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Abstract:  
 

The integration of nursing and dental care through structured interprofessional 

programs represents a critical advancement in modern healthcare, directly addressing 

the well-established bidirectional relationship between oral and systemic health. By 

dismantling traditional silos, these collaborative models significantly enhance patient 

safety by preventing hospital-acquired infections like ventilator-associated pneumonia, 

reducing medication errors through shared health records, and ensuring safer care 

transitions. Concurrently, they improve concrete oral-systemic health outcomes, 

exemplified by better glycemic control in diabetics, reduced systemic inflammation, 

and improved quality of life. Despite facing barriers related to professional culture and 

reimbursement, the evidence strongly supports that such teamwork is essential for 

comprehensive, safe, and effective patient care, transforming the oral cavity from an 

isolated focus into a vital component of holistic health management. 

 

1. Introduction 
 

The contemporary healthcare landscape is 

characterized by an ever-increasing complexity of 

patient needs, particularly those stemming from the 

intricate and bidirectional relationship between oral 

health and systemic well-being. This oral-systemic 

connection, once a peripheral consideration in 

general medicine, has now been unequivocally 

established as a cornerstone of comprehensive 

patient care. Robust scientific evidence links 

periodontal disease, a chronic inflammatory 

condition of the supporting structures of the teeth, 

to a heightened risk for, and exacerbation of, a 

spectrum of systemic conditions including diabetes 

mellitus, cardiovascular diseases, adverse 

pregnancy outcomes, and respiratory infections [1]. 

Conversely, systemic diseases such as diabetes can 

significantly alter the oral environment, 

accelerating periodontal destruction and impairing 

wound healing. This interconnectedness creates a 

critical imperative for a healthcare delivery model 

that transcends traditional disciplinary silos, where 

oral health is often compartmentalized and 

separated from general medical care. This 

fragmentation not only perpetuates a dangerous 

clinical blind spot but also poses a significant threat 

to patient safety and optimal health outcomes. 

Patient safety, defined as the prevention of harm to 

patients during the provision of healthcare, is a 

fundamental objective of all medical and nursing 

practice. In the context of oral-systemic health, 

safety breaches are alarmingly common and often 

insidious. For instance, patients undergoing 

chemotherapy or radiation for head and neck 

cancers are at severe risk for oral mucositis, which 

can lead to debilitating pain, nutritional 

compromise, and life-threatening systemic 

infections. Without proactive, collaborative 

assessment and management from both oncology 

nursing and dental professionals, these 

complications escalate, leading to unplanned 

hospitalizations, treatment delays, and increased 

morbidity. Similarly, in critical care settings, 

ventilator-associated pneumonia (VAP) has been 

strongly correlated with the colonization of the 

oropharynx by pathogenic bacteria from dental 

plaque. Standard nursing oral care protocols, while 

beneficial, are significantly enhanced by the 

expertise of dental hygienists or dentists in 

designing and implementing evidence-based, 

mechanically effective decontamination procedures 

[2]. The absence of such collaboration represents a 

preventable gap in the safety net. 

The historical and ongoing separation between 

medical/nursing and dental professions is a product 

of distinct educational pathways, separate 

regulatory bodies, and disparate financial 

reimbursement structures. This divide has 

cultivated a culture of independent practice, where 

communication is often reactive rather than 

proactive. Nurses, positioned at the frontline of 

patient assessment and monitoring across all 

healthcare settings, are uniquely equipped to 

identify early signs of oral disease or dysfunction—

such as xerostomia (dry mouth), gingival bleeding, 

or reported pain—that may signify underlying 

systemic issues or pose risks for future 

complications. However, without formal training in 

oral pathology and the authority or referral 

pathways to dental services, these critical 

observations may not trigger the appropriate 

interventions. Dentists and dental hygienists, 

experts in diagnosing and treating oral diseases, 

frequently operate in isolation from a patient’s 

broader medical history, potentially missing crucial 

information about medications (e.g., anticoagulants, 

bisphosphonates), disease states, or 

immunocompromised conditions that drastically 

alter treatment planning and risk assessment [3]. 

It is within this challenging milieu that 

Interprofessional Education (IPE) and 

Interprofessional Collaborative Practice (IPCP) 

have emerged as transformative paradigms. The 

World Health Organization explicitly advocates for 

interprofessional collaboration as a means to 
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strengthen health systems and improve outcomes. 

