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This educational Resource Kit has been prepared for the Ontario primary care sector             
(Family Health Teams and Community Health Centres) to use as a learning tool for promoting 
the oral health of older adults with frailty and chronic disease. The authors have made every 
effort to produce accurate, evidence-based, practical, and useful information at the time of 
release.  However, all primary care organizations and their health care providers remain 
responsible for using their own discretion in adapting the Resource Kit information to their 
clinical care and practice situations.  None of the parties involved in the development of this 
Resource Kit can be held liable for any errors, omissions, losses, damages, injuries or 
consequences arising from the use of information contained within this Resource Kit. Any 
identification of specific products that may appear in this Resource Kit does not imply 
endorsements. 
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Primary Care 
Oral Health of Older Adults Resource Kit 
 

Background 
 
Older Adult Population and Dental Care 
 
In Canada, a 126% increase in the number of people over 65 
years is expected between 2000 and 2030, with a concomitant 
increase of 42% of people over 85 years (MacEntee, 2005). As a 
result, there will be an increasing number of older people requiring 
and seeking dental services over the next 30 years. The pattern of 
preventive oral health care established in youth usually prevails 
into older age, at least until there is a catastrophic change or 
decline in health. Of particular concern is the fact that 60 to 90% of 
homebound older adults report a need for dental services but only 
26% visited a dentist at least once every 2 years and 12 to16% 
had not visited a dentist in over 5 years (CDHA, 2004). Retirement 
often means losing private dental insurance.  In Canada, 75% of 
senior men and 83% of senior women do not have dental 
insurance.  
 
 

A significant percentage of the Canadian 
population has limited or no access to oral 
health care services (Canadian Oral Health 
Strategy, 2005). Compared with other age 
groups, older adults have less access to oral 
health care services and poorer oral health 
status. 1994-99 statistics revealed that 31-
34% of Canadians aged 65 and older, 
reported having visited a dentist in the last 
year. In contrast, 87.5% of them had visited 
a primary care physician. Many standard 
treatment options of modern dentistry are 
invasive, technologically complex, expensive 
and not available to non-ambulatory older 
adults who live independently (Bryant and 
Zarb, 2002;Leake, 2000; MacEntee, 2005;  

    McNally, 2002).  

Oral Health versus 
Dental Health   
 

Oral Health   
Pertains to the health of 
the whole mouth including 
the teeth, gums, tongue, 
palate, floor of mouth, 
cheeks, lips and throat, 
which can be affected by 
disease, developmental 
abnormalities or injury 
 

Dental Health  
Pertains to the health of 
the teeth and gums,  

Particularly among older adults, the World 
Health Organization (2003) comments that 
several oral health care challenges often 
exist, particularly among older adults including: 
 

• Changing dentition status; 
• Prevalence of tooth decay; 
• Periodontal pocketing and poor oral hygiene; 
• Oral cancer; 
• Edentulism (loss of all natural teeth) and limited 

oral functioning; 
• Ill-fitting removable dentures; 
• Xerostomia (dry mouth); and 
• Craniofacial pain and discomfort. 
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Could oral health attitudes be 
changing among older adults? 
Matear and Gudofsky (1999) 
anticipate that older adults will 
generally be better educated 
than previous generations of 
older adults, possibly have 
higher expectations about 
maintaining and preserving 
their natural dentition; and 
more will have the financial 
resources to fulfil their 
expectations. However, the 
main barrier is the perceived 
need for oral health care, thus 
those 65 years or more are 
the least likely to use dental 
services. A majority believe 
they have no need for dental 
care until there is a problem 
such as pain, eating 
difficulties or social 
embarrassment. 

 

Those aged 85 and older are most likely to be burdened with 
many of the chronic conditions associated with aging, 
accompanying frailty and functional dependence.  

Older frail adults are also more prone to certain        
oral health risk factors 

 

• Reduced salivary flow as a common side effect of many                                            
medications 

• Arthritis, stroke, dementia and other physical and functional 
limitations that can diminish their ability to perform effective 
oral hygiene practices 

• Chronic medical conditions such as diabetes, dementia, 
depression 

• Chewing and swallowing difficulties that impact their nutritional 
and weight status 

• Xerostomia / dry mouth 
• Loss of natural teeth (malnutrition, unintentional weight 

loss) and missing teeth 
• Social isolation 
• Cancers of the lip, tongue, mouth, gum, pharynx, and 

salivary glands increase with age 
• Retaining teeth into older age (dentate) 
• Smoking 

 

(Canadian Oral Health Strategy, 2006; CDHA, 2004, Lockerr, Clarke and Payne, 
2000; Lockerr, 1995; MacEntee, 2005, McNally, 2005; Sbaraglia, Turnbull and 
Lockerr, 2002; SOHC, 2006) 

In addition to oral health risk factors, there are                                                            
several barriers for older adults to receiving oral health care including: 

• Living in a rural area; 
• Cost of care / limited finances; 
• Lack of private dental insurance; 
• Lack of public dental programs; 
• Lack of providers from underserved racial and ethnic groups, sometimes leading to a lack 

of cultural competence in service providers; 
• Fear of dentist visits and lack of dental visits; 
• Disease or disability that makes brushing and flossing extremely challenging; 
• Limited oral health literacy making it difficult to easily locate services or understand 

information provided;   
• No perceived need for oral health care / lack of dental visits 
• Cognitive changes with seniors that may reduce their desire to acquire care; and 
• Not seeking assistance because pain is accepted as a normal part of aging.  

