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Abstract:

Introduction: Oral health is integral to person-centered Long-Term Care (LTC), with oral diseases linked to frailty,
malnutrition, aspiration pneumonia, and reduced quality of life.
Therefore, the study aimed to synthesize recent evidence on the burden of oral disease in LTC and key barriers, and

to review existing interventions that support sustainable oral health integration.

Methods: This study is a narrative review of peer-reviewed literature from PubMed, Scopus, Web of Science, and
Google Scholar that used terms related to “long-term care” and “oral health,” limited to English-language studies

addressing epidemiology, practice, interventions, or policy in LTC settings.

Results: Across LTC facilities, residents exhibit high treatment needs, hyposalivation, and impaired oral function,
including downstream associations with dysphagia, pneumonia, and poor health-related quality of life. Persistent
barriers include low organizational priority, workforce and time constraints, limited staff training, and dementia-
related care resistance. Promising strategies include professional oral health management programs, structured
nursing-led protocols using practical screening tools (e.g., Oral Assessment Guide and Oral Health Assessment Tool),

and interprofessional education (e.g., MOTIVATE).

Discussion: At the system level, embedding dental professionals and aligning financing with oral nutrition benefits
are associated with improved functional outcomes and facility performance. Cohort data link dental care utilization to

lower LTC costs.

Conclusion: Integrating oral health into LTC is feasible and beneficial but demands policy-supported models that
combine routine assessment, reimbursed protocols, and sustained interprofessional training to improve function,

nutrition, respiratory outcomes, and equity in care.

Keywords: Long-term care, Oral health integration, Interprofessional education, Oral care, Older adults, Oral frailty,
Nursing homes, Caregivers.
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1. INTRODUCTION

The global demographic shift toward an aging
population, increased survival among individuals with
chronic diseases and disabilities, and changing family and
social structures have expanded the need for Long-Term
Care (LTC) beyond older adults [1]. According to the
World Health Organization, LTC includes “a broad range
of personal, social, and medical services and support that
ensures people with, or at risk of, a significant loss of
intrinsic capacity—due to mental or physical illness and
disability—can maintain a level of functional ability
consistent with their basic rights and human dignity” [2].
LTC is provided over extended periods in settings such as
homes, communities, residential facilities, or hospitals.
Although older adults remain the largest user group, LTC
encompasses people of all ages with chronic illnesses,
physical or cognitive disabilities, or other long-term
functional limitations [1, 2]. Consequently, LTC facilities
(LTCFs) have become essential multidisciplinary medical
and supportive service providers for individuals with
sustained dependency.

Oral health is a fundamental component of overall
well-being. The Bangkok Declaration: No Health Without
Oral Health (2024) explicitly reaffirms that oral health is
an essential component of general and universal health
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coverage, urging countries to integrate oral health into
their health systems and LTC policies [3]. This review
argues that oral health is a central determinant of better
health outcomes in LTC. Importantly, oral disease is
integrally linked to general health and functional status,
thereby contributing to frailty, malnutrition, aspiration
pneumonia, and diminished health-related quality of life.
At the population level, global burden of disease analyses
show that although life expectancy is rising, the disability
burden in adults aged =70 years is increasing, under-
scoring the relevance of preventable oral diseases [4]. This
review aimed to synthesize current evidence on the
integration of oral health into LTC systems. In particular,
this review focused on burden, reflecting the epidemio-
logical and clinical impact of oral diseases in LTC settings;
barriers, including the structural, professional, and
behavioral challenges to oral healthcare delivery in LTC;
and interventions, encompassing innovative and
collaborative models that facilitate the integration of
sustainable oral health into LTC policies and practice
(Fig. 1). This review consolidated evidence across these
domains to inform health policymakers, administrators,
and oral health professionals seeking to develop strategies
to embed oral health within person-centered inter-
disciplinary LTC systems.

Burden of Oral Disease in Long-term Care
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Fig. (1). Framework for oral health integration in long-term care facilities (LTCF).
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2. METHODS

This review was conducted to identify peer-reviewed
papers published between 2016 and 2025 that focused on
the integration of oral health into LTC settings. The
PubMed, Scopus, Web of Science, and Google Scholar
databases were searched. The key search terms employed
a combination of “long-term care” and “oral health” across
articles published in English. The inclusion criteria were
that the articles address oral health in LTC settings and
include epidemiological studies, current practices,
interventional research, and policy implications. Studies
were excluded if they did not address oral health
outcomes in LTC settings, were non-peer-reviewed
publications, or were not published in English.

