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Oral health promotion for our ageing Australian population

JM Chalmers*

Abstract

The ageing Australian population living in the new
millennium has dental needs that are very different
and more complex than those experienced by
previous older adult cohorts during the twentieth
century. A summary of the oral health status of older
Australians is presented, together with a review of
the important relationships between general health
and oral health. The key to maintaining and
improving older adults’ oral health status is the use
of oral health promotion strategies that focus not
only on dental characteristics, but also on the life
characteristics of older adults, and on their quality
of life issues. Traditionally, there has been very
limited geriatric oral health promotion, with several
myths contributing to this situation. Contemporary
geriatric oral health promotion in the new millenium
has an evidence-based and planned approach. It
encompasses not only the treatment of oral diseases
and conditions, but has an increased focus on the
prevention of oral diseases and conditions to
enhance oral health status and older adults’ quality
of life. Using the Ottawa Charter and a functional
dependence classification, a geriatric oral health
promotion matrix is presented, using a specific
example of Australian residential care.
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INTRODUCTION

The ageing Australian population living in the new
millennium has dental needs that are very different and
more complex than those experienced by previous
older adult cohorts during the twentieth century. Older
Australians are now retaining more of their natural
teeth and have greatly reduced rates of edentulism
(total tooth loss)."? The complexity of older adults’ oral
health status is reflected in knowledge of oral disease
trends and their risk status for these oral diseases (Fig 1).?
There are many characteristics in older adults’ lives that
are related to their oral health status — including their
general health, social support, behaviour/communication
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abilities, dental experiences, and oral hygiene care
activities. For example, older adults with dementia may
exhibit behavioural problems linked to their experience
of dental pain and oral diseases.** Also, high levels of
coronal and root caries have been evidenced in
burdened and depressed carers of older adults with
dementia, in addition to older adults with swallowing
problems, nutritional problems, and those taking
neuroleptic medications with high anticholinergic
adverse effects.’* Distinctive groups of barriers to the
organization and provision of dental care for
institutionalized older adults have been identified such
as difficulties with residents’ deteriorating health,
cognitive and functional status, and the unique
dynamics of the residential care environment and its
staff.” Indeed, evidence is growing to support links
between oral health and general health; these links
include periodontal diseases and cardiovascular
diseases and also plaque accumulation over time on
natural teeth and dentures and aspiration pneumonia.®*

Oral diseases and conditions can have social impacts
on quality of life, including comfort, eating, pain, and
appearance, and are related to dentate status. More
social impacts such as avoidance of eating certain
foods, problems with speech, food catching in the
mouth, avoidance of smiling, and oral pain have been
reported more frequently in edentulous versus dentate
older Australians.” Older adults need to eat and talk
comfortably, to feel happy with their appearance, to
stay pain free, to maintain self-esteem, and to maintain
habits/standards of hygiene and care that they have had
throughout their lives."

In turn, social impacts can have an ongoing effect on
other aspects of older adults lives, such as their general
health, oral health, social support and communication
abilities. Thus, the key to maintaining and improving
older adults’ oral health status is the use of oral health
promotion strategies that focus not only on dental
characteristics, but also on the life characteristics of
older adults, and on their quality of life issues. This
article will briefly review oral diseases in older
Australians and the relationships between general
health and oral health, before describing traditional
and contemporary geriatric oral health promotion
strategies for our older Australian population.
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Fig 1. Older adults’ oral health status — influences, social impacts and
the role of oral health promotion.’

