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Thirteen percent of the U.S. population is con-
sidered older, or over the age of 65, with increas-
es expected to reach 20% by 2030, or 92 million 
Americans.1,2 Data from the most recent 2010 cen-
sus revealed that the older population is increasing 
15% more than the overall U.S. population.3 Cur-
rently, about 4% of older Americans reside in long-
term care facilities (LTCFs); in 2007 alone, there 
were 15,827 LTCFs providing 24-hour care by nurs-
es and other staff members to oversee and monitor 
health care needs.4 It is estimated that 63% of the 
total number of patients residing in LTCFs are older, 
and by 2040, 20% of older Americans will require 
long-term care.5-7

Several limitations exist within LTCFs related to 
oral hygiene, since many long-term older patients 
(LTOPs) are medically compromised and are un-
able to provide oral hygiene self-care.8 Older adults 
retain 26 or more teeth throughout their lifetime, 
typically losing 6 teeth or less; only one-fourth of 
the older population is fully edentulous.6,7 Literature 
confirms that the high incidence of certain systemic 
conditions in the LTOPs may be linked with poor oral 
hygiene, which include: diabetes, cardiovascular 
diseases, nursing home aspiration pneumonia and 
physical/mental disorders.9-12 As LTOPs increase, 
oral health care for this disparaged population must 
become a priority with registered dental hygien-
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Critical Issues in Dental Hygiene

Introduction

ists (RDHs) playing a larger role in the acquisition 
of care. There is a great need for LTCFs to employ 
RDHs to provide preventive and therapeutic oral 
care to these patients with the intent of reducing 
both oral health disease and systemic health condi-
tions. The purpose of this manuscript is to identify 
systemic health conditions, oral health conditions, 
and barriers to oral care within LTOPs and to of-
fer recommendations for increased access to care 
within LTCFs through utilization of RDHs.

Systemic Health Concerns

Type I and Type II diabetes affects approximately 
25% of LTOPs, and researchers predict the greatest 
increase will occur in the 75 and older age group 
over the next 40 years.13,14 Concern for the LTOP 
with diabetes exists due to age-related complica-
tions that affect treatment and comorbidities such 
as polypharmacy, renal insufficiency, increased fall 
risk, visual impairment, and cognitive impairment.14 
Unique guidelines have been established for treat-
ing LTOPs with diabetes based on life expectancy, 
cognition, and medication regimens for dental pro-
fessionals.13 Medications are a difficult treatment 
option as they cannot always be prescribed to the 
LTOP due to compromised metabolism and risk of 
multiple drug interactions.13 A recent report stated 
that diabetics were 28% more likely to become fully 
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or partially edentulous; 1 in every 5 cases of eden-
tulism is linked to diabetes.15 Poor glycemic control 
in those with diabetes also places LTOPs at risk due 
to the well established direct relationship between 
blood glucose levels and periodontal disease.15 In-
vestigators have reported that inflammation result-
ing from periodontal disease exacerbates chronic 
systemic inflammation to influence the initiation 
and progression of diabetes, typically Type II dia-
betes.9,11 Increased inflammation, or more severe 
uncontrolled periodontal disease, is correlated with 
insulin resistance and more complications.9,11 In ad-
dition, diabetes places the LTOP at a higher risk for 
oral Candida infections due to the high blood sugar 
levels promoting the growth of the Candida albi-
cans.9 Longitudinal studies on patients with diabe-
tes and periodontal disease show those with better 
controlled glycemic indices had less severe inflam-
matory responses with their periodontal disease; 
thus, the diseases reflect one another.9