 
(Canadian Oral Health Strategy, 2006; CDHA, 2004, Lockerr, Clarke and Payne, 2000; Lockerr, 1995; MacEntee, 2005, 
McNally, 2005; Sbaraglia, Turnbull and Lockerr, 2002; SOHC, 2006) 
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How can the Primary Care IPC Team promote oral health and reduce barriers?  
• Collaborate  and network with oral health professionals  

o Create a larger team of networked geriatric professionals who can meet the oral 
health of an aging population 

o Add oral health services/deliver dental services with the FHT/CHC 
o Implement collaborative /alternative methods of preventive and treatment options 

to ensure access 

• Improve the team’s older adult oral health knowledge 

• Maintain information on dental health professionals  
o Specializing in geriatric dentistry 
o Providing mobile services  

• include oral health promotion as an integral component of general health promotion 
strategies 
o Focus on reducing common health risk factors  

 
 

Oral Health and General Health   
(The Mouth – Body Link) 
 
There is a low awareness amongst citizens and 
governments of the linkages between oral health 
and general health (COHS, 2005). The CHDA 
(2005) argues that oral health services are the 
missing link in the health system.  They have 
traditionally been neglected since they are 
almost exclusively privately funded and the 
mouth has customarily been considered as 
separate from the body. According to the 
Canadian Oral Health Strategy (2005) “nearly 
7% of all health expenditures are for oral 
health care, ranking second in diagnostic 
categories behind only cardiovascular care 
expenditures. These costs are borne mostly by 
individuals and private insurance companies 
(55% of privately funded expenditures), and less by provincial or territorial governments (5.8%). 
Expenditures on oral health exceed those for mental health, cancer, diabetes and 
pulmonary diseases. “When the expenditures on dental care, as well as the links between oral 
conditions and other diseases are taken into consideration, the impacts of oral diseases on the 
health care system are enormous”. Oral diseases and disorders are progressive and cumulative 
if untreated and thus become more complex over time.  

The oral cavity is made up of: 
• lips 
• tongue 
• inside of the lips and cheeks 
• hard palate (roof of the mouth) 
• floor of the mouth (under the tongue) 
• gums and teeth 

 
 

2008 www.cancer.ca   
 

http://www.cancer.ca/
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The Canadian Oral Health Strategy (2005) reported recent research showing the link between 
periodontal disease and systemic disease and insists it’s the impetus for reconnecting the 
mouth with the body.  Periodontal disease is a serious gum infection that destroys attachment 
fibres and supporting bone that hold teeth in the mouth.  Periodontal disease is linked with heart 
disease, diabetes mellitus, and respiratory disease. Chronic diseases such as diabetes, 
anticancer therapies, medication for common conditions such as depression and drugs with 
large amount of sucrose affect dental health (Ghezzi and Ship, 2000; Scully and Ettinger, 2007). 
Studies have shown the link between periodontal disease and diabetes mellitus  COHS, 2006). 

The National Institute of Nutrition notes that poor oral health among the frail elderly is an 
important contributing factor to the involuntary weight loss that is linked with increased morbidity 
and mortality (News and Analysis, 1997). One of the most important functional consequences of 
oral disease and disorders is a reduction in the ability to chew. This affects the types of foods 
choosen to eat and can result in a poor diet, such as reduction of fiber intake, protein, calcium, 
iron and vitamin C. Locker (2002) found that over a 7 year study period, there was a significant 
decline in oral functioning and that older edentulous adults showed the greatest changes in 
chewing ability from 22-33%. Pain and disability associated with poor oral health can affect 
older adults’ ability to eat properly, which in turn can affect nutrition status, body weight and 
overall resistance to systemic diseases. Oral infections can contribute to worsened chronic or 
systemic diseases, malnutrition and weight loss. 
 
Over the last several years, increased attention is being given to the possible link between 
dental and oral health and acute respiratory disease, as the oral cavity has long been 
considered a potential reservoir for respiratory pathogens. Evidence of the association between 
pulmonary infection and oral diseases in dentate and edentulous patients seems to occur only 
in patients with severely compromised health, in frail elderly people and in patients with chronic 
pulmonary diseases. The mechanism of pulmonary infection is most likely due to the 
accumulation of plaque on the teeth or dentures and some periodontal pathogens. Oral hygiene 
and periodontal disease are considered risk factors for pulmonary infection (Mojon and 
Bourbeau, 2003). 
 
Poor oral health knowledge in caregivers also raises the risk that signs of serious oral diseases 
(such as malignancies) will go unrecognized.  If care providers within the main stream health care 
system are not informed about the oral health/general health (mouth and body connection) 
situation, oral health will continue to remain peripheral to general health concerns; and if the public 
begins to understand that “you cannot be healthy without oral health”, a measure of publicly funded 
oral care may gain legitimacy within our health care system. McCann, Seeney, Gibson and Bagg 
(2005) investigated the abilities of physicians to diagnose oral disease such as oral cancer and 
found that physicians were seriously deficient in diagnostic awareness. Frenkel, Harvey and 
Newcombe (2002) found that it was important to raise awareness of the importance of oral health 
among health care givers. For those care givers who had good knowledge, there was poor 
translation to practice. McNally (1999) asserts that if seniors and their families do not learn to 
recognize the importance of oral health, they will continue to avoid seeking proper care. Yoon and 
Steele (2007) concluded that there is a need to create opportunities for health care providers to 
visually inspect the oral cavities of older persons in their care and promote proper oral care delivery 
to older persons and persons with disability. To promote and incorporate oral health as part of 
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general health, the Canadian Oral Health Strategy (2005) recommends that oral health issues be 
included and integrated with initiatives to address chronic disease. Health experts confirm that 
health promotion and disease prevention programs are successful in reducing general health care 
costs.  

