
Introduction

The multi-dimensional concept of Health-Related Quality of Life (HRQL)1 has been widely used to describe certain 
domains of physical and psychosocial functioning, as well as perceptions of health and opportunity. These do-
mains have been used to quantify an elderly person’s experiences, beliefs, expectations and perception of quality 

of life. Similarly, Oral Health-Related Quality of Life (OHRQL) is a concept that was introduced in 1998 by a group of den-
tal hygiene faculty members who sought to define a model of care that emphasized the multidimensional nature of oral 
problems.2 The concept of OHRQL was designed to help dental hygienists better plan and assess dental hygiene care 
with respect to an individual’s perceptions of and reactions to their own oral health status, as modified by impairments, 
functional states, perceptions, and social opportunities.2 There currently exists sufficient evidence of oral-systemic re-
lationships such that meaningful distinctions between HRQL and OHRQL cannot be rendered. In fact, considering these 
concepts in isolation contributes to the historical schism between medicine and dentistry. In short, oral health-related 
issues can no longer be viewed as separate from those relat-
ing to somatic health because oral diseases and conditions 
seriously compromise the quality of life of older people. A 
new model of care focusing on comprehensive chronic dis-
ease management for the elderly must be developed in order 
to advance quality of life for this population.
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As tragic statistics on NH care are reported, we cannot 
pretend that the care many elderly persons receive in NHs 
meets minimal standards. Coupled with mounting evidence 
to support oral-systemic relationships and the fact that 
oral health is an essential component of an elderly per-
son’s physical and social well-being, we must begin a dia-
logue on the significance of oral health as a determinant of 
HRQL in NH residents. Furthermore, rather than resigning 
ourselves to the belief that suffering from multifactorial 
chronic disease states is a natural progression of age and 
nonmodifiable, we must advocate for a model of successful 
aging for geriatric dentistry in the 21st century.3 Research 
suggests that prevention or treatment of periodontal dis-
ease diminishes the overall inflammatory burden sys-
temically and therefore should be part of a best practice 
approach to disease management for older adults.

Indeed, the time is now to look for sustainable models of 
NH care that can fulfill the following criteria:

1) Improve NH residents’ access to progressive manage-
ment of interrelated chronic disease states, such as 
periodontal disease, diabetes, atherosclerosis-induced 
conditions, pulmonary diseases, insulin resistance, 
rheumatoid arthritis, osteoporosis, and even neurode-
generative diseases like Alzheimer’s and Parkinson’s.

2) Promote sustainable clinical outcomes leading to oral 
and systemic health.

3) Provide intervention strategies that are economically 
viable.

4) Provide satisfying professional experiences for per-
sons providing care in NHs.

In this article we propose a model of care that fulfills the 
above criteria by relying on transdisciplinary collabora-
tion between professional nurses and dental hygienists to 
achieve oral health and HRQL for NH residents. In sup-
port of this new model, we present background informa-
tion providing a rationale for proposed changes. Although 
this discussion focuses more on periodontal disease as it 
relates to increasing the risk for systemic sequelae in the 
elderly, it must be noted that other oral conditions such as 
caries, xerostomia, impaired mastication from dysfunc-
tional occlusion, burning mouth syndrome, and candidia-
sis infection, among others, also impact the overall health 
of the elderly. 

The Aging Population and Chronic Disease Trends 
The size of the older population will likely double over 
the next 30 years. By 2030, almost 1 in 5 Americans — 72 
million — will be 65 years or older.4 The age group 85 
and older (the “oldest old”) is now the fastest growing 
segment of the US population. This group is projected to 
double from 4.7 million in 2003 to 9.6 million in 2030, 

