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Abstract:

Effective management of oral complications arising from chronic diseases necessitates
a collaborative approach between dental professionals and nursing staff. Chronic
conditions such as diabetes, cardiovascular diseases, and autoimmune disorders can
significantly impact oral health, leading to complications like periodontal disease, dry
mouth, and oral infections. Nurses play a crucial role in identifying patients at risk and
providing education on oral hygiene practices that can mitigate these complications. By
doing so, they not only enhance the overall health outcomes for patients but also
facilitate timely referrals to dental professionals for comprehensive care. Such
cooperative efforts underscore the importance of interdisciplinary teamwork in
addressing the complex needs of patients with chronic illnesses. Moreover,
incorporating regular dental assessments into the standard care routines of nursing staff
can lead to early detection of oral health issues linked to chronic diseases. This
proactive approach allows for personalized care plans that address both medical and
dental needs, thereby improving the quality of life for patients. Collaborative education
initiatives, training sessions, and shared communication protocols can further strengthen
the partnership between dental and nursing professionals. By fostering a culture of
collaboration, healthcare teams can ensure a holistic approach to managing oral health,

ultimately leading to better patient outcomes and enhanced interdisciplinary care.

1. Introduction

The global burden of chronic diseases, including
diabetes mellitus, cardiovascular diseases, and an
increasingly aging population with complex
multimorbidities, represents a defining challenge
for 21st-century healthcare systems [1]. These
systemic conditions rarely exist in isolation, often
manifesting a spectrum of complications that
transcend traditional medical specialties. Among
the most prevalent, yet frequently overlooked,
arenas for these complications is the oral cavity.
Oral health is inextricably linked to systemic
health, a relationship encapsulated in the concept of
the oral-systemic connection [2]. For patients with
chronic diseases, this connection becomes a critical
pathway through which their systemic condition
can exacerbate oral diseases, and conversely, poor
oral health can adversely affect the management
and outcomes of their chronic illness [3].

This bidirectional relationship creates a compelling
mandate for an integrated, interdisciplinary
approach to patient care. Despite this, a significant
chasm often persists between medical and dental
care delivery models. Dentists and dental hygienists
are expertly trained to diagnose and manage oral
pathologies but may have limited insight into a
patient's comprehensive medical management.
Conversely, nurses—particularly those in primary
care, geriatrics, endocrinology, and oncology—are
on the frontline of managing chronic diseases,
monitoring patients’ overall well-being, yet often
lack specialized training and protocols for
conducting detailed oral health assessments [4].
This disconnect can lead to the under-diagnosis and
inadequate management of oral complications,
resulting in preventable pain, infection, diminished
nutritional intake, reduced quality of life, and
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potentially serious systemic sequelae, such as poor
glycemic control in diabetics or an increased risk of
aspiration pneumonia in elderly and debilitated
patients [5].

The rising prevalence of chronic diseases
necessitates new models of care. With over half a
billion people globally affected by diabetes alone,
and cardiovascular diseases remaining the leading
cause of death worldwide, the population at risk for
oral-systemic complications is enormous and
growing [1]. This scale demands a systematic,
team-based approach to healthcare.

Chronic diseases manifest specific and debilitating
oral complications. For instance, diabetic patients
are at a significantly higher risk for severe
periodontitis, xerostomia (dry mouth), and
candidiasis [6]. Patients undergoing cancer therapy
frequently experience oral mucositis, while those
with  cardiovascular diseases may be on
medications that cause xerostomia or require
special considerations for dental procedures. Nurses
must be equipped to recognize these conditions
early [2].

Nurses are uniquely positioned to act as the
linchpin in this collaborative model. Through
routine patient assessments, medication
reconciliation, and ongoing patient education,
nurses can identify early signs of oral dysfunction
(e.g., dry mouth, difficulty chewing, gingival
bleeding) and facilitate timely referrals to dental
professionals [7]. Their continuous contact with
patients provides a crucial feedback loop for
monitoring oral health over time.

