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Advanced Certificate in Palliative Oral Health

Mouth Care Protocols for Terminal Patients

Mouth Care Protocols for terminal patients are a collection of evidence‑based practices designed to
maintain oral comfort, prevent infection, and support overall dignity during end‑of‑life care. Understanding
the terminology that underpins these protocols is essential for clinicians, caregivers, and allied health
professionals who deliver palliative oral health services. The following explanations define key terms,
illustrate their practical relevance, and highlight common challenges encountered in the field.

Terminal Patient refers to an individual whose disease trajectory is expected to culminate in death within a
relatively short period, often measured in weeks or days. In this context, the focus of care shifts from
curative intent to comfort, symptom management, and quality of life. Oral health considerations for
terminal patients must align with these goals, emphasizing non‑invasive interventions and the preservation
of patient autonomy.

Palliative Oral Health is a subspecialty that integrates oral medicine, dentistry, and palliative care principles.
It addresses oral complications arising from systemic disease, medication side effects, and the physiological
changes of dying. Practitioners must be fluent in both clinical dentistry and the psychosocial dimensions of
palliative care to deliver holistic support.

Oral Hygiene encompasses routine practices that reduce microbial load, remove debris, and maintain tissue
integrity. In terminal care, oral hygiene is adapted to the patient’s level of consciousness, ability to
cooperate, and comfort. Simple measures such as gentle toothbrushing, moistening the lips, and suctioning
secretions can dramatically reduce pain and infection risk.

Biofilm is a structured community of microorganisms adhering to a surface, often encapsulated in a
polymeric matrix. In the oral cavity, biofilm forms on teeth, dentures, and mucosal surfaces, acting as a
reservoir for pathogens that can cause secondary infections like candidiasis. Disruption of biofilm through
mechanical cleaning or antimicrobial agents is a cornerstone of mouth care.

Dental Plaque is the visible portion of biofilm that accumulates on tooth surfaces. In terminal patients with
reduced salivary flow and limited brushing, plaque can thicken rapidly, leading to inflammation of the
gingiva (gingivitis) and potential progression to periodontitis. Even brief, daily plaque removal can mitigate
these risks.

Saliva plays a multifaceted role: it lubricates tissues, buffers acids, provides antimicrobial peptides, and aids
in digestion. The quantity and quality of saliva are often compromised in terminal patients due to
disease‑related dehydration, medication (e.g., anticholinergics), or reduced oral intake. Understanding saliva
dynamics is essential for selecting appropriate substitutes and stimulants.
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Xerostomia is the subjective sensation of dry mouth, often accompanied by measurable reductions in
salivary flow (hyposalivation). It can lead to difficulty swallowing, altered taste, increased caries risk, and
mucosal irritation. Management strategies include frequent sips of water, saliva‑stimulating agents (e.g.,
sugar‑free lozenges), and the use of artificial saliva products.

Hyposalivation denotes an objective decrease in salivary volume, typically defined as less than 0.1 mL per
minute at rest. Causes in terminal patients include systemic disease (e.g., Sjögren’s syndrome), radiation
therapy, and certain chemotherapy agents. Hyposalivation predisposes to oral infections and requires
proactive moisture‑maintaining interventions.

Dysgeusia describes an altered or unpleasant taste perception, frequently reported by patients receiving
chemotherapy, opioids, or antibiotics. Dysgeusia can diminish appetite and exacerbate nutritional decline.
Clinicians may address dysgeusia by offering flavor‑enhanced foods, using taste‑masking agents, or
adjusting medication timing when feasible.

Mucositis is an inflammatory lesion of the oral mucosa, often resulting from chemotherapy or radiation
therapy. In terminal patients, mucositis may be compounded by reduced immune defenses and poor oral
hygiene, leading to painful ulcerations that hinder eating and speaking. Management involves gentle
cleansing, topical analgesics, and protective barriers such as oral gels.

Oral Candidiasis (thrush) is a fungal infection caused primarily by Candida albicans. It manifests as white
plaques, erythema, or erythematous patches, and can cause burning, soreness, and taste disturbances. Risk
factors include xerostomia, immunosuppression, and broad‑spectrum antibiotics. Antifungal therapy (e.g.,
nystatin suspension) combined with meticulous oral care reduces recurrence.

Dental Prosthesis refers to removable devices such as dentures, partials, or complete arches. In terminal
patients, prostheses may become sources of plaque accumulation, tissue irritation, or aspiration hazards if
not properly maintained. Regular removal for cleaning, denture soaking, and assessment of fit are essential
components of mouth care.

Soft‑bristle Toothbrush is a toothbrush with gentle bristles designed to minimize trauma to fragile mucosa.
For patients with mucositis or thrombocytopenia, a soft‑bristle brush reduces the risk of bleeding and tissue
damage while still providing effective plaque removal.