Oral diseases in older Australians

Edentulism rates in Australia are decreasing more
rapidly than projected, especially in the oldest age
groups (Fig 2). In the 1970s, more than 80 per cent of
Australians aged 75+ were edentulous.! By the 1990s,
this figure had reduced to 41 per cent.? Since the 1970s,
edentulism rates for nursing home residents have
decreased from 90 to 66 per cent in Adelaide.’*!
Institutionalized older South Australians in the 1980s
had a mean of eight teeth." This number had increased
to 11.9 teeth by 1998." As they have aged, many older
Australians have experienced moderate to high levels of
oral diseases and conditions (such as dental caries,
periodontal diseases and oral mucosal lesions). In the
South Australian Dental Longitudinal Study, generally
healthy and functionally independent community-
dwelling older adults had a periodontal status similar
to that reported in other international studies, with the
majority of older adults experiencing mild to moderate
periodontal loss-of-attachment and gingivitis, and a
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Fig 2. Edentulism model — projections of the percentage of
Australians with no natural teeth.!

minority, <15 per cent, experiencing severe periodontal
loss-of-attachment."” The incidence of periodontal loss-
of-attachment was higher among males and smokers.'
The prevalence of plaque accumulation, as assessed
using the Plaque Index, was low in community-
dwelling older adults.’

Recent research has highlighted oral disease
experiences among older Australians.>*>'¢ In
community-dwelling older Australians, tooth status
data has revealed that although the number of decayed,
missing and filled teeth (DMFT) has remained steady at
around 23 teeth, caries experience is still evident, as
there has been a trade-off between decreasing numbers
of missing teeth and increasing numbers of filled teeth.
However, several older adult subgroups have been
identified who have experienced higher levels of oral
diseases and conditions (Fig 3). Community-dwelling
older adults with dementia, nursing home residents,
and boarding house residents had many more retained
roots, decayed teeth, missing teeth, and plaque-covered
surfaces. They also had fewer filled teeth. At the tooth-
surface level, community-dwelling older adults had a
similar low numbers of decayed coronal and root
surfaces, and had many more filled coronal surfaces
than filled root surfaces. However, community-
dwelling older adults with dementia, and nursing home
residents had much higher numbers of decayed
surfaces. The boarding house residents living in
supported care had the highest amount of decay.
Community-dwelling older adults with dementia had
similar numbers of fillings as did community-living
older adults without dementia. The nursing home and
boarding house residents had much lower numbers of
filled coronal and root surfaces. In the dementia study,
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Fig 3. Coronal and root caries experience among older Australian
subgroups.>*11¢



those participants with more coronal and root caries,
more retained roots, more missing teeth, and fewer
filled teeth were those who: were government
cardholders, had no private health insurance, had not
attended the dentist in the previous 12 months, were
more functionally dependent, had more severe
dementia, needed assistance with oral hygiene care,
whose carers had difficulties with oral hygiene care,
were not able to eat harder food types, and had
swallowing problems.

Over time, caries incidence and surface increments
did occur in all of the older adult subgroups
studied.**'>'* However, the community-dwelling older
adults with dementia had the highest caries incidence
and tooth surface increments, even higher than that
occurring in the nursing home residents. Caries
increments were related to dementia severity rather
than the type of dementia. Thus, coronal and root
caries did occur and progress in generally healthy,
functionally independent and non-cognitively impaired
community-dwelling older adults. However, as older
adults became more functionally dependent, cognitively
impaired, medically compromised, they were at higher
risk for developing dental caries. Also, in the nursing
home study, longitudinal data also indicated that there
were generally no significant differences in caries
prevalence between existing residents and residents
who were new to the nursing home. Residents were
being admitted to nursing homes with a compromised
oral health status, or developed complex dental
treatment needs within a few months of admission.
When institutionalized, the onset of severe caries had
often commenced, and both coronal and root caries
continued to progress.