3. RESULTS
3.1. Burden of Oral Disease in LTC Settings

3.1.1. Epidemiological Burden

Across LTC settings, treatment needs and functional
impairments remain high despite increasing dentition
retention. In a Canadian national LTC survey (32 LTCF, n
= 559), 79.6% of dentate residents had moderate or
severe gingival inflammation in at least one tooth, 43.2%
of edentulous residents had poor denture hygiene, and 9%
of all residents required urgent dental treatment [5]. In
five Austrian LTCFs, denture shortcomings, such as
insufficient mandibular denture retention, were reported
in 56.0% of lower dentures and chewing problems in
26.7% of denture wearers. Furthermore, 57.1% of
dissatisfied denture wearers could not afford to replace
their dentures, underscoring the socioeconomic barriers to
dental care for LTC residents [6]. In Canadian LTCFs,
although tooth retention has improved markedly over ten
years, with dentate residents increasing from 56% to 76%
and edentulism decreasing from 44% to 24%, new
residents had higher dental treatment needs. Dental
hygiene treatment needs surged from 43% to 69%,
reaching 80% among newly admitted residents, signaling
a shift from acute to preventive care and an increasingly
dentate resident population [7]. Clinically estimated
hyposalivation was also common, with a reported
prevalence of 77% among LTCF residents in Finland. This
was associated with higher odds of periodontitis (odds
ratio [OR] 4.1), lip lesions (OR 2.5), and root caries (OR
1.3) [8]. Microbiome analyses among dentate LTC
residents demonstrated a progressive shift toward
dysbiotic oral microbiomes with an increasing oral disease
burden [9].

3.1.2. Oral-systemic Links and Clinical Consequences

A study of 14 Brazilian LTCFs reported that
masticatory impairment was associated with adverse
outcomes, including mortality and poor masticatory
performance, and predicted all-cause mortality (hazard
ratio 1.52) after adjustment [10]. Dysphagia risk was
associated with dental and salivary factors among three
Brazilian LTCFs, and =xerostomia symptoms were
associated with dysphagia (prevalence ratios 1.52, 2.86)

[11]. A study conducted in nine LTCFs in Japan found that
prospective evidence links routine oral assessment scores
to better respiratory outcomes. Each 1-point increase in
the Oral Assessment Guide (OAG) total scores, indicating
poorer oral condition, was associated with a significantly
higher risk of pneumonia (adjusted OR 2.29, 95%
confidence interval [CI] 1.27-4.14) over 12 months [12]. In
a six-month multicenter cohort (31 facilities; n = 1,785),
the incidence rates of pneumonia and acute viral
respiratory infection (AVRI) were 4.1% and 1.6%,
respectively. Furthermore, dysphagia and malnutrition
independently predicted pneumonia, while dry mouth and
halitosis predicted AVRI [13]. Oral frailty and depressive
symptoms have been proven to be associated, suggesting
bidirectional interactions between oral dysfunction,
mental health, and overall frailty trajectories in older
adults [14]. Interventional studies further supported these
findings, with a randomized trial demonstrating that
combined oral functional exercise and psychological
support improved oral frailty while concurrently reducing
anxiety and depression in older adults [15]. Together,
these findings indicate that oral conditions influence
systemic vulnerability through nutritional, functional, and
psychosocial pathways.

3.1.3. Quality of Life and Functional Outcomes

Oral symptoms in individuals receiving LTC in Helsinki
(n = 2,401) showed consistent associations with
malnutrition, lower body mass index, poorer physical
function, and poorer perceived health-related quality of
life after adjustment [16].

3.2. Barriers: Structural, Professional, and

Behavioral

3.2.1. Structural Barriers

Facility leaders perceived a low organizational priority
for oral care and cancer screening; limited resident,
family, and staff knowledge; regulatory pressures;
insurance barriers; and competing demands [17]. In
Manitoba, Canada, dentists’ participation in LTC was
found to be limited, with only 26.2% providing dental care
to LTC residents; they cited barriers such as limited time
(60%), lack of invitation from LTCFs (53%), and inade-
quate equipment (42.6%) [18]. Institutional ethnography
across two LTCFs in Canada revealed that frontline oral
care was discretionary and weakly guided by institutional
protocols. Healthcare aides largely decided when and how
to provide oral care based on personal experience rather
than standardized instructions. Protocols focused narrowly
on toothbrushing and denture cleaning, with little detail
provided on disease indicators, referral criteria, or
frequency of care [19].

A rapid review found that virtually none of the 59
COVID-19 LTC guidance documents screened contained
actionable oral hygiene protocols [20]. Research on LTC
faces gatekeeping, reliance on caregiver informants, and
protocol burden, reflecting challenges that also affect
quality improvement [21]. Population-level insurance
claims data further indicate that the onset of the need for
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home care is associated with a reduction in dental services
utilization, highlighting structural access barriers once
functional decline occurs [22].