 

How can the Primary Care IPC Team promote oral health and reduce barriers?  
• Earlier detection of significant oral disease 

o Align oral health with disease prevention and health promotion 
o Promote proper oral hygiene to reduce the risk of pneumonia, chronic conditions 

such as diabetes, heart disease, malnutrition especially among frail older adults 

• Promote the important link between oral health and general health 

• Oral health screening is part of general geriatric assessments 
o Use validated and reliable oral health measures 
o Use best practices/evidence-based approaches 

• Share knowledge and resources 
o Participate in the development of resources 
o Provide education to older adults at risk 

 
 

 

Oral Health Issues 

⇒ Periodontal Disease (Gum) and Caries (Tooth Decay)  
 

From the early 1900s through to the 1960s, there was a widespread 
epidemic of caries and tooth extractions, which largely explains why so 
many older Canadians today have no natural teeth (MacEntee, 2005). 
Even today, McNally (2002) predicts that dental caries will remain a significant public health 
problem for the foreseeable future, especially for older age groups. This is largely due to: the 
abundant use of medications that disturb saliva; the increased consumption of cariogenic foods 
and drinks, leading to endodontic (pulp) infections and fractured teeth. Demographic and 
epidemiological studies show that senior’s oral health concerns have changed over time.  
Trends show lifespans increasing with fewer/or less severe carious teeth but a much greater 
potential for gingivitis and mild forms of periodontitis (CDHA, 2004). Yet in 2003, expenditures 
on oral health amounted to approximately $7 billion (7 % of all health care) and the great bulk of 
these expenditures are for the prevention of decay and the treatment of the effects of decay 
(Canadian Oral Health Strategy, 2005). The elderly and poor still experience more tooth decay 
because of poorer health status, diet, medical conditions, and oral hygiene. 

 

Definition of 
Oral Health  

Desired state of the 
mouth that results 
from the interaction 
of an individual with 
his/her systemic 
health, self-care 
behaviour, and 
environment; oral 
health and overall 
health status are 
interrelated 
because each 
affects the other. 
 

(Darby & Walsh 2003) 
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It is important to observe that dental caries and 
periodontal diseases are infectious diseases 
with multiple risk factors.  Long considered a 
localized infection, chronic periodontal disease 
has been linked by current research to a variety 
of conditions with systemic implications 
including diabetes mellitus, respiratory 
diseases, and heart diseases (Boehm and 
Scannapieco, 2007; Canadian Oral Health 
Strategy, 2005; BC, 2006, Shay, 2002).  Oral 
diseases for the most part are preventable, 
however older adults are a “caries-active” group 
experiencing new caries disease (Canadian 
Oral Health Strategy, 2006; CDHA, 2004; 
Thomson, 2004). In Canada: 

• 60-80% of dental caries is found in 
disadvantaged and remote populations 
including the elderly, Aboriginal peoples, 
and people who are cognitively and/or 
physically disabled. 

• The caries experience of older people over 
time exceeded that reported from cohort 
studies of adolescents. 

• The dental root caries rate was more than 
3 times greater for older adults over 65 
years than for those under 45 years. 

• For older adults (ages 65-74) 31% had tooth surfaces                                                     
decayed or filled, compared with 10% of people aged 18-24. 

• A caries risk factor was the wearing of a partial denture. 
• More than half of older adults over 55 have periodontitis. 

 

Locker (1995) found that over 90% of edentulous older adults and all dentate older adults 
required some dental treatment mainly due to high levels of periodontal disease, and 
surprisingly 88% of the older adults didn’t perceive a need for dental care. Other studies have 
reported a range between 67-81% of older adults requiring dental treatments. Locker (1995) 
also found that one or more extractions were required by 21% community older adults due to 
periodontal disease and caries.  Among high risk older adults, caries continues to be a major 
reason for tooth extraction (Galan, Brecx and Heath, 1995;Hawkins, Main and Locker; 1997).   

Glycemic control is a key issue in the care of people with diabetes, and intensive treatment of 
hyperglycaemia can reduce long-term complications. Recent evidence suggests a bi-directional 
relationship between glycemic levels and periodontal disease; the chronic inflammation and 

What is Periodontal Disease?   

“The ‘periodontium’ is the soft tissue and 
bone that surrounds and supports the 
teeth. Periodontal disease (or more 
specifically, periodontitis) is diagnosed 
when the soft tissue (gingiva or gums) 
become inflamed and the periodontal 
ligaments (which attach the root of the 
tooth to bone) break down, reducing the 
level of support for the teeth. In 
advanced periodontal disease, the teeth 
become loose, since there is no longer 
adequate bone support for them. ......... 

The inflamed, bleeding tissues are in 
many ways a chronic wound and 
should be treated as such. ....As a 
chronic wound, periodontal disease 
sites permit access from the oral 
environment to the blood stream. 
Thus it is understandable that there are 
links between periodontal health and 
diseases, and general health.”  

(Canadian Oral Health Strategy, 2005) 
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infection that results from periodontal disease could have an adverse effect on glycemic control 
in people with diabetes (Simpson 2005). Research has shown that people with severe 
periodontitis were up to six times more likely to have poor glycemic control at a two to four year 
follow-up. 

 
How can the Primary Care IPC Team promote oral health and reduce barriers?  
• Promote proper oral hygiene to reduce periodontitis and caries in frail older adults 

o Promote smoking cessation 
o Make early referral to dental health professionals so that treatments can be 

initiated 
 
 
 

⇒ Dentate and Edentulous Older Adults 
 
With the increase in the aging population, it’s being noted that more people 
are retaining a greater percentage of natural teeth than previous generations 
and will continue to do so.  This poses increasing challenges to the dental 
and health care sectors (MacEntee, 2005).  Retention of natural teeth is a 
clear indication that we should expect to see new patterns of treatment 
needs for seniors (McNally, 1999).  Despite this trend, there is still a widely 
held perception that losing teeth is a natural, expected consequence of 
getting older. The loss of teeth, known as edentulism, is usually due to 
dental caries and periodontal disease.  Sadly, seniors who have lost their 
natural teeth often do not seek dental care, even though it’s known that they 
are also  at risk for oral diseases. For example, they can develop lesions in 
the mouth due to poorly fitting prosthetic appliances/dentures, exposure to 
tobacco or medications. In 2000, it was reported that 58% of Canadians 65 
and older had lost all of their natural teeth (SOHC, 2006) . Teeth loss can lead to psychological, 
physical and social impairments and impact older adults’ quality of life. Tooth loss whether from 
periodeontal disease or caries, is associated strongly with the amount of tobacco smoked. 
 