Relationships between general health and oral health
in older adults

Recent research has highlighted the important
relationships between older adults’ general health and
their oral health. The relationship between general
health and oral health is dynamic and complex.
Epidemiological, clinical and laboratory evidence has
been accumulating to substantiate causative
relationships between oral diseases/problems and
specific medical conditions. Dentate status, tooth loss
and temporomandibular disorders have been associated
with hearing loss.” An increased number of missing
teeth has been associated with coronary heart disease.
Periodontal diseases have been associated with
cardiovascular disease,'®?! atherosclerosis,? subclinical
lower extremity artery disease,” stroke/cerebrovascular
disease,” metabolic/lipid disorders,® and obesity.”
Current research is investigating: the role of poor oral
hygiene and changes in plaque accumulation and
composition; the roles of supragingival and subgingival
plaque, related anaerobic micro-organisms, and host
responses; asymptomatic bacteraemia; heat shock
proteins and cardiovascular disease; thrombogenic
micro-organisms; and the role of missing teeth.® The
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dietary, nutritional and ensuing immune complications
of periodontal diseases, missing teeth, and other oral
diseases/problems are also being investigated in older
adults.o22

Low salivary flow rate has been linked with
mortality in hospitalized older adults®® and has been
indicated as a risk factor for aspiration pneumonia.**
Swallowing disorders, active periodontal disease, and
poor oral hygiene have also been associated with
aspiration pneumonia.®***"** There is evidence that poor
oral hygiene on natural teeth and dentures, especially in
individuals with compromised salivary flow, can lead to
the emergence of periodontopathic anaerobes from
within the plaque flora and/or colonization of gram-
negative enteric bacilli in the oral flora.* The presence
of these organisms in aspirated saliva can result in
pneumonia, especially in individuals who are bedridden
in a prone position, are dependent for feeding, are
intubated, on ventilators, are known aspirators, or who
have recently used antibiotics. The relevance and
importance of oral health and general health
relationships is re-inforced when older Australians’
general health conditions are reviewed. Many of these
general health conditions have relationships with oral
health status. The main medical conditions found in
older Australians are: (1) physical conditions such as
arthritis, circulatory problems, and musculoskeletal
problems; (2) sensory conditions with the eyes and ears;
and (3) mental conditions and behavioural problems,
especially in those aged 80+ years, such as dementia
and Parkinson’s disease. The main causes of death in
older Australians are from: (1) the circulatory system;
(2) cancer; and (3) the respiratory system.*

Traditional geriatric oral health promotion
Traditionally, there has been very limited geriatric
oral health promotion, with several myths contributing
to this situation. Myths have included that older adults
are not willing to change their attitudes or behaviours,
that older adults do not gain any benefit from health
promotion activities, that older adults are difficult to
recruit and work with, that lifestyle behaviour change
will have minimal impact on older adults’ physical
health and longevity, and that health promotion is not
cost-effective with older adults (Spencer AJ, personal
communication, 2001). Indeed, health professionals
have both inadvertently and overtly supported and
perpetuated these myths. Traditional geriatric oral
health promotion was commonly termed ‘oral health
education’, using the ‘empty vessel’ approach in which
the dental professional ‘poured in’ knowledge to the
‘empty’ patient.* The dental professional was
dominant in dentist-patient relations. Traditional
geriatric oral health promotion was based on a
responsive health promotion model, using community
participation and needs assessments.*® The ‘elderly’
were considered to be an homogenous group, classified
by age, and were referred to as the ‘depression’
generation who had higher rates of edentulism and as
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just discussed, it was believed to be difficult to change
their health behaviours. At that time dental health and
general health were unrelated. Geriatric oral health
promotions were organized from dentistry by dental
professionals, and access to the ‘elderly’ was via
traditional dental practices and dental product
advertising, using television and print advertising.
There was little attention paid to geriatric dental access
issues and barriers to obtaining dental care.The focus
of traditional geriatric oral health promotion was on
oral disease prevention, which was generalized to all
‘elderly’ people. The assessment of dental needs was
usually the normative need as determined by the dental
professional, with some acknowledgement of the
perceived need of the elderly person. The
commercialization of geriatric oral health promotion
resulted in its orientation toward the use of specific
dental products and iatrogenic spin-offs by the dental
profession. There was a great emphasis on the chemical
cleaning of dentures, dietary sugar intake and the
frequency of sugar intake, with prevention limited to
regular professional care, which had a restorative and
prosthodontic focus. The emphasis of fluorides was
mainly limited to water fluoridation and toothpastes.
There was minimal emphasis on saliva and it’s
importance in maintaining oral health. Ageing oral
health myths were prevalent — for example, periodontal
disease was stated to be the major cause of tooth loss.
Extractions, pain, edentulism, and dentures were the
fatalistic outcomes of dental treatment for many
members of this generation. Carer ‘dental health
education’ was delivered formally in a ‘lecture style’.

