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Overview
The United States (US) is experiencing dramatic 
demographic change. For the first time in history, 
there are more Americans over the age of 60 
than under the age of 10. This transition in the 
age composition of the population is affecting all 
Americans, especially those employed in health 
care. According to the U.S. Administration on 
Aging (AoA), in 2014 14.5% of the US population 
was age 65 or older, and this proportion is 
projected to reach 21.7% by 2040.

This online continuing education course will 
explore the demographic and socioeconomic 
profiles of older adults and review the clinical 
challenges encountered in their oral health 
management, including:
• patient management and communication 

strategies;
• assessment of non-dental risk factors for oral 

disease;
• oral assessment and common oral problems;
• clinical findings affecting management of 

older adults; and
• oral disease prevention recommendations 

for dentate and edentulous older adults.

Learning Objectives
Upon completion of this course, the dental 
professional should be able to:
• Describe the demographics of older adults.
• List the oral risk factors for dental disease 

typically impacting older adults.
• Summarize the communication skills 

required for working with older adults.
• Outline other risk factors for oral disease in 

older adults.
• Discuss the primary causes of xerostomia in 

older adults.
• Identify clinical findings in older adults that 

are likely to require attention in the course of 
their clinical care.

• Describe possible modifications to customary 
prevention approaches that may be of 
importance in the older patient.

• Explain the in-office maintenance techniques 
for intraoral prostheses.

• Discuss the appropriate home-care 
techniques for oral prostheses.

Background
Dental practices, and the dentists, dental 
hygienists and dental assistants working in 
them, are encountering patients ages 65+ at an 
unprecedented rate. The older patients coming in 
for dental care are different from earlier cohorts 
of older patients. On average, they are healthier, 
have fewer functional limitations and have a 
greater capacity to maintain their dentitions.

Demographics
The older adult population (defined as those 
age 65 years and older) is the fastest growing 
age segment in the US. Older patients present 
unique challenges and opportunities to 
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dentistry. Most oral health professionals have 
already and will continue to have increased 
contact with older adults in their practices.

The U.S. Bureau of Census reported 4.1% of the 
US population was age 65 years or older at the 
turn of the 20th century, accounting for roughly 
about 3.2 million of the 76 million persons 
in the U.S. In 2010, there were more than 40 
million older Americans, representing nearly 
13% of the population. The Census Bureau 
projects that over 20% of American adults will 
be age 65 or over by the year 2040.

The increase in the age 65+ population has 
occurred most steeply among the “oldest old” or 
persons ages 85 and older. For instance, from 
the beginning of the 20th century to the present, 
the size of the 65-74 age group increased by 
800%, but the number of Americans age 85 
years and above has increased by 2500% over 
the same period. The growing number of older 
adults reflects increasing life expectancy in 
recent generations, or the number of years 
one can expect to live. Rising life expectancies 
reflect two main factors. First, infant and child 

mortality rates have dropped precipitously, 
thus more people are surviving until adulthood. 
Second, adults are surviving until old age, and 
often late old age, due to advances in public 
health, medical technology, and access to 
medical care. Currently there are over 6 million 
Americans aged 85 years and older; the number 
of Americans aged 100 or older is projected to 
reach 1/2 million by 2040.

Demographic and Socioeconomic 
Considerations
At all ages, life expectancy is greater for women 
than for men. Women outlive men by 5 to 7 
years, contributing to a “gender gap” within 
the elderly population and greater numbers of 
older women than men. Women will account 
for more than 23.2 million of the 40.2 million 
American adults age 65 years and older in 2010; 
and are expected to exceed 40.1 million of the 
71.4 million American elderly by 2030. Women 
also are more likely than men to live to very 
advanced ages (e.g., age 85 and above); in 2010, 
there were roughly 4.2 million American women 
age 85 and over but only 1.9 million men of that 
age. By 2030 the numbers will have grown to 

Projected population growth 65+.
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Dental Expectations Among Today’s 
Older Adults
Dental health status of older Americans changed 
dramatically during the second half of the 20th 
century. The proportion of the older population 
that is edentulous (i.e., lacking their natural 
teeth) declined from about two-thirds in 1957 to 
less than one-fifth today. Caring for the dental 
needs of older patients no longer automatically 
means making complete dentures.