An interprofessional nursing-dental care program 

represents a structured, strategic integration of these 

two disciplines, founded on shared goals, mutual 

respect, and complementary expertise. Such 

programs move beyond mere referral to active co-

management, joint decision-making, and seamless 

integration of care plans. This model is not merely 

additive but synergistic, creating a holistic approach 

to the patient that acknowledges the mouth as an 

integral part of the body [4]. 

The potential benefits of these collaborative 

programs are profound, touching upon the triple 

aim of healthcare: improving the patient experience 

of care, improving the health of populations, and 

reducing the per capita cost of healthcare. By 

bridging the oral-systemic divide, these programs 

aim to enhance early detection of disease, optimize 

management of chronic conditions, prevent 

hospital-acquired infections, reduce unnecessary 

emergency department visits for dental pain, and 

improve overall quality of life. For patients with 

complex conditions like diabetes, heart disease, or 

undergoing major surgery, a coordinated approach 

between their nurse care manager and a dental 

provider can lead to tighter glycemic control, 

reduced inflammatory burdens, and decreased 

postoperative complications [5- 8]. 

 

2. The Historical and Conceptual Evolution of 

the Nursing-Dental Divide and the Path to 

Collaboration 
 

The profound separation between the fields of 

nursing/dentistry is not an accident of history but 

the result of deeply entrenched educational, 

professional, and philosophical developments. 

Understanding this historical context is essential to 

appreciate the significance of the current movement 

toward integration and the challenges it must 

overcome. The genesis of modern dentistry in the 

18th and 19th centuries established it as a 

mechanically oriented profession focused primarily 

on the restoration and extraction of teeth, operating 

largely outside the realm of hospital-based medical 

science. In contrast, modern nursing, revolutionized 

by figures like Florence Nightingale, was conceived 

within the hospital environment, emphasizing 

holistic patient care, hygiene, and the monitoring of 

vital signs and systemic symptoms. These divergent 

origins fostered separate identities: dentistry as a 

surgical specialty of the oral cavity and nursing as a 

bedside profession concerned with the entire patient 

[9]. 

Throughout much of the 20th century, this 

separation was reinforced by educational 

segregation. Dental and nursing curricula were 

developed and delivered in isolation, with little to 

no formal interaction between students of these 

disciplines. Dental education concentrated intensely 

on the structures of the head and neck, pathology of 

hard and soft oral tissues, and technical procedural 

skills. Nursing education, while covering bodily 

systems comprehensively, often dedicated minimal 

time to detailed oral assessment or the management 

of oral diseases beyond basic hygiene. This 

educational chasm meant that generations of 

professionals entered practice with limited 

understanding of each other’s roles, vocabularies, 

and potential contributions to shared patient goals. 

The result was a pervasive "silo effect," where care 

was delivered in parallel streams that rarely 

converged [10]. 

The conceptual breakthrough that began to 

dismantle these walls was the maturation of 

research elucidating the oral-systemic link. While 

observations connecting oral infection to distant 

disease date back centuries, it was the late 20th and 

early 21st centuries that provided the robust 

epidemiological and biological evidence necessary 

to shift clinical paradigms. Landmark studies 

demonstrated that the chronic inflammatory burden 

from periodontitis could exacerbate insulin 

resistance, contributing to poor glycemic control in 

diabetics. The identification of oral pathogens and 

inflammatory mediators in atheromatous plaques 

provided a plausible biological mechanism for the 

association between periodontal disease and 

cardiovascular events. This growing body of 

evidence transformed the oral cavity from a 

disconnected compartment to a critical window into 

systemic health and a potential modifiable risk 

factor for major diseases [11]. 

Concurrently, broader movements within healthcare 

were creating a more receptive environment for 

collaboration. The patient safety movement, 

catalyzed by seminal reports such as "To Err is 

Human" from the Institute of Medicine, highlighted 

the catastrophic consequences of poor 

communication and fragmented care. This spurred a 

search for models that enhanced teamwork and 

information sharing. Furthermore, the rise of 

chronic disease management models, which 

emphasize longitudinal, coordinated care for 

conditions like diabetes and heart failure, naturally 

pointed toward the inclusion of oral health as a 

relevant comorbidity. Nurses, often serving as care 

coordinators in these models, became logical 

partners for dental professionals in managing the 

whole patient. These parallel developments—

scientific, safety-oriented, and chronic care-

focused—created the imperative and the conceptual 

foundation for formal interprofessional nursing-

dental initiatives [12]. 
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3. Core Components and Implementation 

Frameworks for Successful Nursing-Dental 

Integration 
 

Establishing an effective interprofessional nursing-

dental care program requires more than goodwill; it 

demands a deliberate, structured approach built on 

evidence-based frameworks for collaboration. 