Dental professionals provide the definitive
diagnosis and treatment for oral diseases
exacerbated by chronic conditions. Furthermore,
they can develop personalized oral hygiene and
preventive care plans that account for the patient's
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systemic limitations, such as reduced manual
dexterity in rheumatoid arthritis patients or
immunosuppression in organ transplant recipients
[8].

Effective collaboration is predicated on a
foundation of mutual understanding.
Interprofessional education, where dental, nursing,
and medical students train together, is critical for
breaking down silos. It fosters a shared language,
an understanding of each profession's scope of
practice, and a collaborative mindset from the
outset of professional development [9].

Successful models of cooperation range from
simple referral protocols and shared electronic
health records to more integrated co-management
plans and interprofessional case conferences.
Establishing clear communication channels and
defined responsibilities is paramount [8].

The ultimate validation of this collaborative model
lies in its measurable outcomes. Research must
focus on its impact on hard endpoints, such as the
reduction in  hospital-acquired  pneumonias,
improved glycemic control (HbAlc levels) in
diabetics, decreased incidence of severe oral
mucositis in oncology patients, and enhanced
patient-reported quality of life measures [4].

2. Pathophysiology of Oral Complications in
Chronic Conditions

The oral cavity serves as a mirror reflecting
systemic health, and its physiological equilibrium is
profoundly disrupted by the presence of chronic
diseases. The pathophysiological mechanisms
linking systemic conditions to oral morbidity are
complex, multifactorial, and often interwoven,
creating a landscape where the mouth becomes a
primary site for secondary complications. A
primary pathway through which chronic diseases
compromise oral health is the dysregulation of the

host immune and inflammatory response, a
phenomenon most evident in conditions like
diabetes mellitus. In diabetes, chronic

hyperglycemia induces a state of sustained low-
grade systemic inflammation. This hyperglycemic
environment promotes the non-enzymatic glycation
of proteins and lipids, leading to the accumulation
of advanced glycation end products (AGESs). These
AGEs bind to their receptors (RAGE) on immune
cells such as neutrophils and macrophages,
triggering a pro-inflammatory cascade
characterized by elevated levels of cytokines,
including interleukin-1p (IL-1pB), IL-6, and tumor
necrosis factor-alpha (TNF-a) [9]. This cytokine
surge not only amplifies inflammatory tissue
destruction but also impairs key immune functions;
neutrophil chemotaxis, phagocytosis, and
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bactericidal  activity are all  diminished.
Consequently, the periodontal tissues become
exquisitely susceptible to bacterial biofilm, leading
to more severe and rapidly progressive
periodontitis. Furthermore, this
immunocompromised state, coupled with elevated
salivary glucose levels, creates an ideal
environment for opportunistic fungal infections like
oral candidiasis, a common and often recurrent
problem for diabetic patients [10]. A similar but
more profound immunodeficiency underlies the
oral manifestations of HIV/AIDS, where the
depletion of CD4+ T-cells devastates the adaptive
immune system, permitting the emergence of
severe, persistent, and atypical infections such as
oral candidiasis, hairy leukoplakia, and periodontal
diseases like linear gingival erythema and
necrotizing ulcerative periodontitis [11].

Beyond direct immunosuppression, many chronic
conditions instigate their damage through
microvascular and connective tissue pathology. The
same hyperglycemia that dysregulates immunity in
diabetes also damages endothelial cells, leading to a
thickening of the basement membrane and impaired
microvascular circulation. This results in reduced
tissue perfusion and hypoxia in the periodontal
ligament and other oral tissues, which compromises
wound healing and the delivery of immune cells
and nutrients to the site of infection, further
accelerating periodontal breakdown. Similarly, in
end-stage renal disease (CRF), the accumulation of
uremic toxins and associated anemia contribute to
tissue hypoxia, xerostomia, and a heightened

inflammatory  state, manifesting as uremic
stomatitis, characterized by painful mucosal
erythema, ulcerations, and a characteristic