An increase in the number of retained teeth has 
significant implications for preventive and primary 
oral health service needs. Nearly twice as many 
teeth are projected to be at risk for dental disease 
in 2030 as were in 1972. This shift is due to both 
a decrease in the number of teeth lost to disease 
as well as an increase in the size of the older 
population. The largest increase in retained teeth 
is among individuals over the age of 45. Future 
cohorts of older adults will increasingly expect to 
maintain their teeth and be more likely to seek 
dental services throughout their lives.

Older adults today are more likely to have 
graduated high school and college than 
previous generations. Greater educational 

6.3 million and 3.3 million, respectively. In other 
words, among the oldest old, there are roughly 
2 women per every one man.

This gender gap in life expectancy is one 
reason why women are more likely than men 
to lose their spouse to death. The gender gap 
in widowhood is compounded by the fact that 
women typically marry men 2-3 years older than 
themselves. As a result of the gender gap in life 
expectancy and widowhood, older women are 
much more likely than older men to live alone.

Advanced age and living alone greatly increase 
the risk for nursing home placement. When the 
daily care needs of a person exceed the level of 
support available at home, a nursing home may 
be a dependent person’s only option. Yet contrary 
to popular belief, most older adults, even those in 
their 80s, live in their own homes or apartments, 
with only a small minority living in long-term care 
facilities. According to the U.S. Census, slightly 
over 5% of persons age 65+ live in nursing homes 
or assisted living facilities, although this rate 
increases steadily with age, with rates of 1.4% 
among those 65-74, 24.5% among those 85+, and 
almost 50% among those ages 95+.

Growth of both the 65+ and 85+ populations.
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Communication is a two-way process. Many 
times questions of a patient’s history, family, 
or likes/dislikes are appreciated. Being a 
patient listener is a critical skill to develop for 
communicating with any individual, regardless of 
age–and can be particularly important in dealing 
with the older adult. Remember that he or she is 
a person first and a patient second. Individuality 
should be explored and nurtured. In that way 
treatment can be more easily customized. 
Inquiring about past hobbies or areas of interest 
can open the door for the older adult to share 
part of his or her life. Though difficult to always 
remember, effort must be made to realize–
especially with frail patients–they have not 
always been as they appear now.

Commonly an older person may be 
accompanied to a health provider’s office 
by another adult, such as an adult child, 
spouse, friend, or home duty nurse. Even if 
this “caregiver” answers questions that were 
directed to the patient, it is essential the 
health provider continue to direct inquiries 
and comments to the patient. Failing to do so 
is to treat the patient as an object. It is natural 
to converse with the person who is closer to 
one’s age or who is seemingly more responsive, 
but it is the professional’s responsibility to 
demonstrate throughout the interview that 
s/he knows who the patient is and that the 
patient is the focus of the clinical efforts.

attainment leads to increased health knowledge, 
greater use of preventive services, and healthier 
lifestyles.

Clinical Management of the Older 
Dental Patient
The clinical care of adults of any age begins 
with their first contact at the dental office. 
Communicating with older adults, one needs 
to consider changes in their hearing ability and 
a heightened need for sensitivity to a range of 
individual differences. A positive first impression 
of the office from a pleasant interchange in 
scheduling the first appointment needs to be 
reinforced with a thorough but personal gathering 
of medical history and oral assessment at the first 
appointment. Special attention needs to be paid 
to identifying the aspects of one’s history that are 
likely to impact on the older person’s oral health 
and ability to maintain it. Because of the wide 
range of factors that threaten the maintenance  
of oral health with increasing age, the dental team 
needs to develop an approach to prevention 
specific for each patient.

Communication with the Older Adult
An important element in effectively 
developing an awareness of oral prevention 
is communication skills. Communication with 
the older adult can be a rewarding, enriching 
experience, especially when certain principles of 
adult learning are used.