Toothbrush Hygiene involves cleaning the brush itself after each use, storing it in an upright position, and
replacing it regularly (typically every 2–3 weeks). In hospice settings, contaminated brushes can become
vectors for infection; therefore, proper maintenance is a non‑negotiable aspect of protocol compliance.

Chlorhexidine is a broad‑spectrum antiseptic often used as a mouth rinse (0.12 % or 0.2 %). It reduces
bacterial load and is valuable for patients with high infection risk. However, chlorhexidine can cause taste
alteration and staining, so its use must be balanced against patient tolerance and preferences.
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Hydrogen Peroxide Rinse (typically 3 % diluted) can be employed for its oxidizing properties to aid in the
removal of biofilm and debris. In terminal patients with mucosal sensitivity, the concentration must be
carefully reduced (e.g., to 0.5 %) to avoid irritation.

Neutral pH Oral Rinse aims to maintain a mouth environment close to pH 7, discouraging acid‑producing
bacterial growth and protecting enamel. Products such as sodium bicarbonate solutions can be used when
patients cannot tolerate flavored rinses.

Saliva Substitutes are synthetic formulations that mimic the lubricating properties of natural saliva. They
often contain carboxymethylcellulose, glycerin, or xanthan gum. When selecting a substitute, clinicians
should consider viscosity, flavor, and the patient’s ability to tolerate the product without aspiration.

Saliva Stimulants include sugar‑free chewing gum, lozenges, or sialogogues such as pilocarpine. In terminal
patients with compromised swallowing, the risk of choking must be evaluated before recommending these
options. For those who can safely use them, stimulants can improve moisture and reduce discomfort.

Oral Moisturizer is a topical agent applied to the lips and oral mucosa to prevent cracking and fissuring.
Common ingredients include petrolatum, lanolin, or dimethicone. Frequent reapplication (every 2–4 hours)
is often necessary, especially in dry ambient conditions.

Lip Care specifically addresses the delicate vermilion border, which is prone to chapping, ulceration, and
infection. Use of a gentle, fragrance‑free lip balm reduces these complications. In some cases, a barrier
ointment containing zinc oxide can provide additional protection.

Oral Assessment is a systematic evaluation of the mouth, typically performed at the start of palliative care
and repeated at regular intervals (e.g., weekly or when changes occur). The assessment includes inspection
of teeth, gums, mucosa, tongue, palate, and denture status, as well as evaluation of pain, dryness, and
functional ability.

Visual Analogue Scale (VAS) for oral pain is a simple tool where patients rate their discomfort on a line
anchored by “no pain” and “worst pain imaginable.” Even patients with limited verbal ability can use a
caregiver‑assisted VAS to convey the severity of oral symptoms, guiding therapeutic decisions.

Modified Oral Health Assessment Tool (MOHAT) adapts standard oral examinations for patients with
reduced consciousness or limited cooperation. It provides a checklist of observable signs (e.g., presence of
lesions, secretions) that can be completed by nurses or aides, ensuring that oral health is not overlooked.

Non‑pharmacological Pain Management includes techniques such as cold compresses, gentle massage of
the jaw muscles, and distraction methods. For mucosal lesions, applying a chilled gel pack for a few minutes
can provide temporary relief without medication.

Pharmacological Pain Management in oral care often utilizes topical anesthetics (e.g., lidocaine 2 % gel)
applied directly to ulcerated areas. Systemic analgesics, such as low‑dose opioids, may be necessary when
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pain is widespread. Dosing must be coordinated with the patient’s overall pain regimen to avoid
oversedation.

Aspiration Risk is a critical consideration when providing mouth care to patients with compromised
swallowing reflexes. Any liquid or semi‑solid product must be administered slowly, and suction equipment
should be readily available. In high‑risk situations, caregivers may opt for dry gauze wiping instead of rinses.

Oral Care Documentation records the interventions performed, products used, patient responses, and any
observed changes. Accurate documentation supports continuity of care, informs interdisciplinary
communication, and provides legal protection for the care team.

Interdisciplinary Communication involves sharing oral health findings with physicians, nurses, dietitians, and
pharmacists. For example, a dentist may recommend a specific antifungal, which the pharmacist must verify
for drug‑interaction safety with the patient’s existing regimen.

Medication‑Induced Xerostomia is a frequent side effect of drugs such as antihistamines, diuretics, and
certain antipsychotics. Recognizing the culprit allows clinicians to adjust dosing, switch to alternatives, or
implement proactive moisture‑preserving measures.

Radiation‑Induced Xerostomia occurs after head‑and‑neck radiotherapy, where salivary gland damage leads
to permanent hyposalivation. In terminal patients who have undergone such treatment, long‑term saliva
substitutes and meticulous oral hygiene are indispensable.