How can the Primary Care IPC Team promote oral health and reduce barriers?  
• Provide education to frail older adults on oral hygiene 

• Teach older adults proper oral hygiene 

• Encourage regular dental visits 
 
 
 
 
 
 

Dentate         
having teeth 
 

Edentulous 
Lacking teeth, 
having no or 
few teeth 
 

Edentulism 
Complete loss 
of all natural 
teeth 
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⇒ Dentures and Oral Implants 
 

In the near future, older adults are expected to account for an 
increasingly disproportionate number of individuals needing oral 
implant prostheses (Stanford, 2007). Bryant and Zarb (2002) found 
that older adults respond to oral implants in the same manner as 
younger adults despite their tendency for systemic illness, including 
osteoporosis and age-related jawbone atrophy. According to 
Heydecke et al. (2003) mandibular (lower) overdentures retained by 
2 implants provide elderly patients with better Oral Health Quality of 
Life (OHQoL) than conventional dentures and general health-
related quality of life improved. However, the effects of poor oral 
hygiene have not been documented specifically among elderly 
patients with oral implants.  

Elderly denture-wearers frequently report that nothing is wrong with their uncomfortable dentures 
because such discomfort has become an accepted part of aging. In a study conducted by 
Heydecke et al (2004) over ½ of the participants reported having pain, 1/3 reported functional 
limitations and psychologic discomfort due to their oral health condition. Today, total tooth loss has 
become almost synonymous with poverty and personal neglect, given the emphasis in our culture 
on personal appearance, grooming, fitness and youth. Wearing conventional complete dentures 
has a significant impact on OHQoL. 
 

How can the Primary Care IPC Team promote oral health and reduce barriers?  
• Provide education to frail older adults on oral hygiene 

• Teach older adults proper oral hygiene 
o Proper cleansing of dentures 
o Encourage regular dental visits 

 

 
⇒ Xerostomia (Dry Mouth) 

 
Saliva plays an essential role in the maintenance of 
oropharyngeal health.   Saliva also serves many 
functions in the oral and gastrointestinal environment 
including oral cleansing, oral PH balance, swallowing, 
speech, taste and digestion. The medical terms often 
used to describe dry mouth are hyposalivation or 
xerostomia. In fact, hyposalivation refers to the functional 
finding of low salivary flow while xerostomia is the 
symptom that most patients complain about, the 
sensation of a dry mouth. 

Xerostomia                                    
 

The medical terms often used to 
describe dry mouth are 
hyposalivation or xerostomia. In 
fact, hyposalivation refers to the 
functional finding of low salivary flow 
while xerostomia is the symptom 
that most patients complain about, 
the sensation of a dry mouth. 
 

Overdenture  
 

Fabricated removable 
prosthetic appliance 
supported by soft 
tissue and few 
remaining teeth and 
attached to the 
abutment cylinders by 
a clip-bar or ball.  
 

(Darby & Walsh 2003) 
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More than 400 medications commonly 
used by older adults especially those 
used for chronic conditions can result 
in a dry mouth, which can in turn lead 
to oral infections and tooth decay.  
Older adults with one or more chronic 
medical conditions, taking prescribed 
medications and those reporting their 
general health as poor were more 
likely to develop xerostomia (Locker, 
1995).  Locker (1995) reported a 
22.5% incidence of xerstomia in 
community-dwelling adults over 50 
years of age but noted in other studies 
it being reported as high as 61%. 
Penner and Timmons (2004) found 

that men and women are equally concerned about 
xerostomia and felt it impacted their quality of life. 
 
Systemic diseases such as Sjogren’s syndrome, head and 
neck radiotherapy can also cause xerostomia but it is most 
commonly experienced as a side effect of medication. The 
onset of xerostomia is associated with the onset of other 
oral symptoms and problems with taste disturbance, bad 
breath and painful ulcers and affects oral functions such 
as chewing, eating, speech, communication, eating and 
social interaction and overall quality of life.  Xerostomia 
combined with decreased physical health and poor access 
to dental care, increases the risk for contracting oral 
diseases such as yeast infections, caries, gingivitis, oral 
lesions and periodontal disease (Shinkai et al., 2006). Of 
significant concern is for seniors primarily living in the 
community, acute oral infections may be fatal for those 
who are frail (SOHC, 2006; Turner and Ship, 2007). 
 

How can the Primary Care IPC Team promote oral health and reduce barriers?  
• Medical consultation for xerostomia 

• Interprofessional consultations  
o Dental health professionals, speech language pathologists, pharmacists, public 

health, nurses, and others 

• Promote regular visits to monitor for xerostomia to prevent oral health complications 

• Promote relief interventions and twice daily brushing of teeth and gums 
 

Categories of medications: 
• anticholingergics  
• anticonvulsants 
• antidepressants 
• antiemetics 
• antihistamines 
• antihypertensives 
• anti-inflammatory analgesics 
• antinauseants 
• anti-parkinsonians 
• antipsychotics 
• bronchodilators 
• decongestants 
• diuretics 
• muscle relaxants 

Patients with low salivary flow experience 
many problems, including:  

• xerostomia  
• increased soft plaque deposits and dental decay  
• difficulty clearing food and bacteria into the 

throat 
• mucosal soreness 
• gingivitis  
• cheilitis (cracks) in the corners of the mouth  
• fissuring on the tongue  
• salivary duct  infections  
• yeast infections  
• difficulty in chewing, speaking and swallowing 
• burning mouth, and  
• difficulty wearing dentures. 
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⇒ Dysphagia 

Dysphagia is an uncomfortable, frightening and potentially life-threatening condition that affects 
older adults. Aging alone does not result in a swallowing disorder however, older adults (65+ 
years) swallow more slowly.  It’s not uncommon to find that in the older adult food sits in the 
throat longer near an open airway, thus placing them at higher risk for aspirating the food.  Age-
related changes in taste, smell, tactile sensitivity, and perception of viscosity can affect the 
speed and comfort of swallowing and altering food preferences. Dysphagia occurs as a result of 
direct and indirect damage by age-related disease to the swallowing muscles.  Dysphagia in 
older persons is most likely caused by combinations of several underlying conditions. 
Conditions that contribute to swallowing problems include neurological or neuromuscular (e.g., 
cerebral vascular accident, Parkinson’s disease, multiple sclerosis), structural (e.g., tumor, 
psychological, salivary changes caused by illness, medication or radiotherapy), environmental 
or social. The severity of dysphagia varies from mild to severe with any of these causes.  
Complications of dysphagia include aspiration pneumonia, choking, malnutrition, dehydration, 
decreased quality of life, and frustration for 
family (CASLPA, St. Peter’s 2005).   