Educational attainment of the population age 65 and over, selected years, 1965-2015.
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Addressing an older adult by his or her 
surname, such as Mr. or Mrs. Doe, provides an 
atmosphere of respect. If the patient prefers 
to be called by a first name or nickname, it is 
best to let him/her initiate that change. A useful 
approach is for this preference to be noted on 
the patient’s chart. It is not appropropriate to 
engage in a conversational style that experts 
refer to as “elder speak,” or infantilizing language 
used in a misguided attempt to put a patient at 
ease. Well-intended comments like, “hello young 
lady” when greeting an 80-year-old patient, using 
a high-pitched sing-song voice as if speaking to 
a child, or speaking excessively loudly or slowly 
convey the message that you view your patient 
as a child rather than an equal.

Significant loss of hearing ability, which is 
seen in approximately 25% of older patients, 
or difficulty hearing higher pitched sounds 
(presbycusis) can be compensated for by:
• Lowering the pitch of the speaking voice and 

speaking more slowly and distinctly - not by 
talking louder.

• Allowing the person to observe your lips 
while speaking.

• Minimizing the music level or other 
background noise within earshot of the 
treatment area.

It is always helpful to maintain eye contact 
when communicating with a hearing impaired 
older patient. Exaggerating hand movements 
and facial movements can help convey 
messages. Allowing time for the patient to 
respond will increase communication.

Communication with visually impaired persons 
can be helped by making word pictures to help 
the patient visualize the spoken word. Large print 
materials are also available for patient education.

Scheduling the Appointment
Patients who are retired from paid employment 
or are now in alternative living situations may 
have ample time to visit. For socially isolated 
elders, a visit to the dental professional may be 
the only recent social contact that person has 
with the outside world. Thorough explanations 
of equipment and procedures takes time away 
from performing actual procedures and should 
be anticipated in scheduling each visit.

Yet other retired individuals may maintain very 
full schedules, often including caregiving, and 
not have time for non-essential conversations. 
In appointment scheduling staff needs to be 
sensitive to the variety of needs presented by 
older adults.

Assessment
Many factors influence the oral health of the 
older patient. For this reason, the assessment 
phase of the appointment is crucial to 
successful treatment.

At the initial appointment, the history should 
be obtained in a comfortable, quiet setting free 
from loud background music or sounds. Do 
not hurry or present a long series of questions. 
Treating the patient with courtesy and respect 
will increase patient trust and contribute to 
obtaining an accurate history.

Some older adults may need extra time to 
process and respond to questions. Rushing 
through a medical/dental/social history will 
not only prove frustrating but may produce 
incomplete or inaccurate answers to needed 
information.

Medical History Considerations
The prevalence of chronic diseases increases 
with age. In addition to the usual medical data 
gathered, specific questions pertaining to signs 
and symptoms of disease assume increasing 
importance as not every patient knows the 
technical terms for all of their diseases.

Recent national data indicates over 60% of 
individuals 65 and older will be hypertensive 
and about 30% will have a history of heart 
conditions. We also see very high prevalence 
rates for arthritis (48%), hearing and visual 
disorders (35% and 14%, respectively), 
and diabetes (20%). Renal and pulmonary 
functioning often are also compromised.

Because the medications prescribed for many 
chronic physical illnesses can produce a variety 
of oral side effects and have potential impact 
on dental treatment, it is important to have a 
thorough record of both prescription and over-
the-counter medications taken.
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Dental Management Considerations
Additional important information can be 
determined by direct questioning and by 
observation.
• How will the patient get to his or her 

appointment? If s/he can no longer drive, 
does s/he have access to private or public 
transportation?

• What time of day is best suited to the 
patient’s visits?

• Is there a “caregiver” (someone who makes 
it possible for the patient to remain living at 
home, even though the patient is no longer 
fully independent due to disability)?

• What oral hygiene procedures does the 
patient need assistance with, if any?

• What physical impairments, if any, prevent 
or complicate optimal oral hygiene?

• Is the patient taking medications or a 
combination of medicines that have oral side 
effects?