Contemporary geriatric oral health promotion

In the new millennium, we have dispelled the
traditional oral health promotion myths and we know
that many of the various cohorts of older adults are
concerned about their health and oral health. However,
older adults still visit the doctor the most frequently of
all age groups, but visit the dentist the least frequently
of all age groups.”” Therefore, oral health and general
health need to be better integrated for older adults,
their carers and other health professionals. Previously,
the more complex risk factors associated with older
adults has resulted in their exclusion from many oral
health promotion initiatives. Advocacy for geriatric
oral health promotion must be increased, as older
populations are not immune to the benefits of
effectively targeted health promotion. Various
behavioural theories have been described to help
explain people’s health behaviours. In older adults, the
self-efficacy theory has been the most useful in several
areas of health. Using the self-efficacy theory, we need
to improve older adults’ belief that they have control
over their oral health, rather than them believing that
their oral health is biologically predetermined and a
direct result of ageing. Some groups of older adults will
have a lower sense of control over their health than
other groups. This theory is also very useful with the
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carers of older adults. As well as increasing older
adults’ control over their oral health, an outcome of
oral health promotion is to improve the longevity and
quality of life of older adults. This is termed
compression of morbidity, and will shorten the time
between chronic disease morbidity and mortality. There
is some evidence to indicate that this may be harder to
achieve with the current 80+ cohort. Although not fully
elucidated, there is growing evidence that supports the
relationships of oral health morbidity affecting general
health morbidity and vice-versa.® Thus, contemporary
geriatric oral health promotion will need to encompass
not only the treatment of oral diseases and conditions,
but requires an increased focus on the prevention of
oral diseases and conditions to enhance oral health
status and older adults’ quality of life. Contemporary
geriatric oral health promotion strategies need to
address the basic principles of the Ottawa Charter.****
Various settings need to be used in addition to the
traditional dental practice, including medical practices,
people’s homes, and residential care settings.Geriatric
oral health promotion in the new millennium now has
an evidence-based and planned approach, with a strong
evaluation component.” As concluded by Watt et al. ‘a
standardised set of appropriate validated outcome
measures is needed to assess the full impact of oral
health promotion actions’ using ‘both quantitative and
qualitative methods’.* This approach has evidenced
older adults to be an heterogenous group, who are not
described by age only, but by many other life
characteristics such as functional status and residential
location. The majority of the emerging ‘baby-boomer’
generation are dentate and edentulism rates are rapidly
decreasing.! These older adults have more aesthetic
dental concerns, are better educated, more politically
aware, and have more belief in their control over their
health. Links have now been established between
dental health and general health, such as the
accumulation of oral plaque over time and the
development of aspiration pneumonia.® Geriatric oral
health promotion has a multi-disciplinary involvement
of medical, allied health and dental professionals in
many varied settings.*® This multidisciplinary approach
extends to all aspects of the financing of geriatric
dentistry. Access to older adults has widened to
community groups, support services, government
organizations, families, and carers, with their increased
advocacy and involvement in regulatory and policy
issues with the strengthening of community action.*
Geriatric dental services need to be re-oriented to
improve access and utilization by reducing barriers
such as inadequate public domiciliary dental services
and a lack of portable dental equipment.** Multimedia
advertising is now possible, with expansion into the use
of the internet, but with a more individualized
approach rather than mass-media approach. The use of
multimedia allows the use of peer role models,
improved access to carers, and better communication
strategies, in many varied settings.