In older adults with dental decay and oral 
pain could further compromise their 
chewing, thereby causing them to try to 
swallow larger amounts of food.  Given 
more recent data on oral hygiene and 
respiratory infection, dysphagia is one area 
that can be targeted and could lower the 
incidence of aspiration pneumonia.  Poor 
oral hygiene is associated with aspiration 
pneumonia.  Not brushing teeth 
significantly increases oral bacteria in the 
saliva that dysphagic older adults swallow 
and may aspirate. Reduced salivary flow, a 
common side effect of many medications, 
increases the concentration of bacteria in 
the saliva, and if the saliva is aspirated, or 
more likely mixed with food or liquid, up to 
100 million bacteria per ml or ¼ tsp could 
enter the lungs. An older person with 
dysphagia is more likely to aspirate in quantities that may far exceed 1 ml.  These large-volume 
aspirations are of great concern, because any large chunks of food can obstruct the airways 
and if not cleared, can set up a secondary infection within the environment of increased saliva 
density. Clear liquids by themselves do not pose a problem, unless it significantly alters the pH 
balance or the volume is enough to cause asphyxia. The saliva drawn in with the liquid, may be 
problematic if it contains enough bacteria. Reduction in salivary flow allows for a higher 
concentration of bacteria to reside in the mouth and throat.  Aspiration of food is more often is 
associated with aspiration pneumonia than aspiration of liquids. 

Signs of dysphagia may include: 
 

• Unexplained weight loss 
• Recurrent chest infections 
• Refusal to eat or reluctant to have food 

placed in mouth 
• Takes small bites or amounts of food 
• Resident or family reporting difficulty 

swallowing 
• Unable to control food or liquid in the mouth 
• Coughing before, during or after swallowing 

food or liquids 
• Choking while eating or drinking 
• Drooling 
• Pocketing of food in the cheeks or retaining 

food in mouth 
• Taking a long time to chew or swallow 
• Change in voice quality - wet or gurgly voice 

after swallowing 
• Slurred speech 
• Weakened cough reflex (silent aspiration 

while eating/drinking) 
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⇒ Oral Cancer and Mucositis 

The Canadian Cancer Society (2008) estimates that 3,400 new cases 
of oral cancer will be diagnosed in 2008.  Most people diagnosed with 
oral cancer are over the age of 50 and men than women are affected. 
Oral cancer (squamous cell carcinoma) has a higher mortality rate 
than either melanoma or cervical cancer. The 5-year survival rate 
for oral cancer is low, at just below 50 percent. However, if the oral 
cancer is detected early, the 5-year survival increases dramatically to 
80 percent. Almost all oral cancers start in the cells lining the mouth 
(oral cavity). These cells, known as squamous cells are flat and scale-
like. Oral cancer is part of a group of cancers called head and neck 
cancers. Normally, the cells of the mouth are quite resistant to 
damage. However, repeated injury from smoking and alcohol or ill 
fitting dentures may sores or painful areas where cancer can start. If 
left untreated, oral cancer has the potential to spread to the lymph 
nodes and lungs.  There is no single cause of oral cancer but some 
factors increase the risk of developing it (Canadian Cancer Society, 2008). 

Risk factors 
may increase an older person's 
chance of developing oral cancer. 
Smoking, particularly if combined with 
heavy alcohol consumption is a 
significant risk factor. About 90% of 
people with oral cancer use tobacco. 
However, quitting tobacco and alcohol 
significantly lowers the risk of 
developing oral cancer, even after 
many years of use (Canadian Cancer 
Society, 2008). Excessive sun 
exposure to the lips and especially if 
previous work was outdoors is a risk 
factor.   

Early detection of the oral cancer in its preliminary stages is critical to improving the chances of 
benefiting from proper diagnosis and successful treatments. Unfortunately there is no definitive 
screening test for oral cancer. However, health professionals can complete oral health 
assessments to recognize symptoms and promote regular dental checkups so that oral cancers 
are detected earlier. A careful routine examination of the mouth can often detect early 
precancerous changes. Health professionals discuss the need for regular mouth monitoring with 
older adults who have a higher than average risk for oral cancer a regular mouth monitoring 
plan (Canadian Cancer Society, 2008).  

Oral cancer         
Cancer of the 
mouth and lips and 
is a type of head 
and neck cancer 
 

Mucositis         
Direct cytotoxic 
action of 
chemotherapeutic 
agents on oral 
mucosa resulting 
in atrophy or 
thinning of the oral 
mucosa, erythema 
and ulceration. 
  

(Darby & Walsh 2003) 
 

 
Risk Factors for Oral Cancer 
• older adults 
• tobacco cigars, cigarettes, pipes, chewing 

tobacco  
• alcohol 
• chewing betel nut, also known as paan 
• sun and ultraviolet radiation (for lip cancer only) 
• previous head and neck cancer 
• human papillomavirus (HPV) infection 
• precancerous conditions 
• poor nutrition 
• ill-fitting dentures 
• oral trauma 
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Other health conditions can have the same 
signs and symptoms as oral cancer, so 
having any of the following symptoms does 
not necessarily mean a person has cancer. 
White patches (leukoplakia) or red patches 
(erythroplakia) on the lips or in the mouth 
are precancerous conditions that may 
become cancerous. Oral cancer usually 
spreads to lymph nodes in the neck. How-
ever, some of the most common sites where 
oral cancer could spread include the lung, 
liver and/or bone (Canadian Cancer Society, 2008).  