Immunocompromised State describes a patient whose immune defenses are weakened, often due to
chemotherapy, advanced HIV, or profound malnutrition. In such patients, even minor oral lesions can
progress rapidly to systemic infection; therefore, early detection and aggressive management are
warranted.

Oral Lesion is any abnormal change in the mucosa, including ulcers, erosions, plaques, or nodules. Lesions
must be documented, photographed if possible, and evaluated for potential causes such as infection,
trauma, or neoplasia.

Trauma‑Related Lesion can result from dental appliances, aggressive brushing, or accidental bites.
Prevention involves adjusting denture fit, using soft‑bristle brushes, and ensuring gentle technique during
cleaning.

Neoplastic Lesion may represent a recurrence of the underlying cancer or a new primary lesion. While the
focus in terminal care is comfort, any suspicious lesion should be reported promptly for possible palliative
oncologic assessment.

Bleeding Tendency is common in terminal patients due to thrombocytopenia, liver dysfunction, or
anticoagulant therapy. When performing oral care, clinicians must use atraumatic techniques, avoid
vigorous brushing, and apply pressure with gauze if bleeding occurs.
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Hemostatic Agents such as oxidized cellulose or topical thrombin can be applied to control localized oral
bleeding. Their use should be limited to situations where bleeding persists despite gentle pressure.

Oral Moisture Retention Devices include oral swabs, gauze pads, or silicone mouthpieces that maintain a
humid environment. They are especially useful for patients who cannot tolerate liquids due to aspiration
risk.

Swab Technique involves gently wiping the oral mucosa with a moistened, non‑abrasive material (e.g.,
gauze soaked in saline). The motion should be from the buccal to the lingual side, avoiding excessive
pressure that could damage fragile tissues.

Saline Solution (0.9 % sodium chloride) is a universally safe irrigant for oral cleansing. It does not interfere
with systemic medications and can be used in patients with contraindications to flavored rinses.

Oral Hygiene Schedule outlines the frequency and timing of care activities. In most terminal settings, a
minimum of twice‑daily cleaning is recommended, with additional care after meals, before sleep, and
whenever secretions accumulate.

Meal‑Related Oral Care includes wiping the mouth after each bite, checking for residual food, and ensuring
denture stability before the next mouthful. This practice reduces the risk of aspiration and improves taste
perception.

Patient‑Centred Care respects the individual’s preferences, cultural background, and personal values. For
mouth care, this may mean honoring a patient’s desire to keep dentures in place, choosing a preferred
flavor of oral rinse, or allowing a family member to perform brushing.

Family Involvement is encouraged, as relatives often provide the most consistent care. Training family
members on gentle brushing techniques, how to apply moisturizers, and signs of infection empowers them
to maintain oral comfort between professional visits.

Education Materials such as illustrated handouts, simple checklists, and short videos can enhance
comprehension for both caregivers and patients. Materials should be written in plain language, avoiding
dental jargon unless it is clearly defined.

Barriers to Effective Mouth Care include limited staffing, time constraints, lack of supplies, and caregiver
discomfort with oral procedures. Addressing these barriers may involve delegating tasks, stocking
standardized kits, and providing hands‑on training.

Supply Kit for mouth care typically contains a soft‑bristle brush, suction catheter, sterile gauze, saline, lip
balm, antifungal cream, and a small container of chlorhexidine if indicated. Having a ready‑to‑use kit
reduces delays and ensures consistency.

Infection Control mandates hand hygiene before and after each mouth care session, use of disposable
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gloves when contact with saliva is expected, and proper disposal of contaminated materials. This protects
both patient and caregiver from cross‑contamination.

Hand Hygiene can be performed with alcohol‑based hand rubs or soap and water, following the WHO “5
moments” adapted for oral care: before entering the patient’s space, before touching the mouth, after
touching secretions, after removal of gloves, and after leaving the area.

Glove Use is recommended for any procedure that may involve contact with bodily fluids. Non‑sterile
gloves are sufficient for routine cleaning, while sterile gloves may be necessary for invasive procedures such
as biopsy or removal of a prosthetic.

Documentation of Infection includes noting any signs of cellulitis, fever, or systemic involvement that may
arise from oral sources. Early detection of oral‑origin sepsis can alter the course of antimicrobial therapy.

Antimicrobial Stewardship in palliative oral health emphasizes targeted therapy based on culture results
when feasible, avoiding unnecessary broad‑spectrum antibiotics that can promote resistance and disrupt
normal flora.

Culture and Sensitivity can be obtained from oral swabs in cases of persistent candidiasis or bacterial
infection. Samples should be collected with sterile technique, placed in appropriate transport media, and
sent promptly to the laboratory.