and double again to 20.9 million by 2050.4 As a group, 
this population has experienced greater longevity, but 
they have an increased likelihood of experiencing lasting 
damage resulting from chronic inflammatory diseases or 
conditions. The most common chronic conditions among 
elderly NH residents are cerebrovascular disease and 
cardiovascular disease (CVD) (e.g., hypertension, stroke), 
cognitive and musculoskeletal disorders (e.g., arthritis), 
and endocrine disorders (e.g., diabetes).5 The added bur-
den of periodontal disease likely increases risk of system-
ic inflammation and exacerbates already existing chronic 
diseases in the elderly. As an example, approximately 1 
in 5 skilled nursing facility residents over 55 have diabe-
tes in addition to other multiple, chronic co-morbidities.6 
This condition is accompanied by increased risk of peri-
odontal disease and associated infection and increased 
risk for diabetic complications. If healthcare providers 
in NHs can begin to view periodontal disease as a risk 
factor for chronic inflammatory systemic conditions and 
initiate appropriate treatment, this outcome may have a 
positive impact on co-existing chronic diseases in at-risk 
residents. 

The Profile of a Typical NH Resident
In 1997, 1.6 million elderly lived in NHs,7 and this num-
ber is expected to triple over the next 30 years. Most NH 
residents need assistance with at least 3 activities of daily 
living: bathing and showering, including oral care; dress-
ing; and eating. Most also suffer significant sensory, visual 
and orthopedic impairments, and rely on Medicaid as 
their primary source of payment.8 At least 50-80% of NH 
residents have some form of dementia.9 Because of wa-
ter and dentifrice fluoridation, the large “baby boomer” 
population will comprise the first cohort group composed 
of elderly individuals who are dentate.3,10 Epidemiologic 
trends in chronic inflammatory periodontal disease indi-
cate that 44% to 81% of adults 55 years and older have 
some level of periodontal disease,11 most of which is un-
diagnosed. Consequently, it is reasonable to predict that 
most individuals entering NHs will have undiagnosed and 
untreated periodontal disease. These new residents may 
be at greater risk for systemic sequelae related to inflam-
mation of oral origin, including increasing risk for ath-
erosclerosis-induced diseases, aspiration pneumonia, and 
complications of diabetes and rheumatoid arthritis. 

The burden of oral disease in elderly individuals is well 
documented.12 In a comprehensive review of oral health 
studies of institutionalized elderly published between 
1970 and 1989, Berkey and colleagues13 describe the com-
promised oral health status of NH elderly. Most had unmet 
oral needs, including high rates of edentulism, dental car-
ies, poor oral hygiene, periodontal disease, and soft tis-
sue lesions. Similarly, poor oral hygiene was reported for 
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most NH residents with natural teeth in a study of 1,063 
residents residing in 31 different NHs.14 In a recent obser-
vational study of oral care in US NHs, 81% of the resident 
sample had poor oral hygiene.15 Furthermore, using data 
from the 1995 US National Nursing Home Survey, Gift 
and colleagues16 reported that only 15% of the residents 
could be described as having excellent or 
very good oral health. With declining rates 
of edentulism and the cumulative effects of 
chronic, disabling illnesses, the likelihood 
of risk for dental and periodontal disease 
is extended into a time characterized by in-
creasing self-care deficits.17 Thus daily oral 
hygiene, early diagnosis of oral diseases and 
conditions, definitive treatment, and profes-
sionally rendered maintenance procedures 
are required for elderly NH residents to 
enjoy normal oral function and to achieve 
optimal oral health.

The Relationship between Oral Health, 
Whole Body Health, Quality of Life and 
Mortality 
Much has been written about the impor-
tance of oral health for older adults. The 
US Surgeon General’s Report, Oral Health 
in America,18 emphasized that oral health 
is integral to general health. The report 
documented oral health disparities in the 
very old population, and described a “silent 
epidemic” characterizing the gap between 
an epidemic of oral disease and silence 
from those who need oral health care. In its 
Futures Initiative, the Centers for Disease 
Control issued a health impact goal aimed 
at increasing the average lifespan of older 
adults (50 and over) by 2 years of healthy 
life.19 The present system of healthcare delivery in NHs 
seems to undermine the national health goals stated 
for older adults.18 Achieving the goals set forth by these 
agencies requires comprehension of the relationship be-
tween oral health, whole body health, quality of life, and 
mortality.