Cardiovascular disease (CVD), including hyper-
tension, heart failure, coronary heart disease, ar-
rhythmias, peripheral vascular disease, and valvu-
lar heart disease, affects 38.2% of older adults.16,17 
CVD has been reported to be the number one cause 
of death in the older population.15 Forty percent of 
deaths from CVD occur between the ages of 75 and 
85, while 48% occur over age 85.17 A study by Pers-
son et al evaluated periodontal status by measuring 
bone loss on the radiograph, vertical defects and 
furcations localized to the molars; radiographic evi-
dence of periodontitis was found in 48.5% of the 
subjects, and carotid calcification was detected in 
18.6%.18 Age was determined a primary risk factor 
for CVD due to increased carotid calcifications de-
tected from panoramic radiographs.18,19 A systemic 
review by Lam et al reported that patients present-
ing with periodontal disease were 1.14 to 2.2 times 
more likely to develop CVD.10 Researchers are not in 
agreement that a correlation between periodontal 
disease and CVD is associated with systemic inflam-
mation expressed in serum markers: interleukin-6, 
white blood cell counts, and fibrinogen.10 LTOPs that 
have endothelial dysfunction and carotid intima me-
dia thickness are also at increased risk for CVD and 
periodontal disease. This is because chronic micro-
organisms such as Chlamydophila pneumonia are 
said to cause atherosclerosis, and the DNA of oral 
bacteria can be amplified directly from atheroscle-
rotic plaques.10,11 Providing care to the LTOP with 
CVD can be challenging since medications are often 
not realistic due to polypharmacy, and surgery is 
often contraindicated.17 When medications are used 
to treat CVD, they often have a damaging effect 
on the oral cavity including: xerostomia, gingival 
hyperplasia, and ulcerations.10 Due to the correla-
tion between CVD, age, and periodontal disease, it 
is imperative that LTOPs receive routine preventive 
and therapeutic oral health services to include eval-

uation of the gingival pocket depths and alveolar 
bone loss.18

Nursing home aspiration pneumonia (NHAP) is 
common in the LTOP with existing breathing diffi-
culties, and is defined as pneumonia developing af-
ter the collection of colonized oropharyngeal organ-
isms in the lower right lung lobe of the LTOP.12,20,21,22 
Streptococcus aureus and Pseudomonas aeruginosa 
are the main microbes contributing to NHAP.20,21,23-25 
One of the highest mortality rates for the LTOP is 
associated with NHAP due to excess gram negative 
aerobic rods and Staphylococcus aureus collect-
ing in the oral cavity.11,12 LTOPs breathe them into 
their lungs and contract the disease.11,12 Evidence 
shows risk factors that make the LTOP more prone 
to NHAP as poor functional status, presence of a 
nasogastric tube (NG), dysphagia, occurrence of 
an unusual event, chronic lung disease, presence 
of a tracheostomy, increasing age, and male gen-
der.12 When diagnosed, the disease is often in an 
advanced stage, with few treatment options avail-
able.20,21,25 NHAP should not be mistaken for other 
types of pneumonias also commonly found among 
the geriatric. Aspiration pneumonitis is an acute 
lung injury after inhalation of regurgitated gastric 
contents, typically while unconscious.12 In addition, 
nosocomial pneumonia occurs more than 48 hours 
after hospital admission, but was not present at ad-
mission to the hospital.12 Hospital acquired pneu-
monia first appears 3 days after a patient is admit-
ted to the hospital.12 Finally, ventilator associated 
pneumonia is defined as pneumonia that occurs af-
ter 48 to 72 hours of endotracheal intubation due to 
dysphagia.12 While NHAP can be treated with anti-
biotics, the optimum antibiotic regimen for NHAP is 
unknown.12 Since oral biofilm can collect and enter 
the lungs by gliding down the track of the NG tube, 
the LTOP on a NG tube is at a higher risk for devel-
oping NHAP.12 Typically, 35% of LTOPs in a LTCF will 
require a NG tube; often a NG tube is necessary due 
to dysphagia, or difficulty swallowing.12

Sarin et al examined 613 LTOPs, with an aver-
age age of 84, to determine direct links between 
NHAP and 9 common risk factors.21 The risk fac-
tors were inadequate oral care, difficulty swallow-
ing, lack of influenza vaccination, depression, feed-
ing position of less than 90° from horizontal, active 
smoking, recipient of sedative medication, recipi-
ent of gastric-acid reducing medication and use of 
angiotensin-converting enzyme inhibitors.21 Results 
indicated that only 2 risk factors associated with de-
veloping NHAP were identified: difficulty swallowing 
and inadequate oral care.21 A similar study inves-
tigated how preventative oral hygiene treatment 
could reduce the chance of developing NHAP in the 
LTGP.20 In a meta-analysis conducted by Sjogren 
and colleagues, published literature related to oral 
hygiene, NHAP, and the LTOP was reviewed.20 Fif-
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teen articles were cal-
culated to include an 
absolute risk reduc-
tion, numbers needed 
to treat, and positively 
correlated professional 
oral hygiene care with reduced cases of NHAP in 
the LTGP.20 Results demonstrated that after partici-
pants were provided with routine oral care, absolute 
risk reduction increased from 6.6% to 11.7%, and 
numbers needed to treat increased from 8.6 to 15.3 
individuals.20