3.2.2. Professional Barriers

Personnel attitudes can be negative. For example, 60%
of staff at three Finnish LTCFs reported reluctance to
assist with daily oral hygiene, citing resident refusals and
time pressure as reasons for this reluctance [23]. Cross-
sectional surveys have shown gaps in oral-systemic
knowledge among Portuguese LTC workers and New
Zealand nursing graduates. Thus, there is an urgent need
for updated oral-care protocols and enhanced training [24,
25].

3.2.3. Behavioral Barriers

Alzheimer's disease progression markedly increases
behavioral barriers to oral care. The odds of oral care
refusal and of dependence on full assistance in performing
oral healthcare were shown to increase to 56.35 and
30.52, respectively, at the Functional Assessment Staging
Tool stage 7 compared with stages 1-3, with plaque
accumulation peaking at severe stages [26]. In Japan,
denture non-use among LTC residents was common and
independently associated with moderate dementia (OR
4.44, 95% CI 1.18-16.71) and impaired rinsing ability (OR
3.00, 95% CI 1.12-8.06), underscoring how cognitive and
oral-motor decline limit denture use and oral-care
engagement [27]. Video analyses from two Canadian
LTCFs demonstrated that residents brushed for a mean of
60.3 seconds, with 66% omitting brushing of the lingual
and occlusal surfaces. This underscores inadequate plaque
control and the need for explicit coaching [28].

3.3. Interventions: Collaborative and Sustainable
Models in LTCF

3.3.1. Professional Oral Health Management Models

National Japanese data (170,874 residents) showed
that enhanced oral care increased the odds of discharge to
home (OR 1.07, 95% CI 1.02-1.12) [29]. Moreover,
hygienist-led Oral Health Management (OHM) imple-
mented across 25 LTCFs in 17 regions of Japan was
associated with better eating function, expressed as twice
the odds of maintaining/improving food form compared to
those without OHM over one year (OR 2.01, 95% CI
1.03-3.90) [30]. However, a recent Cochrane review (6
randomized controlled trials; 6,244 participants) found
insufficient evidence that professional oral care reduces
the incidence of nursing home-acquired pneumonia,
although low-certainty evidence suggested a 57%
reduction in pneumonia-related mortality at 24 months
(risk ratio 0.43, 95% CI 0.25-0.76) [31].

3.3.2. Workforce and Educational Interventions

A 14-day quality improvement program implementing
a standardized bedside oral-care protocol in a Mississippi
LTCF improved staff knowledge (pre-post-test scores
increased from 88.8% to 97.7%; p = 0.021) and resident
oral health outcomes, as measured by the Oral Health
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Assessment Tool (p = 0.001). Evidence from a randomized
clinical trial in a Swiss LTCF indicated that individualized,
visually supported oral health instructions are associated
with improved plaque control, denture cleanliness, and
oral health-related quality of life among LTC residents,
compared with standard verbal instruction alone [32].
Consistent checklist use and staff education led to better
protocol adherence, supporting the effectiveness of
structured nursing-led oral care models [33]. Recent
qualitative evidence indicates that structured oral health
assessment tools, such as the International Resident
Assessment Instrument for long-term care facilities
(interRAI LTCF), enable feasible, systematic oral health
assessment by non-dental staff [34]. Interprofessional
programs, such as Maine’s Oral Team-Based Initiative
Vital Access to Education (MOTIVATE), can enhance staff
confidence and increase the application of oral-care skills
in nursing homes, leading to gains in knowledge and
clinical competence [35]. A pragmatic cluster-randomized
trial suggested that caregivers' use of digital tools such as
SmartJournal may facilitate incremental improvements in
oral hygiene among nursing home residents [36].
Promising expanded-practice hygienist models, such as
the Kansas Extended Care Permit initiative, improved
access but faced billing and sustainability barriers [37].
Upstream  multidisciplinary = community = programs
integrating exercise, oral instruction, and nutrition were
found to improve oral diadochokinesis (i.e., motor function
and coordination) and swallowing among community
dwellers [38], underscoring the value of interprofessional
educational initiatives.

3.3.3. Measurement Tools and Policy-system Levers

Practical tools that nurses can use, such as the Oral
Health Screening Tool for Nursing Personnel, have
demonstrated good sensitivity (0.67 for nurses and 0.71
for caregivers) for natural teeth, dentures, and oral
function categories, and adding simple referral rules
increases sensitivity from 0.86 to 0.91 [39]. LTCFs that
employ dental professionals rather than use private
dentists as consultants were found to have higher facility
income [40]. At the population level, dental care
experience was associated with a 12.4% improvement in
LTC dependency (adjusted OR 1.18) among 53,130 Korean
LTC beneficiaries [41]. Furthermore, preventive dental
visits were associated with lower cumulative LTC
insurance costs in an 8-year cohort of 8,429 participants
from the Japan Gerontological Evaluation Study, with a
reported relative cost ratio of 0.82 (95% CI 0.71-0.95)
[42].