ammonia-like odor (uremic fetor) [12]. The
pathophysiology of oral complications is also
driven by the direct side effects of essential
pharmacotherapies used to manage chronic
diseases. A vast number of commonly prescribed
medications, including antihypertensives,
antidepressants, diuretics, and opioids, have
anticholinergic effects that suppress salivary gland
function, leading to xerostomia. This iatrogenic dry
mouth is not merely a matter of comfort; it has
profound pathophysiological consequences. Saliva
is a critical protective fluid, responsible for
lubrication, buffering acids, facilitating
remineralization, and providing immunological
surveillance  through  immunoglobulins  and
enzymes like lysozyme. A significant reduction in
salivary flow (hyposalivation) drastically increases
the risk of dental caries, as the protective and
cleansing mechanisms are lost, and promotes
mucosal inflammation, difficulty in swallowing
(dysphagia), and fungal infections [13].
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Furthermore, drugs such as calcium channel
blockers used for hypertension can induce gingival
overgrowth by altering fibroblast function and
collagen metabolism, creating niches for plaque
accumulation and complicating oral hygiene.

In the context of cancer, the pathophysiology of
oral complications is often a direct result of
cytotoxic therapies. Radiation therapy for head and
neck malignancies causes irreversible damage to

the salivary glands, leading to permanent
xerostomia and a dramatic shift in the oral
microbiome towards cariogenic bacteria, a

condition known as radiation caries. More acutely,
chemotherapy-induced oral mucositis represents a
complex cascade of biological events. The therapy
directly damages the basal epithelial cells of the
oral mucosa, inhibiting their regenerative capacity.
This initial injury is amplified by the generation of
reactive oxygen species (ROS), leading to
upregulation of transcription factors like NF-«B
and the subsequent release of pro-inflammatory
cytokines (e.g., TNF-a), which cause widespread
tissue damage and apoptosis. This culminates in the
painful ulcerations that characterize mucositis,
which not only cause significant morbidity but also
serve as a portal for systemic infections, potentially
leading to life-threatening sepsis [14]. For patients
with respiratory diseases, particularly those with
chronic obstructive pulmonary disease (COPD) or
in institutionalized settings, the pathophysiological
link to oral health often involves aspiration. Poor
oral hygiene and active periodontal disease increase
the bacterial load in the oral secretions. The
aspiration of these pathogen-laden secretions into
the lower airways can initiate or exacerbate
pulmonary infections, including pneumonia, as the
oral biofilm acts as a reservoir for respiratory
pathogens [15]. Finally, the skeletal manifestations
of chronic disease also find expression in the oral
cavity. Osteoporosis and other metabolic bone
diseases involve a systemic imbalance in bone
remodeling, favoring resorption over formation.
This dysregulation affects the alveolar bone that
supports the teeth, leading to a reduction in bone
mineral density, loss of periodontal attachment, and
increased tooth mobility. The mandible, being a
bone with a high turnover rate, is particularly
susceptible to these systemic skeletal changes,
meaning that the status of the oral bone can serve as
a clinical indicator of overall bone health [16].