Adachi et al evaluated the effect of professional 
oral care delivery on respiratory disease of LTOPs 
in edentulous and dentate populations to deter-
mine if professional oral hygiene therapy adminis-
tered by RDHs reduced NHAP.25 The experimental 
group consisted of 48 LTOPs who received daily 
brushing from an RDH using a toothbrush and fluo-
ridated toothpaste, while the control group of 40 
LTOPs received daily brushing with water and foam 
swabs by a certified nursing assistant (CNA) for a 
6 month period.25 Results concluded those patients 
receiving daily oral health care from a CNA using a 
foam swab had higher incidences of Staphylococ-
cus species, Pseudomonas aeruginosa and Candida 
albicans than the experimental patients who were 
provided oral care by RDHs.25 The chance of devel-
oping NHAP was lower in the experimental group 
(p<0.05).25 Systematic reviews and experimental 
studies all conclude that professional daily oral hy-
giene and a reduced bacterial count in the LTOP will 
ultimately decrease the chance of NHAP.12,20-23

Oral Health Concerns

Oral hygiene is imperative in LTCFs, since, nat-
ural teeth are more susceptible to dental caries, 
periodontal disease, demineralization, and gingival 
recession due to age, diet, genetic factors, brush-
ing habits, and lifestyle factors over time.8,13-18,26-32 
More than half of older adult patients have enamel 
and root surface caries, placing them at the highest 
risk due to gingival recession, heavy consumption 
of fermentable carbohydrates, poor oral hygiene 
and decreased fluoride exposure.32,33 More recurrent 
caries is evident along the coronal surfaces from 
marginal breakdown or other failing restorative ma-
terials; fermentable carbohydrates can also collect 
around crowns, bridges, and implants, leading to 
carious lesions.34

Investigators have reported that periodontal dis-
ease occurs at a rapid pace for the LTOPs, often 
worsening with age.2,34-37 Twenty-three percent of 
the total older population has severe periodontal 
disease, with symptoms of inflamed, painful gingi-
val tissue, recession and mobility.38 Periodontal dis-
ease in the LTOP is a result of several factors includ-

ing: chronic diseases and disabilities, race, gender, 
medications, income and access to oral care prior to 
admittance.38,39

LTOPs with removable prosthetics are at an in-
creased risk of oral diseases and lesions, includ-
ing oral candidiasis and denture stomatitis result-
ing from Candida albicans.37,40,41 A cross-sectional 
study, with an average age of 85, aimed to inves-
tigate fungal infections on 233 denture wearing 
LTOPs.41 Swabs were performed on the participants’ 
buccal mucosa to determine the micro floral sta-
tus.41 Results demonstrated that oral candidiasis 
and higher oral yeast counts are commonly seen in 
the LTOP and are attributed to lack of daily denture 
cleaning.41

The LTOP is more susceptible to salivary changes 
and oral lesions because of a decrease in salivary 
gland function.32,42 Reports suggest that 15 to 30% 
of LTOPs experience xerostomia, most likely due to 
an average of eight daily prescribed medications 
(Table I).32,42 Research points to increased xero-
stomia leading to higher caries rates in the LTOP.32 
Xerostomia also gives way to dysphagia due to an 
adequate amount of salivary flow needed to help 
push the food towards the trachea.43

Between 15 to 60% of LTOPs may present with 
a nutritional deficiency due to medication side ef-
fects or an overall reduction in appetite.44,45 Loose 
dentures or decayed, broken and missing teeth can 
cause difficulty consuming nutritious food.44,45 Sev-
eral studies reported LTOPs with broken, missing 
and severely decayed teeth had a chief complaint of 
inability to masticate; the studies also found LTOPs 
to have poor-fitting dentures.45 In addition, 6 mil-
lion older patients are at risk for dysphagia.43 Dys-
phagia occurs often with increasing age due to the 
natural deterioration of the muscle mass and con-
nective tissue elasticity, resulting in loss of strength 
and range of motion.43 As a result, many LTOPs have 
dysphagia and often become malnourished due to 
the limited choices of food to provide nutrients.43

Physical disabilities from falls, deterioration of 
the body with age, arthritis, stroke, spinal cord in-
juries and blindness all affect oral hygiene capabili-
ties.23,30,31 Common cognitive disabilities in the LTOP 
such as dementia, stroke and Alzheimer’s disease 
make preventive oral care even more difficult.23,30,31 
Descriptive studies where RDHs examined oral hy-
giene and oral health status confirms LTOPs with 
both mental and physical disabilities were often 