Successful integration hinges on several core 

components that must be addressed at the levels of 

education, clinical practice, and administration. The 

foundation is laid through Interprofessional 

Education (IPE), where nursing and dental students, 

as well as practicing professionals, learn with, from, 

and about each other. Effective IPE moves beyond 

shared lectures to interactive sessions involving 

case-based learning, simulation, and role 

clarification exercises. For example, nursing 

students can train with dental students to perform 

standardized oral health assessments on patients 

with diabetes, discussing not only the technique but 

also the implications of findings for medication 

management and patient education. Such 

experiences break down stereotypes, build mutual 

respect, and establish a common language long 

before professionals enter practice [13]. 

At the clinical practice level, integration requires 

clear protocols and standardized tools that facilitate 

communication and joint action. A fundamental 

component is the adoption of a validated oral health 

screening tool, such as the Oral Health Assessment 

Tool (OHAT) or the Brief Oral Health Status 

Examination (BOHSE), which can be reliably 

administered by nurses after appropriate training. 

These tools provide a structured method for nurses 

to identify abnormalities—like ulcers, swelling, or 

heavy plaque accumulation—that trigger a defined 

referral pathway to a dental professional. The key is 

that the pathway is proactive and embedded within 

routine care, not an afterthought. In an inpatient 

setting, this might involve a daily nursing oral 

assessment for high-risk patients (e.g., oncology, 

critical care) with automatic consultation to a 

hospital-based dentist or dental hygienist if scores 

exceed a certain threshold [14]. 

Another critical component is the development of 

shared care plans or clinical guidelines for specific 

patient populations. For a prenatal clinic, a 

collaborative guideline would mandate that nurses 

and midwives provide oral health education and 

perform a simple screening for signs of pregnancy 

gingivitis, with a streamlined referral process to a 

partnering community dentist for those at risk. In a 

long-term care facility, the guideline might 

establish a routine where a dental hygienist 

conducts quarterly assessments and develops 

personalized oral hygiene plans that are then 

executed daily by certified nursing assistants 

(CNAs), with the registered nurse overseeing and 

auditing compliance. These co-managed protocols 

ensure accountability and clarify the distinct but 

complementary roles of each professional [15]. 

Technology plays a vital enabling role. Integrated 

electronic health records (EHRs) that are accessible 

to both medical/nursing and dental providers are 

indispensable. A shared EHR allows the dentist to 

view a patient’s complete medication list, INR 

values, or glycemic trends, while the nurse or 

physician can see dental radiographs, periodontal 

diagnoses, and planned treatments. Secure 

messaging platforms within the EHR can facilitate 

quick consultations. Furthermore, telehealth 

platforms have expanded the reach of collaboration, 

allowing for virtual dental consultations in rural 

primary care clinics or nursing homes where 

physical dental presence is limited. The nurse can 

perform a real-time oral exam using an intraoral 

camera while a remote dentist provides immediate 

guidance [16]. 

Leadership and sustained resources are the final, 

non-negotiable components. Program success 

requires champions from both professions who can 

advocate for the model, secure funding, and 

navigate institutional bureaucracy. Sustainable 

funding models must be developed, which may 

involve demonstrating cost savings from prevented 

complications (e.g., reduced VAP rates, fewer 

hospitalizations for dental abscesses) to justify the 

initial investment in dental personnel or training. 

Ultimately, integration must be woven into the 

fabric of the organization’s quality improvement 

and patient safety goals, with metrics tracked and 

reported to ensure ongoing commitment and 

efficacy [17]. 

 

4. Evidence of Impact: Case Studies and 

Outcomes Across Clinical Settings 
 

The theoretical benefits of nursing-dental 

collaboration are compelling, but empirical 

evidence from diverse clinical settings provides the 

most powerful argument for its adoption. 

Examining outcomes across the spectrum of care 

reveals consistent patterns of improvement in 

patient safety, clinical health markers, and 

healthcare utilization. 

In the hospital setting, particularly in intensive care 

units (ICUs), the impact on patient safety is stark. 

