oral hygiene needs.
There will be a clear referral procedure for routine and emergency dental advice and treatment.
Oral hygiene equipment appropriate to a resident's needs will be available.
Standard equipment will include:             Tooth brushes

Toothpaste
Denture brush
Denture bowl

Specific oral hygiene aids recommended by the dental team will be available.
Residents will have access to privacy for oral hygiene.
Information will be available for residents / staff.

PROCESS

A baseline oral assessment will be carried out to identify the resident's oral status and risk factors.
After assessment, the resident will be provided with equipment appropriate to their oral needs.
Oral assessment will be repeated at specified intervals to monitor the effectiveness of oral care.
Oral hygiene will be carried out as specified and according to resident's needs.
Staff will support, motivate and assist residents to carry out oral hygiene as necessary.

OUTCOME

Identified oral care plan for resident's needs.
Provision of appropriate oral hygiene equipment and regular oral assessment will seek to maintain and
prevent deterioration in the resident's oral status.
To maintain oral health, enhance oral comfort, prevent oral disease and handicap.
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APPENDIX 4

STANDARDS FOR ORAL HEALTH IN RESIDENTIAL HOMES FOR OLDER PEOPLE

These standards are in accord with the statement of principles of residential care which stress positive
choice, enhanced quality of life, and continuity of care by establishing links with former services,
retention of dignity and self-care whenever possible.

Assessment on admission

Residents will be encouraged and assisted if necessary to register with a dentist for regular dental care
and an annual check-up.

1. The name of the dentist with whom the resident is registered (if known) will be recorded.
2. The length of time since the last dental check-up will be recorded.  If more than a year, staff

will offer to assist with arranging a dental check-up.
3. The resident's oral status will be noted, i.e. presence of natural teeth, dentures etc, and

whether dentures are labelled with the owner's name.
4. Residents with dentures more than 5 years old will be encouraged to have a check-up.
5. Denture labelling will be provided with the owner's consent.

Environment

1. Residents should have access to privacy for oral hygiene.
2. Sanitary fittings should be fully accessible to disabled residents, and adequately illuminated.
3. Taps should be suitably adapted for the individual resident's needs.
4. Suitable facilities will be provided for on site dental treatment.

Oral Hygiene Equipment

1. Residents should have easy access to oral hygiene equipment that is appropriate to their
needs.

2. Oral hygiene equipment will be reviewed every 3 months.

Staff will:

1. Receive training in basic skills for oral and denture hygiene.
2. Motivate, encourage, and if necessary, assist residents with oral and denture hygiene.
3. Encourage oral hygiene after meals and before retiring.
4. Encourage the removal and thorough cleaning and storage of dentures overnight.
5. Arrange a dental appointment for a resident if an oral or dental problem is identified.



BRITISH SOCIETY FOR DISABILITY AND ORAL HEALTH

Guidelines: Oral care for long-stay patients and residents

GUIDELINES 2000
13

APPENDIX 5

RECOMMENDATIONS to DEVELOP LOCAL STANDARDS
for ORAL HEALTH in RESIDENTIAL and CONTINUING CARE

 1. Liaison between health, social and voluntary agencies to identify residential and continuing care 
establishments without a dental service or with inadequate access to dental services.

 2. Screening programmes to identify base line data for dental service planning and oral health 
promotion strategies appropriate to residents' needs.

 3.  Oral assessment criteria on admission to identify:
a) risk factors for oral health
b) individual oral care needs and develop an oral care plan
c) appropriate oral hygiene equipment
d) preventive and palliative measures
e) need for and access to dental services

 4. A policy on the care and safe-keeping of a resident's dentures to include:
a) denture labelling on admission with the resident's consent
b) responsibility for the cost of replacement dentures if lost or mislaid.

 5. Dental input to multi/inter-disciplinary assessment where appropriate including
a) procedures for access to pain relief, appropriate general and specialist dental services,

oral hygiene advice and support
b) support for health professionals and carers in oral care
c) procedures for ensuring continuity of dental care on discharge.

 6. Training for health care professionals in:
a) the scientific basis of oral health and disease
b) oral assessment criteria and tools for oral assessment
c) identification of risk factors and stressors for oral health
d) current oral care practices appropriate to individual needs
e)   practical oral care to motivate, encourage, support and assist residents to carry out oral, dental
 and denture hygiene
f) eligibility for free or partial exemption for the cost of NHS dental care
g) accessing local dental services.

 7. Oral health advice and support for residents, family and carers, appropriate to their needs.

8.  Oral health education and promotion for residents, carers and health professionals which address:
 a) the oral health needs of residents

b) dietary issues in the context of healthy eating for oral and general health.

 9. Facilities for privacy, dignity and comfort for personal oral hygiene and on site dental screening, 
assessment and treatment.

10. Negotiated standards and procedures for oral health which promote a structure and process for
      putting theory into practice and which can be monitored / audited.
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