• Is the patient’s nutritional status adequate?
• Can this patient tolerate a supine position or 

any seating position for an extended period?

Clinical Dental Challenges
Understanding the clinical challenges presented 
by older adults and the risk factors that 
contribute to their oral problems is vital to 
appropriate treatment planning.

Older adult patients experience a full range 
of oral diseases and conditions. There are, 
however, oral conditions that occur more 
often in the elderly or that have particular 
significance or a unique range of presentations 
in this age group.

Common Oral Problems in the Older 
Adult

Xerostomia
Xerostomia (the perception of absent or a 
reduced volume of saliva) is a potentially 
serious risk factor for oral disease.

The complaint of xerostomia means the 
physical properties of saliva are altered, and 
this usually indicates the protective functions of 
this critical oral fluid may be lost or diminished.

The causes of xerostomia vary. In older adults 
common causes include the following:
• Drug side effect/interaction
• Systemic disease
• History of therapeutic irradiation to the 

head and neck (e.g., for cancer)
• Salivary gland disease

In developing the differential diagnosis for 
xerostomia it is important to identify the etiology 
in order to plan management of the condition.

Dry mouth in a patient can result in:
• Decreased remineralizing ability
• Diminished pH (increased intraoral acidity) 

and buffering capacity
• Lowered antimicrobial properties that can 

contribute to the increased development of 
caries

• Increased retention of oral debris
• Complaints of bad breath/bad taste in the 

mouth
• Diminished lubrication of hard and soft 

tissues
• Chewing and swallowing complaints
• Difficulty with denture use

Strategies for Addressing Xerostomia
Most commonly, xerostomia in older adults 
is medication-related. Polypharmacy---use of 
multiple medications---may be due to a patient 
seeing multiple prescribers, or may be related to 
a “prescribing cascade,” when more medications 
are given to address the side effects of other 
medications. In these cases, it may be helpful 
for the patient to talk with their primary care 
provider, often a geriatrician, about their dry 
mouth. Raising awareness of this problem may 
encourage changes in medication, or reduction 

Side-effects of medications may require 
evaluation.



8

Crest® + Oral-B®
 at dentalcare.com | The trusted resource for dental professionals

or elimination of some drugs, which may have 
less side effects while still providing health 
benefit.

When medications are not possible, the dental 
team can make recommendations for oral comfort.
• Adequate hydration- consuming adequate 

amounts of water is important for good 
health and the necessary moist environment 
for the mouth, nose and throat. The Institute 
of Medicine determined an adequate intake 
(AI) for men is roughly about 13 cups (3 
liters) of total beverages a day. The AI for 
women is about 9 cups (2.2 liters) of total 
beverages a day.

• Adequate humidification of the home is 
important, especially during the winter 
months. This may be done as an adjunct to 
the heating system or with an independent 
humidifier.

• Moisturizers can be applied to the lips and 
oral mucosa. Creams or balms with lanolin 
can be helpful for dry lips, and gels (Biotene 
Oral Balance) can be applied to the oral 
mucosa prior to sleep.

• Moisturizing mouth sprays are available from 
a number of companies, including Biotene, 
Oasis, XClear and others. Some include 
xylitol, which is noncariogenic. Patients truly 

differ in terms of preference of taste and 
feel, and some prefer to carry a small spray 
bottle filled with water.

• Several companies provide lozenges for dry 
mouth (Salese, MedActive, other) which are 
intended to provide longer lasting comfort.

• Sialogogues are typically drugs intended to 
encourage parasympathetic nervous system 
activity and increase salivation. They are 
indicated more for xerostomia not caused by 
medications, such as radiation therapy of the 
autoimmune condition Sjogrens syndrome.

Recurrent Caries
Today’s routine preventive measures were not in 
place when most older individuals were younger. 
By the time a dentate patient is seventy years of 
age, s/he will likely have numerous restorations. 
A virtual history of dentistry may exist in some 
mouths, replete with diverse filling materials and 
a full array of fixed and removable prostheses. 
Failing restorations are the primary source of 
dental decay among older adults.