HRQL represents the functional impact of an illness, dis-
ability or condition and its treatment on an individual, as 
perceived by the individual.20 The major domains of HRQL 
include the physical and the psychosocial. An individual’s 
oral health status (e.g., periodontal disease) can affect 
both the physical and psychosocial health domains, and 
thus it is important for clinicians to monitor the impact of 
oral health on health outcomes. Using periodontal infec-
tion as an example, Figure 1 illustrates how oral health 
status can specifically alter an individual’s physical and 

psychosocial functioning. Healthcare providers involved in 
geriatric medicine have been slow to recognize the impact 
of specific oral pathological processes on overall health 
and in doing so have missed opportunities to eliminate or 
modify risk factors for both physiological and psychosocial 
health.

Oral-Systemic Health Considerations of the Elderly
Common systemic diseases in the elderly population have 
important oral sequelae and can detract from successful 
aging.21 For example, diabetes increases susceptibility to 
periodontal disease, which progresses more rapidly in dia-
betic individuals than in nondiabetic subjects and wors-
ens the diabetic state. Controlling periodontal infection in-
creases glycemic control and enables better management 
of diabetes.22-27 In addition to increased susceptibility to 
periodontal disease, other oral complications of diabetes 
include angular chelitis, candidiasis, glossitis, tooth mobil-
ity and caries. The potential for these complications in NH 
residents has important consequences for disease man-
agement by health professionals.6 Neurological diseases 
(e.g., Alzheimer’s disease or stroke) impair motor, sensory 
and cognitive function in a way that can increase the risk 
of developing gingivitis, periodontitis and dental caries. 
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Conversely, recent literature indicates that periodontal dis-
ease may actually be linked to development of Alzheimer’s 
disease (see Stein, Scheff & Dawson on pages 14-24). 

Partial or complete loss of teeth likely complicates medi-
cal conditions by affecting diet selection and the ability to 
chew, swallow, and enjoy food, with resulting adverse im-
pact on nutritional status.28,29 Most elderly NH residents 
receive an average of 7 routine prescription medications 
per day and 2.7 additional medications on an “as needed” 
basis to control chronic conditions.30,31 Many of these drugs 
have side effects (e.g., xerostomia, gingival hyperplasia, 
lichenoid reactions) that adversely affect oral tissue.32 

Older people are also susceptible to infections caused by 
periodontal pathogens, which have been known to trans-
locate to tissues distant from the oral cavity. Empirical 
evidence consistently indicates that conditions of poor 
oral hygiene, dental plaque accumulation, and impaired 
host defenses provide conditions favorable for prolifera-
tion and aspiration of oral pathogens that cause nurs-
ing home-acquired pneumonia.33-36 At its 2003 consen-
sus development conference, the American Academy of 
Periodontology concluded that “patients and healthcare 
providers should be informed that periodontal interven-
tion may prevent the onset or progression of atherosclero-
sis-induced diseases”.37

Similarly, several studies show that individuals with poor 
oral hygiene and periodontal disease are more likely to 
develop CVD than individuals without periodontal infec-
tion,38 and one study suggests that the risk of fatal heart 
disease doubles for persons with severe periodontal dis-
ease.39 There is compelling evidence that tooth loss is a 
marker of past periodontal disease, and that periodontal 
disease may actually accelerate the development of ath-
erosclerosis-induced diseases, such as heart disease and 
stroke.40,41 These findings suggest that oral infections, spe-
cifically periodontal pathogens, contribute to the incidence 
of CVD. Thus, many older adults may be at increased risk 
for myocardial infarctions or strokes because of undiag-
nosed and asymptomatic atherosclerosis potentially ac-
celerated by chronic periodontal infections. By treating 
periodontal disease, the development of vascular diseases 
may be prevented or controlled, thereby decreasing risk 
for myocardial infarction and stroke. Similarly, preventive 
interventions, particularly improvements in oral hygiene, 
could lower the risk of aspiration pneumonia in older 
adults.42-44 