4. DISCUSSION

This review highlights converging evidence that
integrating oral health into LTC systems yields measurable
benefits across functional, clinical, and economic
dimensions. However, this remains hindered by systemic
fragmentation, professional resistance, and behavioral
challenges. Professional OHM programs have demon-
strated improvements in eating and swallowing function
and reduced pneumonia incidence, demonstrating that
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regular, protocolized oral care can enhance residents’
health and facility performance. However, large-scale
evaluations, such as a Cochrane review [31], underscore
the limited certainty and heterogeneity of the evidence for
pneumonia prevention when oral care measures are
applied, highlighting the need for greater implementation
fidelity and standardized outcome measures. In this
context, routine use of the OAG has shown promise as a
practical nursing tool for pneumonia risk screening and
can strengthen collaboration between nursing and dental
teams [12]. Workforce and educational interventions,
including interprofessional initiatives such as MOTIVATE
[35], effectively increase staff confidence and improve the
application of skills. However, sustainability continues to
depend on reimbursement structures and regulatory
support, as illustrated by the Kansas Extended Care
Permit model [37]. System-level evidence reinforces the
importance of structural integration. Facilities employing
dental professionals under Japan’s LTC insurance scheme
achieved a higher uptake of reimbursable oral and
nutrition benefits and increased income [40], while
national data from Korea and Japan linked dental care
utilization with improved functional recovery (adjusted OR
1.18) and reduced LTC expenditure [41]. Such findings
highlight that even well-intentioned staff require
structured evidence-based guidance and continuing
education to maintain oral health as a part of holistic care
for older adults.

From a research operations perspective, Ramos et al.
[21], emphasized that conducting oral health studies in
LTC requires trust-building, flexible scheduling, and
ethically sensitive data collection approaches, all of which
are equally relevant to quality improvement imple-
mentation. Collectively, these findings indicate that oral
health interventions are most effective when embedded in
multidisciplinary policy-supported care frameworks.
Future efforts should prioritize scalable quality improve-
ment models, pragmatic trials linking oral and systemic
outcomes, and financing mechanisms that incentivize oral
health integration as a core element of person-centered
LTC.

5. STUDY LIMITATIONS

This review has several limitations. First, the studies
varied in study design, country, population, outcome
measures, and health system context. This variation made
it difficult to compare the studies directly. Second,
because this is a narrative review, the selection and inter-
pretation of studies are subject to bias, even though
multiple databases and predefined inclusion criteria were
used. Third, most intervention studies were either obser-
vational or quasi-experimental, with few clinical trials.
Nevertheless, the narrative approach brought together
epidemiological, clinical, organizational, and policy-level
evidence, providing a broad view of the system.

CONCLUSION

Integrating oral health into LTC represents both a
clinical imperative and a quality-improvement opportunity.
Across diverse settings, evidence indicates that pro-

fessional oral health management, structured staff
training, and interdisciplinary collaboration improve LTCF
residents’ oral function, nutritional status, and overall
well-being. However, persistent structural, professional,
and behavioral barriers, ranging from low institutional
priority to limited workforce capacity, continue to
constrain its implementation. Scaling successful models
will require embedding oral health into broader quality
and reimbursement frameworks supported by validated
assessment tools and sustained interprofessional
education. Ultimately, advancing oral health integration in
LTC is pivotal not only for reducing preventable morbidity
but also for achieving person-centered health systems that
value function, quality of life, and equitable care access.

AUTHOR’S CONTRIBUTIONS

The author confirms sole responsibility for the study
conception and design, data collection, interpretation of
the results, and manuscript preparation.

LIST OF ABBREVIATIONS

AVRI = Acute Viral Respiratory Infection

CI = Confidence Interval

LTC = Long-Term Care

LTCF = Long-Term Care Facility

OAG = Oral Assessment Guide

OHM = Oral Health Management

OR = Odds Ratio

MOTIVATE = Maine’s Oral Team-Based Initiative Vital

Access to Education

CONSENT FOR PUBLICATION
Not applicable.

FUNDING
None.

CONFLICT OF INTEREST

The author declares no conflict of interest, financial or
otherwise.

ACKNOWLEDGEMENTS
Declared none.

REFERENCES

[1] Decade of Healthy Ageing: Plan of Action. Geneva, Switzerland:
World Health Organization 2020.

[2] Long-term care. Geneva, Switzerland: World Health Organization
2022.