Table 1. Geriatric oral health promotion matrix for older adults*

Increasing functional dependency

Principles of the Ottawa Charter
Independent

Frail

Dependent

Build healthy public policy Advocacy
Fluoridation specific dental

health information

Create supportive environments

Allied health workers
education

Strengthen community action

Develop personal skills
Re-orient health services

Personalized skill development

Minimal dental intervention
Prevention

Protocols and standards
Dental aids

Specific dental health
information

Private insurance
Assessment and
screening protocols

Carer skill development
Domiciliary dental and

Enforcement of standards
Carer and agency education

Dental assessment
Guidelines
Directories

Specific dental liaisons
Public and private

portable services preventive and treatment regimes

The focus of geriatric oral health promotion is now
on quality of life and health enhancement using a
targeted approach for high risk groups and individuals.
To do this, a more comprehensive assessment of
rational dental needs and oral health outcomes is
required encompassing not only the normative and
perceived dental needs, but all the life characteristics of
the older adult. There has been a change in emphasis
from sugar intake to overall nutrition, swallowing
problems and oral adverse medication effects.” The
emphasis on prevention has been individualized to
encompass regular professional and oral hygiene care
at home, utilizing psychological theories of control and
behaviour change to develop personal skills. The use of
specific types of fluorides and antimicrobials and their
individualized use in older adults has been combined
with a major focus on the role of saliva in enhancing
oral health and the use of products to assist with
salivary dysfunction. Caries has been established as the
main ‘age-related’ reason for tooth loss in older adults,
and both coronal and root caries have been evidenced
as occurring and progressing in various high risk
groups of older adults. The quality of life, social impact
and ethical consequences of oral diseases and
conditions are being further investigated. The
importance of oral health knowledge and oral hygiene
care provision by carers has been evidenced resulting in
the development of ‘hands-on’ practical education
together with information concerning behaviour and
communication oral care strategies." Improving carer
support and knowledge utilizes multimedia
presentations in a great many varied settings, for
different types of formal or paid carers as well as
informal and unpaid family and community carers.

There is a greater range of preventive dental products
available than ever before, including the availability of
a high fluoride content toothpaste (5000ppm), which is
of great assistance with high-risk older adults. There is
also a range of products to help with saliva dysfunction
that has also become available in Australia in recent
years. Strategies are being developed to assist with the
use of preventive oral products, including the use of
atomizers or small spray bottles with mouth rinses.
Dental equipment has been modified to improve oral
hygiene care provision; for example, suction
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toothbrushes, and bending a toothbrush backward at a
45 degree angle to assist with breaking perioral muscle
spasms and accessing the mouth.""*" A multidisciplinary
approach to oral health promotion has resulted in
improving our knowledge about many of our high-risk
patients. For example, there are several communication
and behaviour management strategies used by carers
with people with dementia that can be easily applied to
the dental situation.”” When examining a person with
dementia, or providing their oral hygiene care, using
the bridging technique, a toothbrush or denture can be
placed in their hands to help improve the person’s
understanding of the task. Another technique is
chaining, where a task is initiated by a carer and then
the person with dementia can continue it.

Geriatric oral health promotion for older Australians
— residential care

Using the principles of the Ottawa Charter, a matrix
can be generated using the geriatric oral health
promotion principles crossed with older adults
functional status (Table 1).** The five principles of
building healthy public policy, creating supportive
environments, strengthening community action,
developing personal skills, and re-orienting health
services can be applied to each of the three levels of
older adults’ functional dependence — independent,
frail, and dependent.® The general older Australian
populations’ oral health can benefit from: advocacy to
improve public dental policy, ongoing water
fluoridation, dental health information with a geriatric
focus, education of allied health workers,
individualized and personalized oral health skill
development, the use of minimal intervention dental
techniques, and a focus on preventive dental care. As
older adults become more frail, involvement of
government carer and support services requires the
development of dental protocols and standards for
community-based care as well as assessment and
screening tools for use by both formal (paid) and
informal community-carers. More creative modified
dental aids can be developed, such as using rubber
bicycle handles to help improve people’s grip around
toothbrushes and denture brushes.” Private and public
dental services need to be re-oriented toward the
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Table 2. Geriatric oral health promotion matrix for functionally dependent older Australians living in residential

care (RC) (Adapted from Wright, 2002+)