Oral Health and Quality of Life 
Oral and pharyngeal problems accompanied by oral-fa-
cial pain, infections, edentulousness, and tooth loss neg-
atively impact an older adult’s quality of life.29 Clearly, 

partial or complete edentulism has negative esthetic and 
functional (speech, chewing/eating, swallowing, and nu-
tritional) consequences, and the emotional impact of total 
tooth loss can be profound.45 The literature shows that for 
individuals with dementia, the pain of dental etiology is 
under-detected and under-treated by health profession-
als.46 Furthermore, tooth and mouth problems can affect 
facial appearance and the ability to eat, communicate, and 
interact socially. While important at all ages, these activi-
ties have an especially vital connection for older NH resi-
dents who are at risk for malnutrition, are experiencing 
a shrinking social world and are increasingly susceptible 
to infection.29,47 Thus, good oral health for older adults 
means eliminating pain and discomfort and maintaining 
function so that quality of life can be optimized. 

Barriers to Preserving Oral Health in Nursing Homes
Despite its importance, a low priority is placed on oral 
health in a NH setting. Several factors contribute to this 
situation and to oral health disparities experienced by the 
vulnerable elderly population, who rely on caregivers for 
at least part of their oral hygiene care.

Self-Care Deficits and Lack of Capacity
Oral health care is complicated by functional and behav-
ioral factors associated with increased frailty. Self-care 
deficits related to sensation (e.g., vision), cognition (e.g., 
dementia), mobility (e.g., manual dexterity and range 
of motion), and endurance and motivation are endem-
ic among the NH elderly. Both positioning and gaining 
adequate access to the mouth and encountering com-
plex dentitions, such as fixed or removable prostheses 
or missing, chipped or rotated teeth, present enormous 
challenges for certified nursing assistants (CNAs) re-
sponsible for daily oral care. These professionals often 
have insufficient knowledge, skill, time or appreciation 
of the importance of oral health.48,49 In addition, compet-
ing tasks and priorities influence the degree and quality 
of oral care provided.50

Cognitive and behavioral problems are common among 
NH residents, and care-resistive or disruptive behaviors 
during personal care are reported by nursing staff to be 
the most difficult aspect of providing care.51 CNAs report 
that attempts to assist with oral care are often met with 
hostile and uncooperative behaviors, such as residents 
refusing to open their mouth, biting on toothbrushes, and 
hitting.48-50 Oral care can be an unpleasant experience 
for both the CNA and resident, and administering proce-
dures that invoke fear or meets resistance may discour-
age CNAs from providing adequate care. The quality of 
care and care interactions during mouth care provided 
by CNAs has been recently described.15 Findings indicate 
that most residents who need assistance do not receive 
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oral care. Residents are commonly resistive when oral 
care is provided, but behaviors seem to be related to 
how care is provided. Common approaches by CNAs ad-
ministering oral hygiene care included wearing unclean 
gloves, inserting implements into the mouth without 
telling residents first, positioning residents supine or in 
other non-functional positions, and resorting to physical 
restraints. Time spent brushing teeth by CNAs assisting 
residents was observed to be an average of 16.2 seconds 
(range 10-22 seconds), which is inconsistent with clini-
cal practice standards. For most residents, basic sup-
plies (toothbrush, toothpaste, mouthwash or toothette) 
were lacking. Thus, direct-care providers need practical 
strategies and on-going organizational support to pro-
vide oral care in a humane and efficacious manner.