As teeth age, they change. Pulp spaces shrink 
and the pulps contain less and less sensitive, 
nerve tissue, resulting in minimal dentinal and 
pulpal sensitivity. This can lead to advanced oral 
pathology that is asymptomatic. The impact of 

Prevention is a relatively new term.

Exposed roots often present an oral 
hygiene problem.

Limited access increases plaque retention.

Low pulpal response can lead to 
advanced pathology without pain.
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this process is accelerated by caries and the 
placement of dental restorations. For these 
reasons, it is uncommon for an elderly patient 
to complain of a toothache. More commonly 
reported are soft tissue complaints (e.g., a 
tongue laceration from the sharp edge of a 
broken tooth or a denture ulceration).

Periodontal Disease
Research indicates that early adulthood and 
midlife, not old age, are the most active times 
for periodontitis. The older adult may present 
with limited active periodontal disease and 
generally can be effectively managed through a 
conservative (non-surgical) approach. The greater 
concern posed by periodontal disease in the older 
patient is that a full lifetime’s prior attachment 
destruction due to the disease has a high 
likelihood for exposing root surfaces throughout 
the mouth. These are prone to trapping debris 
and plaque because of their greater roughness 
and because of the gingival embrasures that are 
created by a loss of soft tissue.

Root Surface Caries
Exposed root surfaces are more irregular and 
porous and, therefore, more plaque-retentive 
than enamel. These surfaces are higher in 
organic content and more susceptible to 
dental decay. Topical fluorides of 5000 ppm 
(part per million) concentration are effective at 
aiding remineralization and enhancing caries 
resistance by increasing the fluoride content of 
surface hard tissue.

Oral Hygiene Difficulty
Older patients may have difficulty in removing 
plaque due to interproximal and furcal 
concavities, open gingival embrasures, and use 
of fixed and removable prostheses. In addition 
to anatomical barriers to plaque removal, some 
older patients may not be able to tell whether 
the mouth is clean.

Oral stereognosis - the ability to manipulate 
and identify objects and textures in the mouth -  
may be compromised in advanced age and 
is certainly diminished by xerostomia and/or 
denture use. This contributes further to food 
retention and promotes oral disease. Patients 
should perform oral care procedures and oral 
self exams more frequently; more frequent 
recall visits may be advisable as well.

Other Oral Findings that may Impact 
the Dental Hygiene Plan of Care

Hard Tissue Changes

Abrasion
Abrasion at the neck of the tooth may be the result 
of long-term use of a hard bristle toothbrush or a 
lifetime of excessive force during brushing.

Abfraction
Abfraction lesions are also non-carious and typical 
appear as angulated notches at the gingival margin 
of premolars. Their origin and management 
remain controversial and may be restored to 
prevent progression.

Image courtesy of Howard E. Strassler. DMD, 
FADM, FAGD

Attrition
The teeth of older patients frequently show 
signs of extreme wear. This may be due to 
the long-term effects of diet, occupational 
factors, lack of replacement of missing teeth, or 
bruxism. Incisal or cuspal fractures or chipping 
may be noted. Severely worn teeth are often 
food impaction sites and may be associated 
with localized sites of interproximal bone loss.
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Soft Tissue Findings
Soft tissue changes in the oral cavity can be a 
source of discomfort and may discourage full 
compliance with a daily hygiene regimen.

Angular Cheilitis
Angular cheilitis appears as a horizontal fissuring 
at the commissure of the lips. It can be caused 
by candida, other organisms, or by a nutritional 
deficiency. Angular cheilitis may also be a result 
of a decrease in vertical dimension of occlusion. 
While angular cheilitis is not an age-related 
change, it is often noted in elderly patients and 
usually makes it uncomfortable for the patient 
to open their mouth fully and for extended 
periods of time. Dentists may prescribe or 
recommend application of anti-fungal ointment 
to treat angular cheilitis; however, due to normal 
aging of skin and changes in the immune 
system, topical medications will take up to twice 
as long to be effective.