There are multiple tests available to confirm 
the diagnosis of oral cancer.  Oral cancers 
can be treated in a variety of ways including 
surgery, radiation therapy and/or chemotherapy.  A treatment plan is designed to meet the 
needs of the older adults including supportive care, rehabilitative care. It’s important for older 
adults to have a dental check up prior to starting treatment as well as regular follow-up visits 
with primary care and oral health professionals (i.e., cavities are common with treatments) after 
their treatments and therapies are completed. 
 
Chemotherapy and radiation therapy can cause oral mucosal damage and cellular death. 
Damage to the oral mucosa and reduced immune system makes the mouth prone to infections. 
Mucositis is a common condition that results from older persons receiving chemotherapy for oral 
cancer and other types of cancers, and other conditions such as xerostomia, poor fitting 
dentures and poor oral hygiene. Those suffering from mucositis can experience painful sores 
and inflammation in the mouth, including the tongue, gums, back of the throat and lips.  
Promoting good oral hygiene, using analgesics, non-spicy foods, and maintaining a moist oral 
environment are important to reducing the severity of the mucositis and promoting healing to 
reduce the risk of infection. Other conditions that older adults may experience as a result of their oral 
cancer and therapies include dysphagia, pain, taste changes, chewing, trismus (difficulty opening the 
mouth), and hypothyroidism. Pain, nausea and vomiting, poor nutrition, poor oral care habits and 
xerostomia further complicate the situation and can lead to delays in healing and discomfort for the patient 
(Barasch and Peterson, 2003; Canadian Cancer Society, 2008; Scully, Epstein and Sonis, 2003; Rubinstein et al. 2004; 
Silverman, 2007; Sonis et al., 2004). 

How can the Primary Care IPC Team promote oral health and reduce barriers?  
• Monitor oral health of older adults at high risk for oral cancer 

o Early detection and referral for earlier diagnosis and treatments 
• Promote preventive health measures 

o Smoking cessation, alcohol reduction/cessation, proper oral hygiene, proper fitting dentures 
o Encourage regular dental visits 

• Monitor older adults post oral cancer treatments/therapies 

Signs and Symptoms of Oral Cancer 

• An ulcer or sore in the mouth that doesn’t heal 
• A lump in the lip, mouth, gums, tongue, roof of 

the mouth or tonsil 
• Thickening  in the check 
• Unexplained bleeding in the mouth 
• Pain in the mouth that doesn’t go away 
• Loose teeth 
• Dentures that no longer fit* not a symptom 

but potential cause of a problem 
• Slurred speech 
• Swollen saliva glands 
• Swollen lymph nodes in the neck 
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⇒ Dementia 
 
Framework for Principles of Oral Treatment           It is well recognized that oral 
for Patients with Dementia                      health is likely to decline as  

dementias progress (Blackwell, 
2006; Chalmers, Carter and 
Spencer, 2003).  The impact of 
dementia in the later stages leads 
to poor oral hygiene and oral 
health. The evidence shows that 
older adults with dementia have 
poorer oral hygiene and more 
associated problems including: 
• Increased reliance on others  to 

carry out  oral hygiene 
• Increased care giver burden 
• Increased plaque levels, 

gingivitis, bleeding gums,    
dental caries 

• Decreased use of dental services  
• Medications used for Alzheimer’s 

dementia cause xerostomia 
• Reduced saliva production 
• Increase drooling causes angular 

cheilitis 
• Increased risk of candidiasis  
• Difficulty wearing dentures 
• Dysphagia 
• Inability to communicate oral 

problems 
• Increased responsive behaviours 
(Blackwell, 2006; Chalmers, 2002; 
Chalmers and Pearson, 2005; Frenkel, 
2004; Ghezzi and Ship, 2000; Little, 2005; 
Warren et al., 1997). 
 
 

 
How can the Primary Care IPC Team promote oral health and reduce barriers?  
• Collaborate with oral health professionals 

o Implement preventive measures in earlier stages of dementia 
o Provide dental treatments in earlier stages of dementia 
o Ensure dentures are professionally cleaned regularly 

• Support the family and recognize care giver burden 
o Provide education on oral hygiene techniques for twice daily oral care 
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⇒ End of Life 
 
 Many older adults who are palliating/ at end-of-life  will 
experience mouth problems at some time during the 
course of their illness and therapies. Stomatitis is 
characterized by an inflamed oral mucosa that can range 
from mild inflammation to ulceration and the mucosa can 
bleed or become infected. There are many possible risk 

factors for developing 
stomatitis. While often due 
to chemotherapy or 
radiotherapy, stomatitis can 
occur with end stage chronic 
diseases  (Alberta Palliative 
Care Resource, 2001; 
Waterloo Region Palliative 
Care Pain & Symptom 
Management Program, February 2005; Windsor-Essex County, 
January 2007).  End-of-Life oral care therapies need to focus on 
providing treatments and therapies that improve oral comfort and 
consistent with the older adult’s end-of-life care wishes. 
 

 
How can the Primary Care IPC Team promote oral health and reduce barriers?  
• Collaborate with palliative care health professionals 

o Implement oral comfort measures 
o Achieve adequate pain control 

• Support the patient and family  
o Recognize care giver burden 
o Respect the older adult’s and family’s end-of-life care wishes, requests 

 

Risk factors for stomatitis  
 

• Chemotherapy or radiation 
therapy 

• Poor general health 
• Poor nutritional status 
• Dehydration 
• Poor oral hygiene 
• Poor fitting dentures 
• History of smoking, alcohol 
• Medications (especially 

Decadron, antibiotics, analgesics, 
antiemetics, antihistamines,  
antianxiety) 

Additional oral care 
issues for palliating 
patients 
 

• Xerostomia/dry mouth 
• Mucositis 
• Candida infection 
• Herpes infection 
• Bacterial infection 
• Dysphagia 
• Changes in taste 
• Pain 
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Measures  
 
Oral Health Framework - -  A Model of Oral Health (MacEntee, 2007) 
 
MacEntree (2007) has recently developed a conceptual model of oral health for older adults hat 
is consistent with current concepts of aging and disability. It fits well in any health care setting. 