Knowledge and Perceptions of Nursing Home Staff
CNAs have limited formal knowledge 52,53 or training in oral 
health care.49 Similarly, only one-half hour of profession-
al nursing curricula is devoted to geriatric oral health.54 
As a result, recognizing oral problems such as lesions or 
oral sequelae of chronic systemic conditions, appreciating 
the effects of medications on oral tissue,55 and planning 
appropriate care is often overlooked.55 Few registered 
nurses are confident in their ability to recognize signs of 
periodontal disease or lesions that might require referral 
for treatment.53,56 Mouth care practices in nursing have 
remained relatively unchanged over the past 120 years.57 
Negative perceptions held by CNAs (who are responsible 
for most daily oral care) regarding mouth care are numer-
ous, including expressions of fear and disgust, and descrip-
tors including burdensome, unrewarding, problematic, 
unpleasant, repulsive and trivial.48,58-62 Furthermore, few 
physicians caring for NH residents view oral health as im-
portant,63 and the accuracy of physicians’ oral assessments 
has been reported to be unacceptably low, with a high inci-
dence of inappropriate treatment and referral decisions.64

Lack of staff, supervision and limited accountability also 
influence how well the oral care needs of residents in NHs 
will be met. Oral care is a care activity identified by CNAs as 
easily eliminated when staffing problems occur,65 and NHs 
are rarely sanctioned for failing to provide such care.

Limitations of Current Regulatory Policy
There is evidence that oral health assessment and treat-
ment needs of elderly residents are only partially met by 
currently mandated regulatory formulas in NHs. Federal 
regulations require that all long-term care facilities with 
Medicare and Medicaid reimbursement complete a com-
prehensive health assessment for each resident (known 
as the Minimum Data Set [MDS 2.0]), which includes oral 
health. Registered nurses are required to complete sec-
tions K and L of the MDS, which are comprised of only 

two queries pertaining directly to oral health. The goal is 
to indicate oral health problems and “triggers” requiring 
intervention and plan for care. Recent studies, however, 
suggest that use of the MDS to detect oral health concerns 
is limited, since nurses identify few oral health or hygiene 
problems via the MDS.66-68 Moreover, when the prob-
lems are identified, rarely does dental treatment occur. 
Consequently, the MDS, as currently structured for the oral 
health component, does not provide regulatory support for 
good clinical practice. The American Dental Association 
and Special Care Dentistry have asserted that the oral/
dental content of the MDS reflects an incomplete appraisal 
of the oral health of individuals when used by NH staff, and 
recently recommended a revised version.69 Although this 
recent recommendation is a step in the right direction rel-
ative to providing a more complete oral assessment, these 
authors recommend an additional revision which focuses 
on comprehensive periodontal evaluation.

Limitations in Financial Policy
Few NH residents can pay for dental care. On average, 
67% of NH residents have their overall health care paid for 
through the Medicaid program, while 9% are covered by 
the federally funded health insurance program for older 
adults, Medicare, and 24% are covered by other payers or 
pay for care themselves.70 Most elderly lack private den-
tal insurance, and Medicare does not provide any dental 
benefits. Dental care under Medicaid is an optional ben-
efit that varies state-by-state, and many states’ Medicaid 
programs do not provide dental coverage for adults. In 
states with adult dental benefits, dental services vital for 
NH elderly are frequently not covered, and 27 states have 
failed to meet even the most minimal standards of care.71 
Thus, older adults must pay for dental care as an out-of-
pocket expense,72 at a time when their oral health needs 
are perhaps the greatest.
 
State Medicaid programs reimburse dentists for basic ser-
vices at rates significantly below customary fees, resulting 
in low levels of dental provider participation in the pro-
gram. In addition to low reimbursement levels, dentists 
often refuse to care for NH residents because of lack of 
geriatric training, interest, or adequate treatment facili-
ties.73 Recent research demonstrates that treatment of 
periodontal disease may decrease healthcare costs related 
to diabetes and CVD.74 Accordingly, there is some marginal 
movement within the private insurance industry to cover 
costs associated with nonsurgical periodontal treatment 
in recognition of the fact that providing coverage for this 
type of care may lower future costs of providing care for 
chronic conditions such as diabetes and CVD.75

If private insurers can demonstrate that treating peri-
odontal disease equates to cost savings from future com-
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plications of chronic disease, perhaps the federal govern-
ment may follow suit to cover the cost of treatment of 
periodontal disease in the NH setting. 