Lip Tone
Loss of elasticity can be noted around the 
mouth opening. Dehydration can also result 
in dry lips and a “purse-string” appearance. 
Retraction during exam and treatment 
procedures may be more difficult and may 
produce patient discomfort. Gentleness during 
retraction, a lubricant applied to the lips, and 
encouraging the patient to stop opening short 
of the maximum all may be helpful.

Normal Lips         Pursed Lips

Optimizing Home Care
It is because of the wide range of oral 
conditions commonly encountered in the 
elderly that the dental hygienist and dental 
assistant need to identify and suggest the mix 
of oral care products that will be most useful 
for each individual.

Intra-oral status may be influenced by many 
non-dental factors, such as:
• Impaired arm and hand range of motion and 

dexterity
• Impaired vision
• Chronic diseases

It is important to realize the factors affecting 
oral hygiene may not remain constant. The 
hygienist and dental assistant may notice 
periods of moderately good oral hygiene 
and periods when oral hygiene is completely 
neglected. The latter is most likely to occur 
during bouts of illness or hospitalization.

In light of the dental and non-dental factors 
that affect oral care, efforts must be made to 
establish an acceptable plaque removal routine 
that is customized for each patient. There are 
several oral hygiene adjuncts that can yield 
greater patient compliance and effectiveness 
with oral hygiene care. Adjunct concepts to 
consider are as follows:
• Modification of the toothbrush
• Use of additional interproximal cleaners
• Chemotherapeutic rinses
• Cleaning of prostheses and proper use of 

adhesive

Modification of Toothbrush
The manual brush can be modified to suit 
the hands of patients who can no longer grip 
and manipulate an object with a small handle. 
Various materials can be used, from foam wrap 
to a bicycle handle grip. Toothbrushes, such as 
the Crest® Complete, Crest Clean Expressions, 
and Crest Triple Effect and have been designed 
to clean effectively between teeth.

Manufacturers have recognized the needs of 
older adults in many ways, including increasing 
the availability of toothbrushes with broaders 
handles.The two-material grip on the handle 
may also prove beneficial for the patient with 
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compromised dexterity and limited range of 
shoulder motion.

Electric toothbrushes are often easier to grip 
and may be more effective for a patient affected 
by arthritis. Electric toothbrush handles also can 
be modified with a variety of materials to best 
suit the needs of a patient.

Use of Additional Interproximal Cleaners
Interproximal cleaning aids are important for 
successful plaque removal.

Interproximal cleaners or other appliances 
that reach more of the proximal surfaces are 
vitally important to the successful oral hygiene 
treatment plan. Interproximal brushes, available 
in various sizes and shapes depending on contour 
or access needs, are effective to clean around 
complex restorative work seen in older adults.

Access will dictate which type of aid to recommend; 
several newer brush styles can improve 
interproximal cleaning. Again, the treatment plan 
must be customized to suit individual need.

Adjuncts
The use of fluoride and antimicrobial products 
should be considered as part of the treatment 
options for the older patient.

The use of a sodium fluoride dentifrice is 
imperative in light of the prevalence of root 
caries in the older adult. Studies indicate 
patients over the age of 50 can expect, on 
average, one new surface of root caries every 
year. Clinical trials have demonstrated the 

value of sodium fluoride as a preventive agent 
against root caries and as a remineralization 
agent for incipient root caries.

Prescription higher concentrated fluoride gels, 
for example 1.1% sodium fluoride, has shown 
increased effectiveness in remineralization of 
root caries. Studies by Barsan et al. showed 
conversion from soft to leathery, and from 
leathery to hard, occurs more frequently with a 
5000 ppm fluoride compared with conventional 
1100 ppm. Educating our medical and nursing 
colleagues at all levels to refer at-risk individuals 
who may need higher concentrated fluoride is 
an important goal for the dental team.

Chemotherapeutic Agents
Chemotherapeutic agents such as Peridex® 
(0.12% chlorhexidine gluconate) can be used 
as part of a professional program for the 

Modification of oral hygiene aids 
may be necessary.

Modification of electric devices 
may be necessary.

Toothbrushes can improve proximal cleaning.