Principles of the Ottawa Charter

Oral health promotion strategy for functionally dependent older Australians living in residential care

Build healthy public policy

Create supportive environments
Increase fluoride sources

Oral hygiene care aids

Strengthen community action

Develop personal skills

Enforcement of federal dental standard

RC operational dental policies and procedures
Regular dental assessment

Dental screening before institutionalization
Resources for oral hygiene care and dental treatment
Targeting of at-risk residents

Contracts between RC and dental professionals
Support for geriatric dentistry teaching and research
Advocacy from community groups
Multidisciplinary involvement

Incorporation of dental team into RC environment

Increase use of antimicrobials as appropriate

Addressing issues of nutrition, medication oral adverse effects, and swallowing problems
Private health insurance re-imbursement of dental professionals’ travel fees to RC

Increase networks to improve access to information for residents, agencies, RC, and families
Use of older community peers in geriatric oral health promotion activities

Dispelling of ‘oral health myths’

Community promotion of preventive dentistry and general and oral health relationship
Incorporation of dental special interest groups into community groups

Geriatric dentistry directories for the community

Dissemination of information to community

Improved undergraduate, postgraduate and continuing education in geriatric dentistry for dental and
other health professionals

e Ongoing practical ‘hands-on’ training and support for RC staff

Re-orient health services

Addressing issues of residents” dementia and behaviour and communication problems

Use of dental auxiliaries and dental technicians in RC

Increased domiciliary dental services — public/private

Increased access to portable dental equipment

Provision of a range of dental treatment

Provision of dental treatment areas in RC

Focus on preventive oral hygiene care strategies

Development of professional associations in geriatric dentistry and dental specialty in Geriatric

Dentistry/Special Needs Dentistry

provision of domiciliary dental services.* Oral health
information needs to detail the availability of these
domiciliary dental services to provide assessment and
dental care in people’s homes. Private health insurance
rebates need to incorporate travel fees to assist dental
professionals to provide dental care at people’s homes,
off-site from their dental practices.* Carers need to
develop further skills with oral hygiene care provision
as older adults’ medical, functional and cognitive status
deteriorates.*>'

Although many dependent older adults live in the
community, this matrix can also be expanded using
Australian residential care for functionally dependent
older adults as an example (Table 2) (Adapted from
Wright*). To build healthy public policy requires the
establishment of adequate dental policies and
procedures in residential care. This will require
advocacy for the residential care dental standard,
dental screening of older Australians prior to
institutionalization when they are living in the
community or hospitalized, securing resources to
facilitate regular oral assessment in residential care by
both residential care staff and dental professionals,
federal and state funding provision for oral hygiene
care and dental treatment, targeting of at risk residents
(e.g., dementia, swallowing problems), the
encouragement of contracts between facilities and
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dental professionals, and support for teaching and
research in geriatric dentistry.*