3. Role of Nursing in Identifying Oral
Health Risks:

The pivotal role of nursing in identifying oral
health risks among patients with chronic diseases
cannot be overstated, representing a critical and
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often underutilized frontline defense in the
preservation of systemic and oral well-being.
Nurses, by virtue of their frequent and prolonged
contact with patients across diverse settings—from
hospitals and primary care clinics to long-term care
facilities and home health—are uniquely positioned
to perform ongoing surveillance and assessment
that can detect early signs of oral dysfunction long
before they escalate into severe pathology. This
role extends far beyond a cursory glance during a
physical exam; it requires a structured and informed
approach to oral assessment integrated seamlessly
into the nursing process. The foundation of this
identification process begins with a systematic oral
health assessment, which should be a standard
component of the initial and ongoing nursing
evaluation for every patient with a chronic
condition. This involves more than just inspecting
for obvious caries; it requires a deliberate
examination of the lips, buccal mucosa, gums,
tongue, palate, and sublingual area for signs of
inflammation, bleeding, ulceration, infection (such
as white plaques suggestive of candidiasis), and
neoplastic changes. The condition of existing teeth
and prostheses should also be noted, as poorly
fitting dentures can cause traumatic lesions that
serve as portals for infection. Several validated
tools can aid in this process, such as the Oral Health
Assessment Tool (OHAT), which provides a
standardized framework for evaluating the
condition of the lips, tongue, gums, saliva, natural
teeth, dentures, and oral cleanliness, thereby
objectifying a finding that might otherwise be
subjectively described [15]. This systematic
approach transforms oral inspection from an
optional task into a reproducible clinical metric,
enabling nurses to track changes over time and
identify deviations from the patient's baseline.

Beyond the physical inspection, the nursing role is
paramount in conducting a comprehensive patient
history that specifically probes for oral health risks
and symptoms, which patients may not voluntarily
report, considering them separate from their
primary medical concerns. This targeted history-
taking involves asking specific questions about
symptoms of xerostomia (dry mouth), dysgeusia
(altered taste), dysphagia (difficulty swallowing),
mastication problems, and any pain or discomfort
in the oral cavity. For instance, a patient with
congestive heart failure on diuretic therapy may not
connect their persistent dry mouth to their
medication list, yet a nurse’s astute questioning can
reveal significant xerostomia that places them at
high risk for rampant caries. Similarly, a diabetic
patient complaining of a burning sensation in the
mouth may be experiencing a neuropathic
complication or candidiasis, both of which require
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intervention. This history is inextricably linked to a
thorough medication reconciliation, as
polypharmacy is a dominant risk factor for oral
disease. Nurses are instrumental in reviewing a
patient's complete pharmacologic profile to identify
agents with anticholinergic, sympathomimetic, or
diuretic effects that are known to cause
hyposalivation. ~ Common  culprits  include
antihypertensives, antidepressants, antipsychotics,
antihistamines, and opioids. By correlating the
onset of oral symptoms with the initiation of a new
medication, the nurse can alert the prescribing
physician or pharmacist, potentially leading to a
medication adjustment or the implementation of
proactive preventive strategies, such as the use of
artificial saliva or sugar-free gum to stimulate flow
[16]. This pharmacological vigilance is a simple yet
powerful component of risk identification.

The context of the patient's chronic disease itself
provides the essential clinical lens through which
nurses must interpret their oral findings. A nurse
caring for an oncology patient undergoing
chemotherapy understands that oral mucositis is not
a possibility but a probability and will therefore
initiate a rigorous surveillance protocol from the
start of treatment, looking for the earliest signs of
erythema and ulceration that characterize the
condition. In the geriatric population or those with
neurocognitive disorders like Alzheimer's disease,
the nurse's role shifts to observing functional
capacity, assessing the patient's ability to perform
their own oral care or the adequacy of care
provided by caregivers. Visible plague
accumulation, food debris, and gingival
inflammation in such a patient are not signs of
neglectful character but are clinical indicators of a
self-care deficit, signaling the need for nursing
intervention and caregiver education [17]. For
patients with respiratory diseases, such as COPD or
those on ventilators, the nurse’s identification of
poor oral hygiene is directly linked to the risk of
aspiration pneumonia. The oral cavity can become
a  reservoir  for  respiratory  pathogens
like Streptococcus  pneumoniae and Pseudomonas
aeruginosa, and in a vulnerable host, the aspiration
of these bacteria can lead to devastating pulmonary
infections. Therefore, the nurse’s assessment of oral
cleanliness in a hospitalized or frail elderly patient
is not merely about dental health but is a
fundamental component of pulmonary hygiene and
a core strategy for preventing non-ventilator
associated hospital-acquired pneumonia [18].
Ultimately, the identification of risk is futile
without action, and this is where the nurse’s role as
a communicator and coordinator of care becomes
vital. The nurse serves as the essential bridge
between the patient and the dental professional.
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Upon identifying an abnormality—be it a
suspicious lesion, severe periodontitis, or signs of
rampant decay—the nurse has the responsibility to
document the finding thoroughly, communicate its
significance to the primary medical team, and
facilitate a formal referral to a dentist or dental
hygienist. This requires effective interprofessional
communication and a clear understanding of
referral pathways, which may be a barrier in some
healthcare systems. Furthermore, the moment of
identification is a powerful teachable moment for
patient education. Nurses are uniquely trusted by
patients and can provide crucial, timely education
on the bidirectional relationship between oral health
and the patient's specific chronic disease. For a
diabetic patient, this means explaining how
uncontrolled periodontal disease can contribute to
insulin resistance and poorer glycemic control,
thereby motivating improved oral hygiene as part of
their overall diabetes management plan [19]. This
educational role is complemented by the nurse's
ability to provide practical, hands-on instruction.
For a patient with rheumatoid arthritis who
struggles with manual dexterity, the nurse can
demonstrate the use of adaptive aids like electric
toothbrushes, floss holders, or water flossers,
thereby empowering the patient to overcome
physical barriers to effective self-care [20].