1 Bangkok Declaration - No Health Without Oral Health 2024.

[4] Global, regional, and national burden of diseases and injuries for
adults 70 years and older: systematic analysis for the Global
Burden of Disease 2019 Study. BMJ 2022; 376: e068208.
http://dx.doi.org/10.1136/bmj-2021-068208 PMID: 35273014

[5] Yoon MN, Ickert C, Slaughter SE, Lengyel C, Carrier N, Keller H.
Oral health status of long-term care residents in Canada: Results
of a national cross-sectional study. Gerodontology 2018; 35(4):
359-64.


http://dx.doi.org/10.1136/bmj-2021-068208
http://www.ncbi.nlm.nih.gov/pubmed/35273014

6 The Open Dentistry Journal, 2026, Vol. 20

=)
2

[10]

[11]

[12]

[13]

[14]

[15]

[16]

[17]

[18]

[19]

[20]

[21]

http://dx.doi.org/10.1111/ger.12356 PMID: 29993140

Steinmassl PA, Steinmassl O, Kraus G, Dumfahrt H, Grunert I.
Shortcomings of prosthodontic rehabilitation of patients living in
long-term care facilities. ] Oral Rehabil 2016; 43(4): 286-90.
http://dx.doi.org/10.1111/joor.12359 PMID: 26440476

Wyatt CCL, Kawato T. Changes in Oral Health and Treatment
Needs for Elderly Residents of Long-Term Care Facilities Over 10
Years. ] Can Dent Assoc 2019; 84: i7.

PMID: 31199728

Brandt O, Julkunen L, Saarela RKT, Hiltunen K, Mantyla P.
Clinically estimated signs of hyposalivation in older adult
residents of long-term care. Gerodontology 2025; 42(2): 186-93.
http://dx.doi.org/10.1111/ger.12776 PMID: 39016338

Julkunen L, Manzoor M, Hiltunen K, et al. Tooth-surface plaque
microbiome and different levels of oral disease burden among
dentate older adults living in long-term care. J Oral Microbiol
2025; 17(1): 2602387.
http://dx.doi.org/10.1080/20002297.2025.2602387
41409448

Medeiros MMD, Gama LT, Ferreira DAH, Cavalcanti YW,
Brondani MA, Rodrigues Garcia RCM. Masticatory function and
mortality among older adults living in long-term care facilities in
Brazil. Gerodontology 2024; 41(4): 499-508.
http://dx.doi.org/10.1111/ger.12744 PMID: 38346158

Brochier CW, Hugo FN, Rech RS, Baumgarten A, Hilgert JB.
Influence of dental factors on oropharyngeal dysphagia among
recipients of long-term care. Gerodontology 2018; 35(4): 333-8.
http://dx.doi.org/10.1111/ger.12345 PMID: 29882353

Yamanaka M, Yamaguchi K, Muramatsu M, Miura H, Ochi M.
Using the oral assessment guide to predict the onset of
pneumonia in residents of long-term care and welfare facilities: A
one-year prospective cohort study. Int J Environ Res Public Health
2022; 19(21): 13731.

http://dx.doi.org/10.3390/ijerph192113731 PMID: 36360610
Tashiro H, Kikutani T, Tamura F, et al. Relationship between oral
environment and development of pneumonia and acute viral
respiratory infection in dependent older individuals. Geriatr
Gerontol Int 2019; 19(11): 1136-40.
http://dx.doi.org/10.1111/ggi.13784 PMID: 31637836

Kawamura K, Maeda K, Miyahara S, et al. Relationship between
depressive moods and oral frailty in a frailty outpatient clinic: A
cross-sectional study. Gerontology 2025; 1-9.
http://dx.doi.org/10.1159/000549877 PMID: 41397001

Gao M, Ding Q, Wang X, et al. Effect of oral functional exercise
combined with psychological intervention on oral frailty in older
adults. BMC Oral Health 2025; 25(1): 1959.
http://dx.doi.org/10.1186/s12903-025-07375-3 PMID: 41466242
Saarela RKT, Hiltunen K, Kautiainen H, Roitto HM, Mantyla P,
Pitkala KH. Oral health and frailty among older long-term care
residents in Finland. ] Am Med Dir Assoc 2021; 22(11): 2394-5.
http://dx.doi.org/10.1016/j.jamda.2021.05.027 PMID: 34146518
Maramaldi P, Cadet T, Burke S, et al. Administrators’ perceptions
of oral health care and cancer screening in long-term care nursing
facilities. J Appl Gerontol 2019; 38(10): 1391-420.
http://dx.doi.org/10.1177/0733464817732517 PMID: 29165003
Tang S, Finlayson G, Dahl P, Bertone MF, Schroth RJ. Dentists’
views on providing care for residents of long-term care facilities. J
Can Dent Assoc 2019; 85: j8.