Creating supportive environments for geriatric oral
health will require the multidisciplinary involvement of
a range of health and allied health professionals (e.g.,
general medical practitioners, speech therapists), and
the incorporation of the dental team into the residential
care environment. Increased sources of fluoride to
address residents’ high risk status for dental caries
should include the use of, as appropriate for individual
residents, fluoridated tap water, high concentration
fluoride toothpastes, and fluoride gels and mouth
rinses.** Individualized and increased wuse of
antimicrobial dental products, as appropriate, includes
the use of chlorhexidine gluconate gels and mouth
rinses. Practically-oriented oral hygiene care aids can be
used by carers and include modified and suction
toothbrushes, spray bottles for mouth rinses, and saliva
substitutes.!” The relationships between oral health and
nutrition, medication oral adverse effects, and
swallowing problems need to be addressed. Support of
dental professionals requires private health insurance
companies to re-imburse their travel fees to residential
care locations when providing dental treatment (this is
currently in place in the Department of Veterans’
Affairs dental fee schedule).”* Networks need to be
increased to improve access to information for
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residents, agencies, residential care facilities, and
families. For example, in South Australia the Australian
Dental Association Branch co-ordinates a scheme to
link residential care and private dental professionals.**
The use of older community peers in geriatric oral
health promotion activities would be useful in both
residential care and in the community.

Strengthening community action needs to
accomplish the dispelling of ‘oral health myths’ and
community promotion of preventive dentistry, in
addition to communicating an improved understanding
by the community of the relationship between general
health and oral health. Community groups could
incorporate dental special interest groups, as has been
achieved by the Alzheimer’s Association of South
Australia.” Directories detailing geriatric dental
services could be developed, and an improved
dissemination of information to the community could
be achieved during initiatives such as the Australian
Dental Association Dental Awareness Month.

To develop personal skills, improved undergraduate
and postgraduate geriatric dental education and
research is needed, as is improved dental education for
other health professionals.* Developing carers’
personal skills will involve a change in focus to more
‘hands-on’ practical education to address the impact of
dementia, and behaviour and communication problems
on the oral health of residents, and this needs to be
supported by the development of practical and more
simplistic written and audiovisual material."

Re-orienting health services to improve dental care
provision can be achieved by the expanded use of
unsupervised dental auxiliaries who have been
educated in geriatric dentistry and who work to a
dentists’ prescribed treatment plan on an alternating
basis with the dentist, and the increased use of
advanced dental technicians. Improved and increased
domiciliary dental services (both public and private) are
needed. There is a dearth of adequate portable dental
equipment available in Australia, and specified funding
needs to be allocated for purchasing of such equipment
for both public and private dental professionals.** Only
then can dental professionals provide an adequate
range of services for residential care, from
comprehensive to emergency to palliative care. To
complement the improved focus on dental treatment
provision, a focus on preventive oral hygiene care is
also essential." Australia also needs to develop
professional associations in geriatric dentistry, and
advocate for the recognition of a specialty in Geriatric
Dentistry/Special Needs Dentistry.*

CONCLUSION

The changing oral health status and increasingly
complex dental needs of our ageing Australian
population require the use of contemporary oral health
promotion strategies that focus not only on traditional
dental characteristics and educational approaches, but
also on the life and health characteristics of older
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adults, and on their quality of life issues. Several older
adult subgroups have been identified who have
experienced higher levels of oral diseases and
conditions, including older adults with dementia,
higher functional dependence living in both the
community and in residential care, those of lower
socio-economic status (government cardholders and no
private health insurance), those living in boarding
houses with chronic mental illness, irregular dental
attendees, and those with eating and swallowing
problems. A focus is needed on the important
relationships between older adults” general health and
their oral health, including periodontal and
cardiovascular diseases, as well as plaque accumulation
and aspiration pneumonia. Contemporary geriatric
oral health promotion in the new millennium now has
an evidence-based and planned approach, with a strong
evaluation component. The focus of geriatric oral
health promotion is now on quality of life and health
enhancement using a targeted multidisciplinary
approach for high risk groups and individuals. Using
the principles of the Ottawa Charter, a matrix can be
generated using the five health promotion principles
crossed with older adults functional status - the
resulting matrix components provide a broad and
creative structure for the promotion of oral health for
all older Australians, from those who are healthy and
living in the community through to those who are
dependent upon carers and living in residential care.
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