Rationale for Moving to Transdisciplinary Collaboration
The current “unidisciplinary” approach to oral health care 
in NHs, wherein each individual performs his/her job with-
in a formal scope of practice, is unsuccessful. Interventions 
improving delivery of oral care in NHs have met limited suc-
cess. Prior approaches relied predominantly on oral health 
education programs (OHEPs) for CNAs.76-80 Historically, 
OHEP programs have been narrowly focused, usually 
containing content on the importance of oral health, oral 
diseases common among older adults, oral assessment 
and preventative oral care. Length of training varies from 
single, one hour sessions to sessions conducted over sev-
eral weeks. The programs have produced some short-term 
gains in CNA knowledge and attitudes78,81 but show incon-
sistent evidence of health gain for the resident,77,80 and sus-
tainability is problematic. A change in practice responsive 
to the needs of an aging population is now needed. Given 
the growth of the aging population, their dentate status, 
the impact of chronic medical conditions and treatments 
on oral health, and the suggested relationship of oral dis-
ease and general health, the “myth of the omnipotence of 
the independent practitioner” must be challenged, as evi-
dence accumulates that collaboration works when health 
professionals function well as a team.82,83 However, before 
real collaboration can occur, healthcare providers must 
fully appreciate oral-systemic relationships. Specifically, 
members of the medical community must move beyond 
thinking of oral infection as pathology confined to the 
mouth without systemic consequence.

Interdisciplinary Collaboration Works: Impact on Patients 
and Clinicians
There are impressive outcomes from collaborative models 
of interdisciplinary care.84-86 Most of the focus on interdis-
ciplinary collaborative care has been between a narrow 
range of health professionals, primarily nurses and physi-
cians in hospital settings. Evidence indicates that the pres-
ence or absence of interdisciplinary collaborative care af-
fects the work environment and quality of patient care. In 
an early study focusing on the impact of nurse-physician 
interaction on patient outcomes, Knaus and colleagues87 
found that poor communication between physicians and 
nurses was associated with higher than expected death 
rates. Shortell and colleagues88 found that effective inter-
professional caregiver interaction was associated with a 
shorter length of stay in the intensive care unit (ICU), low-
er nurse turnover, better quality of care, and greater abil-
ity to meet family member needs. Schmitt and colleagues89 
reviewed 11 studies conducted on the effectiveness of 
geriatric interprofessional teams and found that team care 

was more effective for the outcomes examined, includ-
ing mortality, functional status, hospital use (e.g., length 
of stay and readmission), referrals and cost. In a recent 
study conducted in three proprietary NHs, Krichbaum and 
colleagues90 showed that forming collaborative problem-
solving teams between CNAs and advance practice nurses 
(APNs) improved the quality of care and resulted in sig-
nificant improvement in resident outcomes, including de-
creased incidence of depression and incontinence.

Collaboration also results in greater personal and profes-
sional satisfaction and a healthier work environment.85 
Studies demonstrate significant associations between 
physician-nurse collaboration and nurse satisfaction, self-
esteem, and staff perceptions of uncoordinated, unsafe 
care.84 In short, there is ample evidence that collaborative 
practice is essential for good health care. Collaboration is 
a valuable “best practice” approach to improve the qual-
ity of oral health care in the NH setting. 

Beyond Interdisciplinary Care: Moving to 
Transdisciplinary Collaboration
Nursing and dental hygiene do not share a tradition of 
collaborative practice. Their respective practices have not 
been integrated to any great degree, and both professions 
have worked in “splendid isolation”. But a potential for 
synergy between the two exists in the NH. First, in this 
setting, there is opportunity for interdisciplinary work in 
healthcare teams that have informal clinical and adminis-
trative structure. Second, as noted, there is an unmet need 
to promote oral health and prevent disease in a growing 
elderly population with multiple chronic diseases. Nurses 
must become advocates for good oral health and hygien-
ists need to become more aware of disease management 
affecting oral health. Third, members of both professions 
share common goals in terms of scope of practice, concep-
tual approach to practice, and professional competencies. 
Nursing’s scope of practice focuses on the patient and fam-
ily and consists of providing direct care, coordinating care, 
and collaborating with other health professionals; both 
prevention and treatment of disease are encompassed in 
this practice.90 The practices of both nurses and dental hy-
gienists are guided by standards by their respective pro-
fessional organizations, and those standards delineate a 
well-accepted systematic approach to care, which includes 
assessment, diagnosis and planning, implementation and 
evaluation, with scope of practice for dental hygiene focus-
ing on oral health promotion and disease prevention, facil-
itating self-care, treatment, and collaboration.91-93 A recent 
analysis revealed major areas of overlap between dental 
core competencies and nurse practitioner competencies.94