His conceptual model of oral health 
is composed of 4 major themes: 
comfort, general health, hygiene 
and diet. These themes affect 
people’s lives both socially and 
personally. The model draws 
attention to the interaction between 
the major themes, as well as the 
overarching influence of personal 
and social environment on oral 
health.  It illustrates the potential 
for a person to adapt to, and cope 
with, impairment and disability, and 
the influence that the different 
constituents (such as diet, hygiene) 
have on a person’s activities.   It in- 
cludes the current theories of aging 
and disability, with an emphasis on 

physical, psychological and social adaptation to maintain a sense of coherence and a positive 
response to disability and ill health despite their tendency to detract from quality of life in old 
age.  The promotion of oral health should include knowing why older adults choose to 
participate or neglect their oral hygiene rather than focusing solely on the biomedical issues 
alone. Clinically, the model offers a conceptual framework for organizing collaborative care, 
questionnaires and studies using language that has the scope of sensitivity needed to reveal the 
positive strategies that older people use to manage their oral health and quality of life. Oral 
changes do not necessarily have a negative impact on older adults’ quality of life since they 
cope and maintain a positive perspective on life (MacEntee, 2007).  
 

Model of Oral Health (MacEntee, 2007)     Permission granted MacEntee, 2008 
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Quality of Life:  The significance of oral health 
 
Good oral health contributes to Quality of Life.  Oral health, as defined by 
the Canadian Dental Association, includes the concept of well-being, not 
just the concept of absence of infirmity: "Oral health is a state of the oral and related tissues and 
structures that contributes positively to physical, mental and social well-being and the enjoyment 
of life's possibilities, by allowing the individual to speak, eat and socialize unhindered by pain, 
discomfort or embarrassment." (www.cda-adc.ca). The Canadian Dental Hygienists Association 
emphasizes the integral link between oral health and general health in its statement "Oral health 
is essential for overall wellness."( www.cdha.ca). SOHC (2006) reaffirms that overall health and 
well-being cannot be achieved when an individual experiences oral disease. Achieving oral 
health requires an absence of disease and disorders in the oral, dental and craniofacial tissues.   

Oral disease and dysfunction can be extremely painful and can have an acute impact on quality 
of life of older adults, affecting their chewing, difficulties in eating, speaking effectively, self-
esteem, and social interactions and relationships (SOHC, 2006). Pyle (2002) states that in no 
segment of society are these domains of health more critical than in the older adult, for it is in 
this population that deficits in quality of life are the most devastating. Locker, Clarke and Payne 
(2000) found significant associations between measures of oral health-related dysfunction, pain 
and disability with psychological well-being and life satisfaction.  Subjects who rated their oral 
health as poor had lower morale, more life stress, and were less satisfied with their lives. They 

concluded that oral health is an important contributor to the well-
being of older adults.  Those older adults who were financially 
disadvantaged had great impact on their well-being. Locker 
(1995) similarly found that older persons who perceive to have 
poor oral health also described diminished quality of life (Locker 1995). 

However, Locker and Gibson (2005) also found that there is a 
degree of discordance between self-ratings of and satisfaction 
with both oral and general health status in the older adult 
population.  The unexpected paradox was that some people who 
reported poor oral health or general health had high reported 
satisfaction. This may be because of the expectations concerning health 

in later life.  People assess their health related quality of life based on their expectations and experiences.  

According to Heydecke et al. (2003) mandibular (lower) overdentures retained by 2 implants 
provide elderly patients with better Oral Health Quality of Life (OHQoL) than conventional 
dentures and general health-related quality of life improved. In a study conducted by Heydecke 
et al (2004) over ½ of the participants reported having pain, 1/3 reported functional limitations 
and psychologic discomfort due to their oral health condition.  

In order to achieve the potential benefit from community coalitions of allied groups and agencies 
for the overall improvement in health and quality of life needs, Canadian Oral Health Strategy 
(2005) recommends that in a multidisciplinary, collaborative approach of health delivery, 
organizations can learn from each other and can advance similar concepts together. Dentistry 
and the population at large can benefit from the strengths that many different health, social 
services and health promotion professionals can offer.  

Oral Health         
is essential for 
overall wellness  

(CDHA, 2008) 
 

 

Oral Health-Related 
Quality of Life model 
Model that postulates that 
the continuum of health 
and disease is influenced 
by environmental. 
Sociocultural, and 
economic influences that 
are either modifiable or 
nonmodifiable risk factors. 

 (Darby & Walsh 2003) 

http://www.cda-adc.ca/
http://www.cdha.ca/
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Quality of Life    
 

Oral-Health-Related Quality-of-Life: The concept 

Oral-health-related quality-of-life is a term commonly used to describe the outcomes or oral 
health conditions and therapies for those conditions (Locker and Allen, 2007).  Quality of life is 
dynamic, fluctuating and resilient; it has both positive and negative attributes and is influenced 
by personal and social expectations. Slade (1997) believes that quality of life is influenced by a 
complicated array of phenomena that affect quality of life which defies simple explanations, 
assessments or measurements. He believes that the phenomena are much more than 
experiences of ill health, despite the orientation toward dysfunction and disease that 
dominates many of the current questionnaires that assess oral health–related quality of life. 
However, it is often difficult to measure the older adults’ experience in a way that is clinically 
relevant and useful (Slade, 1997; Slade et al., 2005). Penner and Timmons (2005) found certain 
oral health quality of life measures were influenced by gender. Men were more likely concerned 
about issues that affected them personally such as eating foods, speaking clearly, bad breath, 
and activities of daily living. Women were more concerned about pain or discomfort such as 
mouth ulcers and bleeding gums. 
 