4. Dental and Nursing Professionals in
Patient Care

The successful management of oral complications
in chronic disease patients hinges on moving
beyond parallel practice models to a truly
integrated, collaborative framework where dental
and nursing professionals function as a cohesive
team. This synergy is not merely about making
referrals but about establishing a shared vision,
common goals, and structured communication
pathways that ensure the patient receives seamless,
comprehensive care. The foundation of this
collaboration must be built upon a platform of
interprofessional education (IPE), which is critical
for breaking down the historical silos that have
separated medicine and dentistry. When nursing
and dental students, as well as practicing
professionals, engage in joint training sessions,
simulations, and case discussions, they develop a
mutual understanding of each other's scope of
practice, professional language, and clinical
priorities [21]. This shared learning experience
fosters respect and dismantles stereotypes, creating
a generation of clinicians who are predisposed to
collaboration. For instance, a nurse who
understands the profound impact of periodontitis on
glycemic control is more likely to prioritize an oral
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assessment for a diabetic patient, just as a dentist
who appreciates the complexity of a patient's
polypharmacy list will be more diligent in
consulting with the nursing team before prescribing
medications that could cause interactions or further
exacerbate xerostomia. This foundational shift in
educational culture is a prerequisite for all other
collaborative strategies to flourish effectively in the
clinical environment [22].

At the most fundamental level of clinical practice,
the implementation of standardized oral health
screening and assessment protocols within nursing
practice serves as a powerful collaborative strategy.
The adoption of validated tools, such as the Oral
Health Assessment Tool (OHAT) or the Brief Oral
Health Status Examination (BOHSE), provides
nurses with a consistent and objective method to
evaluate oral health. This standardization is crucial
because it creates a common language that can be
efficiently communicated to dental professionals.
Instead of a vague note in a chart stating "poor oral
hygiene,” a nurse can document a specific OHAT
score, noting significant debris on teeth, dry and
fissured tongue, and erythematous gingiva. This
level of detail allows a dentist receiving a referral to
immediately triage the case and understand the
potential acuity. To support this, the development
and use of clear, simple referral pathways are
essential. These pathways should outline the
specific oral findings or patient-reported symptoms
that warrant a dental consultation, the process for
making the referral, and the expected follow-up. In
an ideal integrated system, these referrals would be
facilitated through a shared electronic health record
(EHR), which represents one of the most
transformative collaborative tools available. A
shared EHR allows a dentist to review a patient's
active medical problems, current medication list,
and most recent laboratory values (such as HbAlc
or INR) before an appointment, enabling them to
provide safer, more tailored care. Conversely, it
allows a nurse or primary care provider to see the
dental treatment plan and any oral health diagnoses,
closing the loop and ensuring that oral health is
recognized as a formal component of the patient's
overall health record [23].