Fluoride
Fluoride formulation penetrates the tooth to 
help fight cavities, strengthen weak spots, and 
reverse the early stage of tooth decay.
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treatment of gingivitis. Adherence to product 
usage is important, as is the monitoring of the 
patient. Studies have reported a decrease in 
the redness and swelling of the gingiva and of 
gingival bleeding on probing.

Maintenance of Prostheses
Patients who present with complete or removable 
prostheses may be unaware of product advances 
that have been introduced since they first 
received their denture that could increase the 
function, stability, and comfort of the prostheses.

Care of the Prosthetic Appliance
Prosthetic-bearing tissues should be allowed 
to rest daily by having the dentures removed 
and left out of the mouth. Although this is often 
most conveniently achieved by removal of the 
appliance during sleep, some patients resist 
this approach for a variety of reasons. Patients 
who wish to allow their dentures to remain in 
their mouth during sleep should be advised 
to remove their dentures for a minimum of 4 
hours a day at a time that is more convenient.

Dentures should be rinsed or brushed after each 
meal with a denture brush. Daily soaking in a 
commercial denture cleaner is recommended. 
Commercially available battery-operated ultrasonic 
denture cleaning units also can be used.

After soaking a denture in a commercial 
cleaning agent, it is important to rinse the 
prostheses thoroughly to avoid the chance of 
chemical burns to oral tissues.

Denture Adhesive
Use of denture adhesives was once viewed 
negatively by the dental profession. Improved 
products and an evidence base that establishes 
no tissue damage and objectively improved 
function when the product is used appropriately 
have affirmed these products are safe and 
useful adjuncts for care. As denture adhesive 
protocols emerge that support the use of dental 
adhesives to increase stability, retention, and 
patient satisfaction, all dental professionals 
should become familiar with the proper use and 
benefits of these products.

Due to advances in cohesive and adhesive 
properties of denture adhesives, today’s 

products have been shown to increase bite 
force, improve denture retention, stability, and 
security. Denture adhesives are not a substitute 
for a well-constructed denture and should only 
be used on the advice, recommendation, and 
regular re-evaluation of a dentist.

Denture adhesive enhances retention, stability, 
and function in all patients. It may be an 
indispensable adjunct for certain groups of 
patients, including those who experience or 
have experienced:
• Xerostomia
• Neurological problems
• Severely compromised intra-oral morphology
• Maxillofacial resection

Patients making excessive facial-muscular 
demands, such as public speakers, musicians, 
etc., can also benefit from the use of a denture 
adhesive.

Denture adhesive should NOT be used in:
• Ill-fitting dentures
• Dentures not recently evaluated by a dentist
• Situations when a known allergy exists to 

any product ingredient

Complete instruction on the use of denture 
adhesive for a patent needs to include:
• Suggested product choice and what the 

reasons are for the recommendation
• Amount to use (minimal)
• Care of oral tissues (periodic removal of the 

prosthesis)
• Care of the prosthodontic appliance 

(thorough cleaning and removal of all 
remaining adhesive after each use)

Evaluation of the prosthodontic bearing 
tissues is as important as the evaluation of the 
dentition. Regular recall also should be stressed.

Evaluation should also include checking for an 
identification label on the patient’s appliance.

The dentures of residents in a long-term care 
facility should always be clearly marked for 
identification. Dentures that are handled by 
direct care workers can be easily mixed up 
or misplaced. Identification through the use 
of name, initials, or numbers on a hidden 
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surface (such as the distobuccal or tissue 
surface) will facilitate prompt return in case 
of a mishap. This type of identification would 
also prove useful in case of hospitalization. 
These markings can be made in the dental 
lab during the fabrication of a new denture or 
applied to an existing denture with a variety of 
simple techniques. Some states have passed 
laws making denture identification mandatory. 
In cases where sending to the lab for labeling 
is not practical, the simple technique of using 
sandpaper to roughen a 1 inch by ¼ inch area 
of the denture, followed by writing the name in 
pencil and covering with clear fingernail polish 
and allowing to dry works well.