 
The authors contend that movement to a transdisciplinary 
perspective is vital to implement oral-systemic medicine 
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because incorporation of this science into medical and 
nursing practice has been slow to evolve and limited to 
the “tooth level”. Moreover, we must apply this model 
because of the historic failure to value oral health95 at 
both institutional and regulatory levels, a failure reflected 
by failure to nurture good clinical practice and establish 
regulatory oversight. A transdisciplinary model utilizes 
the disciplinary perspectives and the expertise of nurses, 
dental hygienists, and other members of the healthcare 
team. In such a practice model, members collaborate, 
build consensus, and institute regular and open commu-
nication across discipline boundaries in order to provide 
integrated services.96 One distinction between an inter-
disciplinary and transdisciplinary approach is that in the 
latter, members of different disciplines are responsible 
for educating one another on the significance of a clinical 
problem or treatment. Thus, practice becomes a synthesis 
of knowledge and practice. Each contributor maintains 
the integrity of self, but the learning and plan of care is 
“owned” by all. There is no turf, because the goal of qual-
ity care transcends it.85 This framework will provide a 
foundation for a best practice approach to the delivery of 
excellent geriatric oral health care.

The single instance in the literature of transdisciplinary 
collaboration between nursing and dental hygienists was 
reported by Pelligrini and colleagues97 and related to joint 
care of patients admitted to an ICU. Traditionally, the ICU 
has not been an arena for maintenance of oral health or 
a place where dental hygienists work with nurses. In fact, 
the clinical relevance of the observations and the hygien-
ists’ unique perspective to patient management were in-
cidental to the planned study, although the nature of the 
collaboration was critical to staff and patient outcomes. 
Pelligrini and colleagues described a joint project in which 
nurses working with dental hygienists learned to conduct 
oral health assessments for mechanically ventilated ICU 
patients. Nurses were trained by hygienists to assess the 
oral status of ICU patients (including components such as 
dental plaque, inflammation, salivary flow, bleeding, car-
ies, and candidiasis), and the dental hygienist was able to 
envision a unique role, bringing clinical expertise to re-
search and clinical practice. This study showed that trans-
collaborative interactions with dental hygienists improve 
nurses’ knowledge and abilities related to oral care.

Unleashing the Potential of Nurse-Dental Hygienist 
Transdisciplinary Care within Nursing Home Facilities
A transdisciplinary collaborative care management model 
is shown in Figure 2. This model provides a collaborative 
practice arrangement between Nurse Practitioners (NPs) 
and Advanced Dental Hygiene Practitioners (ADHPs), a 
professional role that is currently being developed by the 
American Dental Hygienists’ Association. The ADHP has 

garnered federal support with legislation signed by the 
President that includes language encouraging the Health 
Resources and Services Administration (HRSA) to explore 
creation of the ADHP to improve access to oral health 
care services.98

The model is grounded conceptually in commonalities be-
tween both professions in the scope of and approach to 
practice (i.e., assessment, diagnosis, planning, implementa-
tion and evaluation). The model sees NPs and ADHPs with 
geriatric expertise as collaborators in revising the MDS to 
1) provide a more comprehensive evaluation, 2) conduct 
joint screening and diagnostic procedures, and 3) develop 
care plans addressing short- and long-term care needs, 
taking into consideration pharmacologic, nutritional, neu-
rologic and physiologic co-factors with oral health needs.