For patients with complex, multimorbid conditions,
the collaborative strategy must extend beyond
simple referrals to active co-management and
interprofessional case conferences. This is
particularly vital in settings such as oncology,
geriatric care, and palliative care. For a patient
about to undergo head and neck radiation, a pre-
therapy dental evaluation is standard, but true
collaboration means the oncology nurse, oncologist,
dentist, and dietitian all convene to create a unified
care plan. The nurse, who will be monitoring the
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patient daily for mucositis, can provide real-time
updates to the dentist on the severity of oral pain
and mucosal breakdown, allowing for prompt
adjustments to pain management and topical oral
care regimens. The dentist can advise the nurse on
the most effective evidence-based oral care
protocols to implement at the bedside, such as
specific sodium bicarbonate rinses or soft foam
brushes, to mitigate the effects of mucositis. This
dynamic, two-way communication ensures that
interventions are both medically sound and
practically executable, greatly improving patient
comfort and outcomes during a profoundly difficult
treatment course [24]. Similarly, in long-term care
facilities, a collaborative model where a dentist
conducts regular rounds alongside the nursing staff
can dramatically improve the oral health of
residents. The nurse, who is intimately familiar
with each resident's behavior, cognitive status, and
daily challenges, can provide the dentist with
crucial context that informs treatment. For example,
a nurse can explain that a resident with dementia
becomes agitated with loud noises, prompting the
dentist to use a hand scaler instead of a ultrasonic
scaler for a prophy. This partnership ensures that
dental care is not only clinically excellent but also
delivered in a person-centered manner that respects
the individual's limitations and needs [25].

Another critical collaborative strategy lies in the
realm of patient education and the promotion of
self-care, where the complementary strengths of
both professions can be leveraged to maximize
patient understanding and adherence. The dentist
possesses the deep scientific knowledge to explain
the pathophysiological link between a patient's
diabetes and their gum disease, providing a
compelling "why" for behavior change. The nurse,
however, often excels at the "how," translating this
complex information into actionable, manageable
steps within the context of the patient's daily life
and existing chronic disease management routines.
A collaborative approach to education would
involve the dental team providing the foundational
information and a tailored oral hygiene plan, while
the nursing team reinforces this plan during
subsequent medical visits, checking in on the
patient's progress, troubleshooting barriers (such as
recommending an electric toothbrush for a patient
with arthritis), and integrating oral care into the
broader checklist of self-management tasks for
diabetes, heart disease, or other conditions. This
consistent, reinforcing message from two trusted
sources significantly increases the likelihood of
long-term adherence [26].

For these collaborative strategies to be sustainable,
they must be supported by systemic and
institutional changes. This includes the formal
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recognition of oral health as a vital sign in medical
settings, the creation of joint appointments for
clinicians who can bridge both worlds, and
dedicated funding for interprofessional initiatives.
Furthermore, research must continue to build the
business case for collaboration by quantifying its
impact on hard outcomes. Future studies should
focus on demonstrating how dental-nursing
partnerships lead to a measurable reduction in
hospital readmissions for aspiration pneumonia,
improved glycemic control in diabetic populations,
decreased severity of oral mucositis in oncology
patients, and enhanced patient-reported quality of
life measures [27]. In conclusion, the collaborative
strategies between dental and nursing professionals
range from foundational educational reforms and
standardized assessments to advanced co-
management of complex cases and shared patient
education. By embracing a team-based approach
grounded in  mutual respect and clear
communication, these two professions can
effectively bridge the historic divide between
medicine and dentistry. This synergy ensures that
the oral complications of chronic diseases are not
managed in isolation but are addressed as an
integral component of the patient's overall health,
leading to more holistic, effective, and
compassionate care that ultimately improves both
clinical outcomes and the patient's lived experience
with chronic illness [28].