In-office Cleaning Procedure

Step 1:
Office care of prostheses can include an 
ultrasonic cleaning with tartar and stain 
remover. Start by placing the prosthesis and 
cleaner in a container, such as a beaker or a 
small self-sealing, plastic bag.

Step 2:
Then the container is placed in the ultrasonic 
chamber, which in turn is filled with water or 
general purpose cleaner. The unit is then run 
according to the manufacturer’s directions.

Step 3:
Thorough rinsing is the next step. Check that 
the prosthesis is free of debris, calculus, and 
stain. Remove any remaining deposits with a 
hand scaler.

Use of a mouthwash after the procedure can 
help to freshen the patient’s breath.

Conclusion
Dental professionals have a tremendous 
opportunity to improve the oral health of all 
patients. The growing number of older patients 
coming to dental practices presents the 
profession with unique challenges in patient 
assessment, communication, and treatment 
planning for oral hygiene care.

Treatment needs of the older adult present 
the dental hygienist and dental assistant with 
the opportunity to focus special assessment, 
communication, and treatment-planning skills 
on a diverse, deserving, and grateful population.

The older adult: An opportunity 
to impact oral health.
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Course Test Preview
To receive Continuing Education credit for this course, you must complete the online test.  Please  
go to: www.dentalcare.com/en-us/professional-education/ce-courses/ce568/start-test

1. The proportion of those over age 65 in the United States today is about __________.
a. 11%
b. 21%
c. 28%
d. 15%

2. The rate of edentulism in the elderly is declining in the United States.
a. True
b. False

3. One reason for the heavily restored dentition of older adults is a result of __________.
a. unsophisticated restorative procedures historically
b. lack of preventive measures during their youth
c. poor physical coordination
d. All of the above.

4. Periodontally, older adults display __________.
a. deep pocketing without attachment loss
b. both deep pocketing and attachment loss
c. a lifetime’s accumulated attachment loss, resulting in root exposure
d. minimal periodontal involvement

5. Factors that make the presence of caries less obvious in older adults include:
a. Teeth become more insensitive with increased age.
b. Many geriatric carious lesions are on root surfaces.
c. Most elderly refuse to have radiographs taken.
d. All of the above.
e. A and B only are true.

6. Functions of saliva include __________.
a. lubrication
b. remineralization
c. antimicrobial activities
d. All of the above.

7. The most common cause of xerostomia in older adults is __________.
a. thyroid disease
b. pharmacological inhibition
c. diabetes
d. advanced age

8. The most common chronic disease found in the older adult population is __________.
a. renal dysfunction
b. arthritis
c. visual disorders
d. diabetes

https://www.dentalcare.com/en-us/professional-education/ce-courses/ce568/start-test
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9. Diminished intra-oral sensitivity likely plays no role in poor oral hygiene in older 
persons.
a. True
b. False

10. Factors outside the oral cavity that place the elderly at greater risk for dental problems 
include __________.
a. compromised range of hand, arm, and shoulder motion
b. impaired vision
c. chronic disease
d. All of the above.

11. Assessment of older adults should include __________.
a. nutrition
b. transportation
c. general health
d. all aspects of their life with a special emphasis on areas that may pose limitations
e. All of the above.

12. Raising the voice volume is the recommended strategy to enhance communication with 
the hard-of-hearing individual.
a. True
b. False

13. Exaggerated hand motions and facial expressions may help in maintaining 
communications with an older adult whose visual acuity has diminished.
a. True
b. False

14. Studies have documented that many people over age 65 do not use a fluoridated 
dentifrice.
a. True
b. False

15. The aspect of dental disease that places older adults in need of fluoride is __________.
a. root caries
b. xerostomia
c. recurrent caries
d. angular cheilitis
e. All except D.

16. A chemotherapeutic agent proven beneficial for managing gingivitis in the geriatric 
population is __________.
a. alcohol
b. peroxide
c. chlorhexidine gluconate 0.12%
d. phenol

17. The use of a denture adhesive has a positive effect on denture retention and biteforce.
a. True
b. False
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18. If a patient is accompanied to the office by a caregiver, all patient education and 
discussion should be directed to the caregiver.
a. True
b. False
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