PMID: 32119640

Brodie A, Caspar S, Hopper T, Compton S, Slaughter S. Exploring
Oral care in long-term care homes: An Institutional ethnography.
Spec Care Dentist 2025; 45(3): €70062.
http://dx.doi.org/10.1111/scd.70062 PMID: 40525875

Rodrigues LG, Campos FL, Alonso LS, et al. Do COVID -19 control
guidelines for long-term care facilities include oral healthcare
orientations? ] Am Geriatr Soc 2020; 68(10): 2187-8.
http://dx.doi.org/10.1111/jgs.16744 PMID: 32668010

Ramos TMC, da Silva Alves AA, Apolindrio TA, et al. Challenges to
conducting research on oral health with older adults living in
long-term care facilities. BMC Oral Health 2024; 24(1): 422.

PMID:

[22]

[29]

[30]

[32]

[33]

[34]

[36]

Dalia Meisha

http://dx.doi.org/10.1186/s12903-024-04204-x PMID: 38580950
Henken E, Konig HH, Konnopka A, et al. Utilization of dental
services of older persons after onset of home care - an
observational study from the InSEMaP research project based on
German insurance claims data. BMC Geriatr 2025; 25(1): 776.
http://dx.doi.org/10.1186/s12877-025-06420-8 PMID: 41094360
Hiltunen K, Fogelholm N, Saarela RKT, Mantyld P. Survey of
health care personnel’s attitudes toward oral hygiene in long-term
care facilities in Finland. Spec Care Dentist 2019; 39(6): 557-63.
http://dx.doi.org/10.1111/scd.12424 PMID: 31633206

Baptista A, Gavinha S, Conceicdo Manso M. Oral health
knowledge and attitude among healthcare professionals of long-
term care units: A cross-sectional survey. Spec Care Dentist 2024;
44(3): 937-45.

http://dx.doi.org/10.1111/scd.12948 PMID: 38057886

Veerasamy A, Lyons K, Crabtree I, Brunton P. Knowledge of
nursing graduates on oral health care for older people in the long-
term care. ] Dent Educ 2022; 86(7): 830-8.
http://dx.doi.org/10.1002/jdd.12895 PMID: 35129837

Shirobe M, Edahiro A, Motokawa K, et al. Association between
dementia severity and oral hygiene management issues in older
adults with Alzheimer’s Disease: A Cross-Sectional Study. Int J
Environ Res Public Health 2023; 20(5): 3841.
http://dx.doi.org/10.3390/ijerph20053841 PMID: 36900852
Meguro A, Ohara Y, Edahiro A, et al. Factors associated with
denture non-use in older adults requiring long-term care. Arch
Gerontol Geriatr 2021; 95: 104412.
http://dx.doi.org/10.1016/j.archger.2021.104412 PMID: 33823472
Yoon MN, Ickert C, Wilson R, Mihailidis A, Rochon E. Oral care
practices of long-term care home residents and caregivers:
Secondary analysis of observational video recordings. J Clin Nurs
2020; 29(11-12): 2023-30.

http://dx.doi.org/10.1111/jocn.15187 PMID: 31945246

Ono S, Ishimaru M, Yamana H, et al. Enhanced oral care and
health outcomes among nursing facility residents: Analysis using
the national long-term care database in Japan. J] Am Med Dir
Assoc 2017; 18(3): 277.e1-5.
http://dx.doi.org/10.1016/j.jamda.2016.11.024 PMID: 28082034
Inamoto K, Ozaki K, Watanabe Y, et al. Oral health management
by dental hygienists and older adults’ food forms in long-term
care facilities: A 1-Year longitudinal study. Gerodontology 2025;
42(3): 416-28.

http://dx.doi.org/10.1111/ger.12810 PMID: 40105273

Liu C, Cao Y, Lin ], et al. Oral care measures for preventing
nursing home-acquired pneumonia. Cochrane Libr 2018; 2018(9):
CD012416.
http://dx.doi.org/10.1002/14651858.CD012416.pub2
30264525

Chebib N, Rotzinger S, Maccarone-Ruetsche N, Sioufi R, Mojon P,
Miiller F. The impact of a personalized oral health instruction
form on oral health indices in institutionalized older adults: A
randomized, controlled, single-blinded clinical trial. BMC Oral
Health 2025; 25(1): 1769.
http://dx.doi.org/10.1186/s12903-025-07102-y PMID: 41214684
Red A, O’Neal PV. Implementation of an evidence-based oral care
protocol to improve the delivery of mouth care in nursing home
residents. ] Gerontol Nurs 2020; 46(5): 33-9.
http://dx.doi.org/10.3928/00989134-20200316-01
32324893