Oral-Health-Related Quality-of-Life: The tools 

Despite the challenges in creating an oral-health-related quality of life questionnaire, about 17 
dental questionnaires or structured interviews (sometimes referred to as “sociodental 
indicators”) have been developed over the last 20 years, directly or indirectly, to measure the 
impact of oral health on quality-of-life experiences  (Brondani and MacEntee, 2007). Brondani 
and MacEntee (2007) concluded on their review of oral health-related quality of life tools that 
most of the psychometric instruments used to measure quality of life associated with oral 
impairment and disability from the perspectives of older adults focus on negative experiences, 
and pay little attention to the possibility of positive reactions to disablement, thus challenging the 
validity of many instruments in current use. They concluded that the psychometric properties 
and predictive validity of many existing dental instruments are weak.  One of the frequently used 
validated oral health-related quality of life measures used in older adult oral health research 
studies is the OHIP or Oral Health Impact Profile developed by Slade (1997). It looks at both 
negative and positive aspects of quality of life. Other tools that also balance positive and 
negative impacts that are related to older adults include the GOHAI  (Geriatric/General Oral 
Health Assessment Index), OIDP (Oral Impacts on Daily Performances), OH-QoL  (Oral Health 
Quality of Life Inventory) and Subjective Oral Health Status Indicators. 
 
The Oral Health Impact Profile (OHIP-14) contains 14 questions that ask about the frequency 
of adverse impacts caused by oral conditions during the previous 12 months. Questions in the 
OHIP-14 encompass seven conceptual dimensions, two questions per dimension based on a 
conceptual model of oral health. The dimensions are: functional limitation, physical pain, 
psychological discomfort, physical disability, psychological disability, social disability and 
handicap. These represent a hierarchy of impacts that increasingly impinge on broader aspects 
everyday life (Slade, 1997; Slade et al., 2005). The OHIP is a non-proprietary instrument and 
permission not needed to use (email correspondence, Slade August 2008).
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Assessment 
Oral Health Assessment Tool for Non-Dental Professionals (Chalmers, 2005) 
 
There are no validated reliable assessment tools available for the primary care sector to use to 
complete an oral health assessment on older adults at risk.  For the long-term care sector, 
Chalmers has worked extensively to create a simple, reliable and valid oral screening 
assessment tool for non-dental care staff to assess residents’ oral health status.   

The Oral Health Assessment Tool (OHAT) was developed for the Best Practice Oral Health 
Model for Australian Residential Care.  Chalmers et al. (2005) designed the OHAT to be a 
simple, eight category reliable and valid screening tool for non-dental care providers to assess 
long term care residents’ oral health, including those with dementias. Care providers found the 
OHAT to be user-friendly and caused them to complete a more thorough oral exam as part of 
their overall health assessment processes. It’s a clearly defined and easy to use table-formatted 
assessment tool that directs non-dental care professionals to what key components of oral 
health need to be assessed and what would be normal and abnormal assessment findings. It 
also directs the assessor when referral to an oral health professional is necessary. The areas 
for assessment include: 

• lips,  
• tongue,  
• gums and tissues,  
• saliva,  
• natural teeth,  
• dentures,  
• oral cleanliness, and  
• dental pain  

 
Chalmer’s (2005) Oral Health Assessment Tool was adapted for the Ontario long-term care 
sector in 2007. In a July 2008 email communication, Chalmers stated that the OHAT is now 
being used within the primary care sector in Australia. Permission was granted to adapt and use 
the OHAT to the Ontario Primary Care Sector. 
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Primary Care 
 

Oral Health of Older Adults Resource Kit 
 

Resources and Tools 
The resources and tools are available for download at 

www.rgpc.ca and www.halton.ca  

 

Education Slide Deck on Oral Health of Older Adults 
 for Non-dental Health Professionals                         
Used as an education presentation – knowledge booster on oral health of older 
adults, 30 slides (includes learning objectives, content 25 slides, resources/references) 

 

 

 

 

 

http://www.rgpc.ca/
http://www.halton.ca/
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Quick Facts Sheet on Oral Health of Older Adults 
for Non-dental Health Professionals                         
Summarizes key points from the Resource Kit - Background section 
 

 

Knowledge Test on Oral Health of Older Adults 
for Non-dental Health Professionals                          
Use to test basic oral health knowledge  
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Case Study on Oral Health of Older Adults 
for Non-dental Health Professionals                                 
Use as an education tool wih an Interprofessional Team to discuss oral health care for 
older adults and learn about your community oral health services  (non-academic) 
 

 

 

Audit Tool  on Oral Health Care for Non-dental Health Professionals                                
Use to Audit your oral health services from a best practices approach 
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Medication Reference Tool  for Non-dental Health Professionals                                
Use as a reference tool – reminder of the most common medications that cause a 
dry mouth in older adults 

 

Quality of Life Too – Oral Health Impact Profile                                    
Use to determine the impact of oral health on an older adult’s quality of life 
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Oral Health Assessment Tool for Non-dental Health Professionals                                
OHAT is a valid and reliable tool that health professionals can use to screen the 
oral health status of older adults, determine the need for referral and interventions 

  

 

Oral Health Assessment Tool Education Slide Deck                                
Use as an educational slide deck to learn how to use the OHAT 
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Oral Health Education Slide Decks (Halton) on Various Oral Health Topics                                 
Use as an educational slide deck to learn more about various oral health issues. 
 

 

 

 

 

 

Educational Slide Decks are 
available on the following        
Oral Health Topics: 

• Diabetes  

• Dementia 

• Denture 

• Dry Mouth 

• Dysphagia 

• Mucositis – Cancer Care 

• Oral Pathology Basics 

• Renal Disease 

• Oral Health Care Tips, Facts 
and Myths for Older Adults 

• Palliative Care 

• Tooth Abscess 
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Brochure with Tips for Caregivers Providing Oral Hygiene to Older 
Adults with various self-care barriers                                                   
Information for caregivers – pamphlet handout 

  

 

Oral Health Brochures (Halton) on Various Oral                                   
Health Topics for Patients and Caregivers                                  
Information for patients and caregivers – pamphlet handouts 

                   

            

Brochures are 
available on the 
following               
Oral Health Topics: 

• Alzheimer’s 
Disease 

• Bad Breath 

• Cancer  

• Candida 

• Denture 

• Diabetes 

• Dry Mouth 

• Root Caries 

• Stomatitis 

• Swallowing 

• Teeth Lifetime 
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Reference List on Oral Health of Older Adults                                            
6 pages of references and resources on oral health issues 

 

        