Ventilator-associated pneumonia (VAP) is a 

serious, often fatal complication. While routine oral 

care with chlorhexidine is a standard nursing 

protocol, studies integrating dental hygienists into 

the ICU team have shown superior results. Dental 

hygienists provide expert mechanical plaque 
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debridement, assess for specific oral pathologies 

that could harbor pathogens, and educate nursing 

staff on technique. Programs implementing this 

model have reported reductions in VAP incidence 

by up to 50% or more, directly translating to shorter 

ventilator days, decreased ICU length of stay, and 

significant cost savings [18]. For patients 

undergoing hematopoietic stem cell transplantation 

or intensive chemotherapy, oral mucositis is a 

major dose-limiting toxicity. Interprofessional 

teams involving oncology nurses and oral medicine 

specialists have demonstrated success in 

implementing rigorous pre-treatment oral 

decontamination, consistent monitoring using 

validated mucositis scales, and early intervention 

with specialized rinses and pain management. This 

collaboration leads to reduced severity of mucositis, 

lower rates of secondary infections, fewer treatment 

interruptions, and improved patient-reported quality 

of life during a profoundly difficult treatment 

journey [19]. 

In long-term care facilities, where residents are 

often elderly, frail, and suffering from multiple 

chronic conditions, oral health is frequently 

neglected with dire consequences. Poor oral 

hygiene is linked to aspiration pneumonia, a 

leading cause of mortality in this population. 

Interprofessional programs that train and empower 

nursing assistants (CNAs) to perform daily mouth 

care, under the supervision of a registered nurse and 

with regular oversight from a consulting dentist or 

hygienist, have shown remarkable results. Such 

initiatives have been associated with a significant 

decrease in the incidence of febrile episodes, 

pneumonia, and hospitalizations. Furthermore, 

improvements in oral health lead to better nutrition, 

enhanced dignity, reduced pain, and improved 

social interaction and communication for residents 

[20]. 

The management of chronic systemic diseases 

provides another clear arena for impact. In diabetes 

care, for instance, interprofessional models where 

diabetes nurse educators work in tandem with 

periodontists have produced compelling data. 

Nurses reinforce the importance of periodontal 

health for glycemic control during diabetes 

education sessions and screen for obvious signs of 

gum disease. Patients with poorly controlled 

diabetes and periodontitis are referred for 

periodontal therapy. Studies of such coordinated 

care have demonstrated that non-surgical 

periodontal treatment, coupled with sustained 

diabetes management, leads to a statistically 

significant reduction in HbA1c levels (often by 0.4-

0.6%) over time, an effect comparable to adding a 

new pharmacologic agent. This synergy improves 

both oral and systemic outcomes, reducing the risk 

of diabetic complications [21]. 

In primary care and pediatric settings, integration 

serves a powerful preventive and educational role. 

Programs like "Smiles for Life" have equipped 

family nurse practitioners and pediatricians with the 

training to apply fluoride varnish, provide 

anticipatory guidance, and perform basic risk 

assessments during well-child visits. When linked 

with a dental home, this creates a continuous safety 

net for children, particularly those from 

underserved populations with limited access to 

dentists. Prenatal programs that integrate oral health 

screening and education into standard obstetric 

nursing visits have been shown to increase the 

number of pregnant women receiving dental care, 

potentially reducing the risk of preterm birth and 

low birth weight associated with severe 

periodontitis [22]. 

Finally, in the emergency department (ED), where 

dental complaints often result in visits due to pain 

and infection, collaborative programs can improve 

safety and redirect care appropriately. Having a 

dental professional available for consultation, even 

via telehealth, helps ED physicians and nurses 

accurately diagnose dental vs. non-dental pain, 

initiate appropriate antibiotic therapy when needed, 

and provide a definitive referral instead of merely 

prescribing analgesics. This reduces inappropriate 

antibiotic use, prevents delays in definitive care, 

and decreases return visits for unresolved dental 

issues, thus improving patient flow and safety in a 

high-pressure environment [23]. 

 

5. Quantifying the Dual Impact on Patient 

Safety and Oral-Systemic Health Outcomes 
 

The case studies across settings illustrate a 

consistent narrative: interprofessional collaboration 

leads to tangible, measurable improvements. To 

fully appreciate the model’s value, it is necessary to 

categorize and examine these outcomes within the 

two intertwined domains of patient safety and oral-

systemic health. 