• Anticholingergics 
• Antihypertensives 
• Diuretics

• Antidepressants 
• Analgesics 
• Cytotoxics

• Antihistamines 
• Sedatives/Tranquilizers 
• Antiparkinson Drugs

Table I: Common Medications for LTOP
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unable to care for the oral cavity without assis-
tance.23,30,31,40 Furthermore, it has been established, 
those LTOPs in severe stages of physical and mental 
disabilities had the worst oral hygiene; as the sys-
temic disease progressed their oral health deterio-
rated.23,30,31,40

Barriers to Oral Care

The Omnibus Budget Reconciliation Act of 1987 
(OBRA) addressed many concerns regarding care in 
LTCFs by establishing new standards better focused 
towards the LTOP’s quality of life. OBRA was also 
praised for establishing Minimum Data Sets (MDS) 
to be completed on all LTCFs requiring Medicare and 
Medicaid reimbursement.15,23 LTCFs are reimbursed 
by Medicaid and because Medicaid is an entitlement 
program, LTCFs must provide the specialized oral 
care to anyone eligible according to the Federal 
government.47 LTCFs must provide routine dental 
services and emergency dental services to the ex-
tent which they are covered under the state, ac-
cording to Medicaid.47 Dental bills that are not fully 
paid with Medicare may also be covered under an 
incurred medical expense, so that the LTCF can be 
reimbursed.48 In as many as 15 states, Medicaid 
will directly reimburse RDHs providing care to the 
LTOP.49

Nurses are required to complete sections K and 
L of the MDS that pertain directly to oral health.42 
These sections are supposed to trigger intervention, 
care planning, and improvements in oral health.42 
Still, there are numerous concerns about the qual-
ity of oral care received, since payroll for nurses 
tends to account for the biggest overhead and funds 
are limited.7 Limitations and restraints are also seen 
as few oral hygiene or health concerns are identi-
fied; the MDS simply records what services were 
completed and cannot effectively enforce suitable 
care to every patient.42 It has been shown that 
nurses can be dishonest about daily routines that 
have been carried out with the patient, including 
oral care.24 Furthermore, MDS scores are taken into 
account for an LTCFs overall evaluation, and poor 
marks could jeopardize the facility’s funding agen-
cies and regulation records.24 Since oral hygiene 
marks on the MDS score are not considered vital to 
the scoring process, an incomplete record of care 
often occurs.24

Multiple interviews with nursing staff have given 
the most insight as to why care of the oral cav-
ity is not given more emphasis in LTCFs (Table 
II).27,28,42,50 Many nurses found that oral hygiene 
was minimally covered in their education; only 1 
to 3% of the nursing workforce is trained in older 
adult oral care.27,28,42,50 The small amount of time 
spent learning about oral care for the LTOP made 
it seem less interesting and unimportant, with less 

than 30 minutes devoted to older adult care in nurs-
ing curricula, and even less time is spent in the CNA 
curricula.51 Also, nursing staff reported oral care as 
a challenge for fear of being bitten or forcing care 
upon the patient, especially those with mental im-
pairments.26-28 Some CNAs found caring for the oral 
cavity to be filthy, unnecessary and unimportant, 
particularly when cleaning dentures or partials.5,28 
CNAs that deemed oral hygiene an important part 
of the daily routine received little support from oth-
er health care staff at the LTCF.5,24,28 LTCFs are be-
coming overcrowded - adding oral hygiene care in 
conjunction with other needs can be difficult and 
overwhelming for the nursing staff.7,23,24,29,52 When 
providing an adequate number of staff and allow-
ing a moderate amount of time to complete the oral 
care routine, nurses not only found oral hygiene 
easier to perform, but also felt more responsible 
for providing these services to their patients.27,53-55 
Interprofessional collaboration between RDHs and 
nurses of all skill levels needs to be established. 
Forming a better relationship between health disci-
plines would allow the RDH to provide the LTCF nurs-
ing staff more assistance when it comes to treating 
the oral cavity of the LTOP. There are several gaps in 
the importance and recognition of proper care and 
the relationships between oral health and systemic 
health that an RDH could address.56