5. Barriers and Challenges in Dental-
Nursing Collaboration

Despite the compelling rationale for dental-nursing
collaboration in managing the oral complications of
chronic diseases, the path to its effective
implementation is fraught with significant, deeply
entrenched barriers that span educational, systemic,
professional, and financial domains. A primary and
foundational challenge originates in the profound
segregation of professional education and training.
From the outset, dentists and nurses are educated in
separate institutions, with distinct curricula, clinical
environments, and professional cultures that foster
a sense of professional siloing. This systemic
separation means that most dental and nursing
students graduate with little to no understanding of
the other profession's scope of practice, knowledge
base, or potential contribution to patient care.
Dentists are trained to be autonomous practitioners
focused on the oral cavity, while nurses are
educated within a medical model emphasizing
holistic, system-based care for the entire body. This
divide results in a lack of a shared language and
mutual ~ comprehension, which can  breed
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misconceptions; for instance, a nurse may perceive
a dentist's focus on a single carious lesion as
missing the "big picture” of the patient's congestive
heart failure, while a dentist may view a nurse's oral
health assessment as superficial and lacking the
necessary diagnostic depth. Without intentional
interprofessional education (IPE) experiences,
which are still not a standardized component of all
health  professions curricula, these nascent
professionals enter the workforce unprepared for
the communication and teamwork required for
effective collaboration, perpetuating a cycle of
parallel practice rather than integrated care [28].

Compounding this educational divide is the stark
reality of separate and often non-communicating
healthcare systems for medical and dental care. The
most tangible manifestation of this is the pervasive
lack of integrated electronic health records (EHRS).
In most healthcare settings, the medical record used
by physicians and nurses is entirely separate from
the practice management software used by dental
offices. This digital chasm creates a formidable
information barrier; a dentist treating a patient with
rheumatoid arthritis may be unaware of a recent
change in their immunosuppressive medication,
while a nurse managing a diabetic patient has no
visibility into a recent periodontal diagnosis that
could be impacting glycemic control. This forces
communication to rely on outdated methods like
faxed referrals or patient self-reporting, which are
inefficient, prone to error, and fail to provide the
rich, contextual data needed for co-management.
This systemic separation is further reinforced by
distinct regulatory bodies, separate billing codes,
and different insurance structures, with medical and
dental benefits typically administered by different
payers. This creates a financial and administrative
disincentive for collaboration, as there are often no
clear reimbursement pathways for interprofessional
consultations or for nurses to provide billable oral
health services within a medical visit. The system,
in essence, is not designed to support or reward the
very collaboration it purports to need, making it
easier for both professions to continue working
within their familiar, albeit isolated, ecosystems

[29].
At the level of clinical practice, significant
professional role ambiguity and perceived

hierarchies can stifle collaborative initiatives. The
scope of practice for nursing concerning oral health
is often poorly defined and can vary widely
between institutions and even individual units.
While some advanced practice nurses may feel
confident in performing detailed oral screenings
and making referrals, many bedside nurses may
perceive oral care as a basic hygiene task rather
than a critical clinical assessment, a perception
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often reinforced by heavy workloads and a lack of
training.  Conversely, dentists, trained as
independent primary care providers, may be
unaccustomed to receiving referrals or clinical
input from nursing professionals, potentially
leading to a undervaluing of the nurse's
observational data regarding a patient's functional
status or medication adherence. This can be
exacerbated by traditional medical hierarchies that
have historically placed physicians at the apex, with
dentists and nurses occupying different, and
sometimes subordinate, rungs. A nurse may feel
hesitant to call a dentist directly to discuss a patient,
unsure if it is within their purview, while a dentist
may not know whom to contact within a large
hospital system to relay urgent findings. This
ambiguity creates a "zone of uncertainty” where
each professional assumes the other is responsible
for initiating contact, resulting in inaction and
missed opportunities for intervention. The absence
of clear, agreed-upon protocols that delineate roles
and responsibilities for oral health management in
chronic disease patients means that collaboration
remains an ad hoc occurrence, dependent on
individual initiative rather than a standardized,
reliable process [30].