Patient safety outcomes are often the most 

immediate and dramatic. They primarily manifest 

as a reduction in healthcare-associated harms and 

adverse events. First and foremost is 

the prevention of infections. As evidenced, this 

includes a marked decrease in ventilator-associated 

pneumonia in ICUs and a reduction in aspiration 

pneumonia in long-term care settings. By 

controlling the oral biofilm—a reservoir for 

pathogens—the collaborative model directly attacks 

a source of these life-threatening infections. 

Secondly, it enhances medication safety. Nurses, 

aware of a patient’s dental treatment plan, can 
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better manage medications that affect bleeding (like 

warfarin) prior to procedures. Dentists, informed of 

a patient’s full medication list by the nursing team, 

can avoid prescribing drugs that may interact 

adversely (e.g., certain antibiotics with warfarin, or 

opioids in patients with a history of substance use 

disorder). Third, it reduces diagnostic errors and 

delays. A nurse’s identification of oral candidiasis 

in a diabetic patient can lead to earlier investigation 

and management of uncontrolled hyperglycemia. A 

dentist’s detection of osteonecrosis of the jaw in a 

patient on antiresorptive therapy can prompt 

immediate consultation with the patient’s oncology 

or osteoporosis care team, preventing catastrophic 

progression [24]. 

Furthermore, collaboration improves safety 

through enhanced patient education and self-

management support. A unified message from the 

nurse and dental hygienist regarding the importance 

of blood sugar control for gum health and vice 

versa is more powerful and less confusing for the 

patient. Nurses can reinforce post-operative dental 

instructions for patients with heart valves or joint 

replacements, ensuring understanding of antibiotic 

prophylaxis if needed. This seamless education 

reduces the risk of non-adherence and its 

complications. Finally, these programs 

improve care transition safety. When a patient is 

discharged from the hospital, a coordinated plan 

that includes oral health follow-up—communicated 

clearly to the patient, their family, and the primary 

care team—prevents gaps in care that could lead to 

readmission for a dental infection that flared due to 

immunosuppression or other hospital-acquired 

vulnerabilities [25]. 

The impact on oral-systemic health outcomes is 

equally significant and often measured through 

both clinical biomarkers and patient-centered 

measures. Key clinical outcomes include: 

 Improved Glycemic Control: As noted, 

reductions in HbA1c in patients with 

diabetes following coordinated periodontal 

care. 

 Reduced Systemic 

Inflammation: Periodontal therapy has 

been shown to lower serum levels of C-

reactive protein (CRP) and interleukin-6 

(IL-6), key mediators of systemic 

inflammation linked to atherosclerosis and 

other conditions. 

 Better Cardiovascular Risk 

Profiles: While causation is complex, 

managing oral inflammation contributes to 

a comprehensive cardiovascular risk 

reduction strategy. 

 Improved Nutritional Status: Effective 

oral pain management and restoration of 

chewing function directly lead to better 

dietary intake and nutritional markers, 

especially in the elderly and chronically ill. 

 Reduction in Preterm Birth 

Risk: Though the magnitude of effect is 

debated, treatment of maternal periodontitis 

is associated with a trend toward reduced 

incidence of preterm low birth weight 

infants [26]. 

Beyond biomarkers, patient-centered outcomes are 

profoundly affected. These include: 

 Enhanced Quality of Life: Relief from 

oral pain, improved ability to eat and speak, 

and better aesthetics contribute 

significantly to physical and psychosocial 

well-being. 

 Increased Patient Satisfaction: Patients 

report higher satisfaction with care when 

they perceive their providers are 

communicating and working together as a 

cohesive team addressing all their needs. 

 Improved Health Literacy: Consistent, 

reinforced messaging from both 

professions empowers patients with a 

deeper understanding of the oral-systemic 

connection. 

 Greater Access to Care: Integration, 

particularly in primary care and community 

settings, brings essential oral health 

screening and education to populations that 

face barriers to traditional dental care [27]. 

 

6. Barriers, Challenges, and Future Directions 

for Sustainable Integration 
 

Despite the robust evidence supporting 

interprofessional nursing-dental care, significant 

barriers impede its widespread implementation. 

Acknowledging and strategically addressing these 

challenges is crucial for the model to move from 

innovative pilot programs to standard practice. One 

of the most formidable obstacles is professional 

culture and identity. Deeply ingrained traditions 

of autonomy and territoriality can breed resistance. 