The salient features of the model include integrated evalu-
ation and transdisciplinary interventions. Residents admit-
ted to a NH would be assessed by both NPs and ADHPs. 
Based on history and physical examination findings, di-
agnoses would be generated consistent with each profes-
sional’s scope of practice. The goal of collaboration at this 
juncture would be to evaluate the necessity and risk of 
therapeutic intervention, including the nature and sever-
ity of co-morbidities, the cognitive/emotional state of the 
resident, advance directives, and invasiveness of proposed 
treatment.99 Individualized prevention and treatment care 
plans would be co-developed utilizing each profession’s 
expertise. Three broad-based joint treatment plans are en-
visioned: a chronic disease management plan, an episodic 
care plan and a palliative care plan. A chronic disease man-
agement plan is consistent with the level of chronic disease 
burden of NH residents, and would be suited for most resi-
dents. Some frail individuals may not be appropriate for 
this level of intervention and would be more suited to a 
palliative plan of care. Consistent with real-world practice, 
residents could “cycle” from one care plan to the next, so 
the model must remain dynamic and not be rigidly applied. 
Similarly, residents may develop acute conditions requir-
ing appropriate triage to a medical or dental provider for 
definitive treatment, returning to their baseline treatment 
trajectory. Interventions requiring transdisciplinary care 
would include education and support of staff responsi-
ble for daily oral care, consultation regarding behavioral 
problems that interfere with routine care, performance 
of periodic screenings to measure residents’ oral health 
needs, coordination of dental services with area dentists, 
development of policy to comply with regulatory require-
ments, and monitoring of clinical outcomes.

In addition, the NP and ADHP could collaborate on grants-
manship opportunities to secure funding to restructure the 
NH setting so that on-site oral health care is viable. For ex-
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ample, an oral health center providing a dental operatory 
within the NH could be established enabling visiting den-
tists to provide therapeutic care to clients. Educational ex-
periences could be coordinated among local dental, dental 
hygiene, dental assisting and nursing schools so that stu-
dents are provided greater experiences in geriatric cen-
ters. Further, registered dental hygienists (RDHs) could be 
hired as staff members of NH facilities to provide routine 
oral health care to the residents and administer preven-
tive and therapeutic dental hygiene care as established in 
the care plans. RDHs would be ideal for this role as they 
have the skills and knowledge both to provide these ser-
vices and oversee CNAs in providing daily oral health care 
to residents. It is conceivable that one RDH could be as-
signed to 50 beds, ensuring that clients receive oral health 
care twice daily. RDHs would be supervised by ADHPs.

In addition, this model provides opportunities for re-
search to evaluate its merits. Research questions to be 
addressed might include: To what extent has access to 
collaborative care management been improved using the 
transdisciplinary model for NH residents? Has the trans-
disciplinary model improved the quality of life for NH res-
idents and, if so, how? Has the oral health of NH residents 
changed using the transdisciplinary model of practice? 
Has the nutrition status and diet of NH residents changed 
since the transdisciplinary model of practice has been 
implemented? To what extent has insurance coverage 
for oral health care changed since the transdisciplinary 
model has been implemented in NH settings? How has 
the transdisciplinary model affected the professional sta-
tus and prestige of nurses and dental hygienists?

Conclusion
Can HRQL, promoted through comprehensive chronic 
disease management addressing oral health as a key 
component, become a real world standard? Some would 
argue that given the size of the aging population and the 
competition for shrinking resources for the delivery of 
geriatric care, this model of care is a “pie in the sky” no-
tion best reserved for ivory tower discussions. However, 
with the flood of baby boomers entering nursing homes, 
public opinion may begin to favor implementation of 
comprehensive chronic disease management strategies 
for the elderly. Nowhere could this model of care provide 
greater relief than in the 18,000 nursing homes across 
the US. Because of their profound dependency, elderly 
residents in a NH setting constitute a special population 
requiring the attention and consideration of society and 
governmental policymakers.
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