Further impeding progress is a consistent lack of
time, resources, and adequate remuneration within
already overburdened healthcare systems. Nurses,
particularly in acute care and long-term care
settings, frequently face high patient-to-nurse ratios
and a plethora of competing clinical priorities. In
this context, a detailed oral assessment can easily
be deprioritized in favor of more immediately life-
saving tasks like medication administration, wound
care, or monitoring vital signs. Without dedicated
time and institutional support for oral health
activities, they are often relegated to a quick swab
with a foam stick, an intervention that is more
symbolic than therapeutic. Similarly, dentists in
private practice operate under production-based
models where time spent in lengthy telephone
consultations with nurses or reviewing complex
medical charts is uncompensated, creating a
financial disincentive for deep collaboration. There
is also a critical shortage of resources, including a
lack of readily available referral networks for
medically complex patients, especially for those
who are uninsured, underinsured, or physically
unable to travel to a dental office. This access-to-
care crisis means that even when a nurse expertly
identifies a pressing oral health need, the pathway
to actually securing dental treatment for the patient
can be labyrinthine or nonexistent, leading to
frustration and moral distress for both the nurse and
the dentist who wishes to help but is constrained by
economic and systemic barriers [31].
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A pervasive lack of awareness and attitudinal
barriers among both professions and the public
presents a significant cultural challenge. Many
healthcare providers, including physicians and
nurses, and indeed the patients themselves, have
been socialized into a model of health that views
the mouth as separate from the rest of the body.
This "siloed" mindset leads to the systematic
omission of oral health from routine medical
reviews of systems and patient education materials
for chronic diseases like diabetes and
cardiovascular disease. When the bidirectional
relationship between oral and systemic health is not
a core belief, it is not translated into routine
practice. Furthermore, some deeply held attitudinal
barriers persist, such as the perception of dentistry
as being primarily cosmetic or mechanical rather
than medically necessary, or the view of nursing
oral care as a custodial task. Overcoming these
entrenched beliefs requires more than just
presenting evidence; it requires a cultural shift
within healthcare that champions oral health as a
standard component of overall health and
recognizes the distinct but equally valuable
expertise that both dental and nursing professionals
bring to the table. This shift is essential for moving
from a model where collaboration is an exception,
hampered by these numerous barriers, to one where
it is the expected and seamlessly integrated
standard of care for all patients navigating the
complexities of chronic disease [32].

6. Conclusion

The management of oral complications in patients
with chronic diseases represents a critical frontier in
healthcare that demands a decisive shift from
fragmented, discipline-specific care to a unified,
collaborative model between dental and nursing
professionals. This study has elucidated the
compelling biological rationale for this partnership,
rooted in the profound bidirectional relationship
between oral and systemic health, where conditions
like diabetes, cardiovascular disease, and
immunosuppression  directly  exacerbate  oral
pathologies, and poor oral health, in turn, impedes
systemic disease management. The nursing
profession, with its unparalleled patient access and
holistic focus, is uniquely positioned to serve as the
frontline for early risk identification, patient
education, and timely referral. Conversely, dental
professionals provide the essential diagnostic and
therapeutic expertise to address established oral
diseases and create tailored preventive plans.

While significant barriers—including segregated
educational systems, disconnected health records,
professional role ambiguity, and a lack of systemic
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incentives—opersist, they are not insurmountable.
The path forward requires a concerted, multi-level
strategy. This must begin with the integration of
interprofessional education to foster mutual
understanding and respect, followed by the
implementation of standardized oral health
assessments in  nursing practice and the
development of clear, efficient referral pathways.
Ultimately, the integration of oral health into the
standard of care for chronic disease management is
an ethical and clinical imperative. By forging a
strong, collaborative alliance, dental and nursing
professionals can bridge a crucial gap in care,
mitigating patient suffering, improving overall
health outcomes, and enhancing the quality of life
for the vast population living with chronic illness.
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