Some dentists may perceive nursing involvement in 

oral assessment as an encroachment on their scope 

of practice, while some nurses may view oral health 

as a low priority or outside their purview. 

Overcoming this requires sustained 

interprofessional socialization, starting in 

educational institutions and reinforced through 

continuing professional development that highlights 

shared goals and the complementary nature of the 

roles [28]. 

Logistical and structural barriers are equally 

daunting. A lack of integrated electronic health 

records (EHRs) remains a major technical hurdle, 
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as most systems are not designed to share 

information seamlessly between medical and dental 

providers. Reimbursement models pose perhaps 

the most significant financial challenge. Fee-for-

service structures in both medicine and dentistry 

reward volume of procedures, not time spent in 

consultation or care coordination. There are few 

payment mechanisms for interprofessional 

consultations, shared medical/dental appointments, 

or for nurses performing preventive oral health 

services in medical settings. Demonstrating clear 

return on investment (ROI) through cost-avoidance 

(e.g., prevented hospitalizations) is essential to 

convince administrators and payers to fund these 

programs [29]. 

Workforce and training issues also persist. There 

is a shortage of dental professionals, particularly 

those trained or interested in working in hospital or 

long-term care settings. Conversely, many nurses 

graduate with minimal oral health competency. 

Scaling up integration requires investing in training 

for both existing and future workforce. Finally, a 

lack of standardized metrics and 

reporting makes it difficult to compare program 

outcomes and build a unified body of evidence for 

policy advocacy [30]. 

The future direction for sustainable integration 

must be multipronged. Policy and Payment 

Reformis foundational. Advocacy is needed for 

Medicare and Medicaid to reimburse for 

interprofessional oral health services in medical 

settings and for medical-dental consultation codes. 

Value-based payment models, such as Accountable 

Care Organizations (ACOs) and bundled payments 

for episodes of care (e.g., total joint replacement, 

which includes pre-surgical dental clearance), 

naturally incentivize collaboration to improve 

outcomes and control costs [31]. 

Educational Transformation must accelerate. IPE 

should be a mandatory, accredited component of all 

nursing and dental school curricula, not an elective. 

Licensing and certification exams should include 

competencies related to interprofessional 

collaboration and oral-systemic 

health. Technological Innovation must focus on 

developing interoperable platforms that allow 

secure, bidirectional data flow between medical and 

dental EHRs. Furthermore, research 

priorities need to shift toward large-scale, 

longitudinal studies that not only confirm clinical 

efficacy but also establish the business case for 

integration, analyze optimal implementation 

strategies, and develop validated tools for 

measuring the quality of interprofessional 

collaboration itself [32]. 

 

7. Conclusion 

The compartmentalization of oral health from 

general healthcare is an archaic and dangerous 

paradigm that contravenes modern scientific 

understanding and compromises patient safety. The 

oral cavity is not an isolated organ system but a 

dynamic ecosystem whose health is inextricably 

linked to systemic well-being. Interprofessional 

nursing-dental care programs represent a necessary 

and evidence-based response to this reality. By 

forging collaborative partnerships founded on 

mutual respect and shared objectives, these 

programs bridge a critical gap in the care 

continuum. 

The impact is demonstrable and multifaceted. From 

the intensive care unit to the community clinic, 

integration leads to a profound enhancement of 

patient safety—preventing life-threatening 

infections, reducing medication errors, and ensuring 

smoother care transitions. Simultaneously, it 

generates superior oral-systemic health outcomes, 

from improved glycemic control and reduced 

inflammation to enhanced quality of life and patient 

satisfaction. The synergy between nursing’s 

holistic, continuous monitoring and dentistry’s 

specialized expertise creates a whole that is greater 

than the sum of its parts. 

The path forward is not without obstacles, 

entrenched in professional culture, outdated 

payment structures, and logistical complexities. 

However, the imperative for change is clear. The 

burden of chronic disease, the aging population, 

and the relentless pursuit of higher-quality, safer, 

and more cost-effective healthcare demand nothing 

less than a fully integrated approach. Investing in 

interprofessional education, advocating for 

supportive policies, leveraging technology, and 

continuing to build the evidence base are all 

essential steps. Ultimately, the widespread adoption 

of the interprofessional nursing-dental model is not 

merely an academic ideal but a practical necessity 

for building a healthcare system that truly cares for 

the whole person, recognizes the fundamental 

connection between mouth and body, and delivers 

on the promise of safe, effective, and equitable care 

for all populations. 
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