Vandenbulcke PAI, de Almeida Mello ], Piccart FMP, et al.
Implementation of the OHS-interRAI for regular oral health
assessments by non-dental caregivers: focus group study using a
SWOT analysis. BMC Public Health 2025; 25(1): 2552.
http://dx.doi.org/10.1186/s12889-025-22938-3 PMID: 40713511
Crittenden JA, Nelligan LI, O’Connell D, Brennan L. Educating
long-term care staff on older adult oral health: Maine’s oral team-
based initiative vital access to education ( MOTIVATE ) program. J
Public Health Dent 2024; 84(3): 334-9.
http://dx.doi.org/10.1111/jphd.12630 PMID: 38886183
Karamehmedovic E, Myhren LE, Jensen KHM, Rodakowska EJ,

PMID:

PMID:


http://dx.doi.org/10.1111/ger.12356
http://www.ncbi.nlm.nih.gov/pubmed/29993140
http://dx.doi.org/10.1111/joor.12359
http://www.ncbi.nlm.nih.gov/pubmed/26440476
http://www.ncbi.nlm.nih.gov/pubmed/31199728
http://dx.doi.org/10.1111/ger.12776
http://www.ncbi.nlm.nih.gov/pubmed/39016338
http://dx.doi.org/10.1080/20002297.2025.2602387
http://www.ncbi.nlm.nih.gov/pubmed/41409448
http://dx.doi.org/10.1111/ger.12744
http://www.ncbi.nlm.nih.gov/pubmed/38346158
http://dx.doi.org/10.1111/ger.12345
http://www.ncbi.nlm.nih.gov/pubmed/29882353
http://dx.doi.org/10.3390/ijerph192113731
http://www.ncbi.nlm.nih.gov/pubmed/36360610
http://dx.doi.org/10.1111/ggi.13784
http://www.ncbi.nlm.nih.gov/pubmed/31637836
http://dx.doi.org/10.1159/000549877
http://www.ncbi.nlm.nih.gov/pubmed/41397001
http://dx.doi.org/10.1186/s12903-025-07375-3
http://www.ncbi.nlm.nih.gov/pubmed/41466242
http://dx.doi.org/10.1016/j.jamda.2021.05.027
http://www.ncbi.nlm.nih.gov/pubmed/34146518
http://dx.doi.org/10.1177/0733464817732517
http://www.ncbi.nlm.nih.gov/pubmed/29165003
http://www.ncbi.nlm.nih.gov/pubmed/32119640
http://dx.doi.org/10.1111/scd.70062
http://www.ncbi.nlm.nih.gov/pubmed/40525875
http://dx.doi.org/10.1111/jgs.16744
http://www.ncbi.nlm.nih.gov/pubmed/32668010
http://dx.doi.org/10.1186/s12903-024-04204-x
http://www.ncbi.nlm.nih.gov/pubmed/38580950
http://dx.doi.org/10.1186/s12877-025-06420-8
http://www.ncbi.nlm.nih.gov/pubmed/41094360
http://dx.doi.org/10.1111/scd.12424
http://www.ncbi.nlm.nih.gov/pubmed/31633206
http://dx.doi.org/10.1111/scd.12948
http://www.ncbi.nlm.nih.gov/pubmed/38057886
http://dx.doi.org/10.1002/jdd.12895
http://www.ncbi.nlm.nih.gov/pubmed/35129837
http://dx.doi.org/10.3390/ijerph20053841
http://www.ncbi.nlm.nih.gov/pubmed/36900852
http://dx.doi.org/10.1016/j.archger.2021.104412
http://www.ncbi.nlm.nih.gov/pubmed/33823472
http://dx.doi.org/10.1111/jocn.15187
http://www.ncbi.nlm.nih.gov/pubmed/31945246
http://dx.doi.org/10.1016/j.jamda.2016.11.024
http://www.ncbi.nlm.nih.gov/pubmed/28082034
http://dx.doi.org/10.1111/ger.12810
http://www.ncbi.nlm.nih.gov/pubmed/40105273
http://dx.doi.org/10.1002/14651858.CD012416.pub2
http://www.ncbi.nlm.nih.gov/pubmed/30264525
http://dx.doi.org/10.1186/s12903-025-07102-y
http://www.ncbi.nlm.nih.gov/pubmed/41214684
http://dx.doi.org/10.3928/00989134-20200316-01
http://www.ncbi.nlm.nih.gov/pubmed/32324893
http://dx.doi.org/10.1186/s12889-025-22938-3
http://www.ncbi.nlm.nih.gov/pubmed/40713511
http://dx.doi.org/10.1111/jphd.12630
http://www.ncbi.nlm.nih.gov/pubmed/38886183