Inadequate funding can also greatly impact oral 
care for the LTOP. Nursing staff have reported they 
often cannot care for their patient’s oral cavity due 
to inadequate supplies.27,28,42 More often than not, 
the nursing staff is provided water instead of a flu-
oridated toothpaste, and foam swabs instead of a 
toothbrush, although it has been shown that LTOPs 
do not receive enough fluoride uptake and that foam 
swabs cannot effectively remove plaque.57 An inves-
tigational study identified 41 LTOPs who had reduc-
tions in gingival bleeding and plaque scores over 3 
weeks after receiving oral hygiene aids, while the 
nursing staff received oral health education from an 
RDH.28 The education for the nursing staff consisted 
of hands-on training in tooth brushing techniques 

Lack of professional supplies 
Lack of RDH interest in this population group
Long-term geriatric care is not made a priority in den-
tal, dental hygiene, or nursing schools 
Caregivers do not see oral hygiene as a priority
Caregivers do not recognize the importance of provid-
ing daily oral hygiene
Resident resistance to oral care

Table II: Reasons for the Lack Of Dental Hy-
giene Care In LTCF for the Older Adult Pa-
tient



Vol. 89 • No. 4 • August 2015 The Journal of Dental Hygiene 233

when using an electric tooth brush and chlorhexi-
dine gluconate 1% gel©.28

LTOPs have the right to refuse professional oral 
hygiene care (Table III).24,27,28,58 Questionnaires to 
nurses working in LTCFs revealed that often nurses 
felt confused and frustrated on proper protocol. The 
nurses had to make a choice: allow the LTOP to re-
fuse necessary treatment or force dental care upon 
a resistant LTOP.58 Research has argued that LTOPs 
may be reluctant to seek out dental care due to fi-
nancial restraints as many do not have dental insur-
ance and have limited personal funds.2,36,59,60 Other 
research describes some LTOPs not recognizing the 
severity of their self-care deficit and refusing to 
have help provided to them for the oral cavity.56 As 
many as 83% of LTOPs have health concerns such 
as sensory problems and intubation tubes, which 
limit their ability to keep their oral cavity healthy.56

RDHs face multiple barriers when it comes to pro-
viding increased access to care for the LTOP. Few 
states are improving the need to provide better ac-
cess to care for the LTOP. Only 45% of U.S. states 
and territories have legislative policies working to 
provide increased access to the LTOP.61 Currently, 
governing legislation allows a RDH to practice in 
an LTCF without direct supervision from a dentist 
in some states; however, what services are provid-
ed and requirements of the RDH vary (Table IV).62 
However, RDHs receive limited specialized educa-
tion towards working with the LTOP.63-66 Dental hy-
giene curricula vary by school programs, and often, 
students report not receiving enough education in 
treating the LTOP.63,64 Most instructive lessons and 
clinical education for dental hygiene students are 
focused on caring for the relatively healthy, mobile 
older adult patient; very few courses offer support 
focused on the LTOP.65 None of the over 500 resi-
dencies established by the American Dental Educa-
tion Association (ADEA) specialized in older adult 
training.2 The Commission on Dental Accreditation 
(CODA) requires dental hygiene students to work 
with the older adult population and community-
based programs; however, it is not mandated that 
they work in LTCFs.66 Adapting school curriculum 
is challenging due to limited program funding that 
must be shared among multiple subject matters 
and topics; however, faculty within dental hygiene 
schools need to demonstrate increased interest in 
regard to oral care for the LTOP.66

Recently, the advanced dental hygiene practitio-
ner was established in some states, allowing RDHs 
to provide access to care, since this model includes 
a broader range of duties that can be performed.67 
Furthermore, research shows that RDHs are more 
likely to volunteer based on their level of education, 
job satisfaction, membership in their professional 
organization, and sensitivity to underserved pa-

Discussion

With the first of the baby-boomers turning age 
65 recently, literature has begun to focus on what 
changes will be needed to accommodate this very 
large segment of the American population.1-3 Sev-
eral academic journals all recognize that LTOPs are 
at an increased risk from the lack of dental care pro-
vided when admitted into a LTCF.8,13-18,27-32 Systemic 
health conditions commonly found in LTOPs natural 
deterioration, slowing of the human body and vari-
ous medications all cause an increased need for oral 
care in LTOPs (Table I).32,42 Unfortunately, the LTOP 
themselves often do not recognize the importance of 
routine oral care and may refuse treatment for vari-
ous reasons (Table III).24,27,28,58 Despite health care 
providers attending to the LTOPs needs in a LTCF, 
literature has shown a void in collaboration between 
providers that could help reduce the lack of routine 
oral care.56,67 Attention needs to be brought to this 
matter in hopes that LTCFs could receive adequate 
funding to purchase oral hygiene aids, increase staff-
ing, and educate the staff, LTOPs, and family mem-
bers on the importance of routine oral care (Table 
II).27,28,42,50 RDHs could potentially save lives by pro-
viding routine oral prophylaxis to the LTOP; thus, 
reducing heavy levels of bacteria in the oral cavity. 
Based on what has been conferred about the lack of 
dental hygiene care and its relationship to the LTOP, 
the authors believe that the RDH could provide in-
creased access to care for LTOPs in LTCFs by doing 
the following:

1.	 Provide professional oral care to screen for carious 
lesions, fungal infections, oral lesions, periodon-
tal disease, and assess salivary function.8,13-18,27-32

2.	 Perform preventive measures to decrease the in-
cidence of carious lesions in the LTOP, through 
fluoride applications (varnish) and dental seal-
ants.

3.	 Perform non-surgical periodontal therapy. Treat 
an unresponsive periodontal pocket with the ad-
ministration of localized antimicrobials.

4.	 Provide education on topics such as nutritional 
counseling and side effects to commonly pre-

Table III: Common Reasons LTOPs Do Not 
Seek Out Dental Care 

Financial concern
LTCF are not equipped to provide dental treatment 
Perceive dental treatment is only necessary to eliminate 
pain
Perceive daily oral hygiene care as unimportant

tients.63 Until more direct access becomes available 
nationwide, many RDHs who are willing to work 
with the LTOP cannot do so, despite the huge need.
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Conclusionscribed medications to the LTOP. A LTOP can have 
their nutritional status evaluated with a Mini Nu-
tritional Assessment (MNA), a subjective assess-
ment of health and nutrition from a questionnaire 
pertaining to diet.22

5.	 Assess, incorporate and distribute oral hygiene 
aids better suited for LTOPs with limitations from 
physical disabilities to reduce high bacterial flora 
counts.

6.	 Provide oral care specialized educational courses 
for long-term older adult care providers.

7.	 Stay current with literature on best practice for 
older adults and oral health to keep LTCFs current 
through oral health education to staff involved in 
direct patient care.

8.	 Potentially decrease incidence of systemic health 
conditions by reducing overall bacterial floral 
counts intraorally.12,20-23

9.	 Advocate for interprofessional collaboration be-
tween RDHs, nursing staff, LTCF administrations 
and dentists (Table II).27,28,42,50,52

10.	Expose necessary radiographs to provide dental 
hygiene diagnoses of oral diseases that cannot 
be detected clinically.

11.	Assess the LTOP’s overall health, and refer to a 
necessary DDS or DMD when oral health may 
need further treatment beyond the scope of den-
tal hygiene practice.

12.	Advocate for specialized educational lectures and 
off-site clinical experiences in LTCFs within dental 
hygiene curriculum.65

13.	Research U.S. dental hygiene schools to deter-
mine what specialized education is currently be-
ing conducted for LTOPs.

14.	Advocate through state legislation to allow more 
states, over the current 33, to provide direct ac-
cess to care through integration of RDHs (Table 
IV).62

As LTOPs increase and inadequate oral care is 
recognized, opportunities for RDHs to become em-
ployed in the public health sector will increase.3 
Since retained teeth positively correlates with over-
all health, RDHs are needed within LTCFs. Adequate 
oral care for LTOPs and education to administration 
and nursing staff on the expected positive outcomes 
of dental hygiene interventions is critical.8,13-18,26-32 
Systemic health concerns commonly seen in the 
LTOP, with retained dentitions, are often correlated 
with poor oral care. RDHs can become better pre-
pared to work with the LTOP by taking continuing 
education courses specializing in geriatric dentistry, 
public health and institutional facilities. Also, RDHs 
are encouraged to stay current on legislative move-
ments to find out when more access to care is grant-
ed in the state in which they practice. In the near 
future, government legislation may allow RDHs to 
work independently in LTCFs nationwide. Employing 
RDHs within LTCFs would not only provide access to 
oral care for LTOPs, but would offer support to LTCF 
staff, who are currently unable to fully meet oral 
health needs in this growing population.
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Alaska Arizona Arkansas California Colorado
Connecticut Florida Idaho Iowa Kansas
Kentucky Maine Massachusetts Michigan Minnesota
Missouri Montana Nebraska New Hampshire New Mexico
New York Nevada Ohio Oklahoma Oregon

Pennsylvania South Carolina South Dakota Texas Virginia
Washington W. Virginia Wisconsin - -

Table IV: States with Direct Access to Care for the Dental Hygienist to work in LTCFs
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