Integration of Oral Health in Long-Term Care Facilities

[37]

[38]

[39]

Astrgm AKN, Melbye EL. Evaluating the role of the smartjournal
digital intervention in improving oral hygiene among nursing
home residents: a cluster randomised trial. BMC Oral Health
2025; 25(1): 1589.

http://dx.doi.org/10.1186/s12903-025-06994-0 PMID: 41073970
McEvoy PM, Van Ness CJ, Simmer-Beck ML, Branson BG, Hunt K,
Gadbury-Amyot CC. Experiences of the Kansas extended care
permit providers: A descriptive study. ] Dent Hyg 2017; 91(4):
12-20.

PMID: 29118079

Iwao Y, Shigeishi H, Takahashi S, Uchida S, Kawano S, Sugiyama
M. Improvement of physical and oral function in community-
dwelling older people after a 3-month long-term care prevention
program including physical exercise, oral health instruction, and
nutritional guidance. Clin Exp Dent Res 2019; 5(6): 611-9.
http://dx.doi.org/10.1002/cre2.226 PMID: 31890297

Tsukada S, Ito K, Stegaroiu R, Shibata S, Ohuchi A. An oral health

[40]

and function screening tool for nursing personnel of long-term
care facilities to identify the need for dentist referral without
preliminary training. Gerodontology 2017; 34(2): 232-9.
http://dx.doi.org/10.1111/ger.12255 PMID: 28066920

Kishimoto N, Stegaroiu R, Shibata S, Otsuka H, Ohuchi A. Income
from nutrition and oral health management among long-term care
insurance facilities in Niigata Prefecture, Japan. Gerodontology
2019; 36(1): 55-62.

http://dx.doi.org/10.1111/ger.12376 PMID: 30350429

Lee BA, Choi JK, Ko KA, Lee JS, Kim YT. Association between
dental care and improvement in long-term care dependency levels
in Korean beneficiaries. Geriatr Gerontol Int 2025; 25(7): 911-7.
http://dx.doi.org/10.1111/ggi.70077 PMID: 40437780

Kiuchi S, Takeuchi K, Saito M, et al. Differences in cumulative
long-term care costs by dental visit pattern among Japanese older
adults: The JAGES Cohort Study. J Gerontol A Biol Sci Med Sci
2024; 79(9): glae194.

http://dx.doi.org/10.1093/gerona/glae194 PMID: 39101529

DISCLAIMER: The above article has been published, as is, ahead-of-print, to provide early visibility but is not the final version.
Major publication processes like copyediting, proofing, typesetting and further review are still to be done and may lead to changes in
the final published version, if it is eventually published. All legal disclaimers that apply to the final published article also apply to this
ahead-of-print version.


http://dx.doi.org/10.1186/s12903-025-06994-0
http://www.ncbi.nlm.nih.gov/pubmed/41073970
http://www.ncbi.nlm.nih.gov/pubmed/29118079
http://dx.doi.org/10.1002/cre2.226
http://www.ncbi.nlm.nih.gov/pubmed/31890297
http://dx.doi.org/10.1111/ger.12255
http://www.ncbi.nlm.nih.gov/pubmed/28066920
http://dx.doi.org/10.1111/ger.12376
http://www.ncbi.nlm.nih.gov/pubmed/30350429
http://dx.doi.org/10.1111/ggi.70077
http://www.ncbi.nlm.nih.gov/pubmed/40437780
http://dx.doi.org/10.1093/gerona/glae194
http://www.ncbi.nlm.nih.gov/pubmed/39101529

	[1. INTRODUCTION]
	1. INTRODUCTION
	2. METHODS
	3. RESULTS
	3.1. Burden of Oral Disease in LTC Settings
	3.1.1. Epidemiological Burden
	3.1.2. Oral-systemic Links and Clinical Consequences
	3.1.3. Quality of Life and Functional Outcomes

	3.2. Barriers: Structural, Professional, and Behavioral
	3.2.1. Structural Barriers
	3.2.2. Professional Barriers
	3.2.3. Behavioral Barriers

	3.3. Interventions: Collaborative and Sustainable Models in LTCF
	3.3.1. Professional Oral Health Management Models
	3.3.2. Workforce and Educational Interventions
	3.3.3. Measurement Tools and Policy-system Levers


	4. DISCUSSION
	5. STUDY LIMITATIONS
	CONCLUSION
	AUTHOR’S CONTRIBUTIONS
	LIST OF ABBREVIATIONS
	CONSENT FOR PUBLICATION
	FUNDING
	CONFLICT OF INTEREST
	ACKNOWLEDGEMENTS
	REFERENCES