Systemic Antibiotics may be indicated for severe bacterial infections that extend beyond the oral cavity. The
decision to start systemic therapy must balance the patient’s overall prognosis, goals of care, and potential
side effects.

Topical Antifungal Agents such as clotrimazole troches or miconazole oral gel are first‑line treatments for
candidiasis. They are applied directly to lesions, often several times a day, and are generally well tolerated.

Drug‑Interaction Awareness is crucial when adding oral medications. For example, azole antifungals can
increase plasma levels of certain chemotherapeutic agents, requiring dose adjustments or monitoring.

Psychosocial Impact of oral discomfort includes reduced appetite, social withdrawal, and decreased sense of
self. Addressing mouth pain can improve mood, encourage oral intake, and enhance overall wellbeing.

Quality‑of‑Life Measures specific to oral health may be incorporated into palliative assessment tools, such
as the Oral Health Impact Profile (OHIP). Even abbreviated versions can provide insight into how mouth
symptoms affect daily activities.

Research Gaps in terminal oral care include limited high‑quality trials on the efficacy of various rinses,
optimal frequency of denture cleaning, and the role of emerging technologies like laser decontamination.
Ongoing study is needed to refine protocols.
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Technology Integration such as tele‑dental consultations allows specialists to guide bedside teams
remotely, reviewing images of lesions and recommending tailored interventions without requiring the
patient to travel.

Clinical Decision‑Making follows a stepwise process: assess the oral condition, identify contributing factors
(e.g., medication, dehydration), select appropriate interventions, monitor response, and adjust as needed.
This algorithmic approach ensures systematic care.

Case Example 1 illustrates a 68‑year‑old man with advanced pancreatic cancer receiving hospice care. He
presents with dry lips, mild mucosal erythema, and a denture that has become loose. The care plan includes
twice‑daily gentle brushing with a soft‑bristle brush, application of a fragrance‑free lip balm, removal of the
denture for nightly cleaning with a denture brush, and use of a saliva substitute after meals. The family is
educated on the swab technique and signs of infection. After one week, the patient reports improved
comfort and is able to keep his denture in place for meals, enhancing nutrition.

Case Example 2 involves a 55‑year‑old woman with metastatic breast cancer undergoing high‑dose
chemotherapy. She develops painful oral ulcerations consistent with mucositis and reports a burning
sensation with any liquid intake. The protocol recommends a gentle saline rinse, application of a lidocaine
2 % gel to the ulcerated sites, and the use of a chilled oral gel to soothe the mucosa. Because of her
neutropenic status, the team also initiates a prophylactic antifungal mouthwash. Within five days, ulcer size
diminishes, pain scores drop from 8 to 3 on the VAS, and she is able to tolerate small sips of water.

Case Example 3 describes a 78‑year‑old patient with end‑stage chronic obstructive pulmonary disease
(COPD) who is receiving home hospice. He exhibits thick, white plaques on the tongue and inner cheeks,
indicative of candidiasis, and reports a sour taste that discourages eating. A caregiver is instructed to apply
a nystatin suspension four times daily, ensure thorough cleaning of the tongue with a soft brush, and
provide a small amount of a sweetened, non‑acidic oral rinse after each application. The caregiver also
monitors for any signs of aspiration during rinsing. After ten days, the plaques resolve, taste improves, and
the patient’s appetite modestly increases.

Challenges in Implementation often arise from the physical limitations of the patient. For instance, limited
mouth opening (microstomia) may prevent the use of standard toothbrushes, requiring the adoption of a
small, pediatric‑size brush or a finger‑brush. Similarly, severe gag reflexes can make rinsing intolerable; in
these cases, a “dry” approach with gauze wiping is preferred.

Resource Limitations in some hospice settings may restrict access to specialized products like silicone oral
moisturizers. Creative solutions, such as using a small amount of petroleum‑based ointment on the lips or
preparing a homemade saline solution, can maintain care standards while staying within budget.

Ethical Considerations include respecting the patient’s right to refuse mouth care interventions. If a patient
declines a particular product due to taste or texture, alternatives should be offered, but the caregiver must
document the refusal and continue to provide basic comfort measures.
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Legal Documentation of mouth care decisions, especially refusals, protects the care team from potential
liability and ensures that the patient’s wishes are honored in future care planning.

Interdisciplinary Training programs that involve nurses, physicians, speech‑language pathologists, and
dental hygienists promote a shared understanding of mouth care priorities. Simulation exercises using
mannequins can build confidence in performing delicate oral examinations.

Outcome Measurement can be performed using simple tools such as the “Mouth Care Log,” where
caregivers record each session, noting the products used, patient response, and any adverse events.
Aggregated data can reveal trends, inform quality improvement, and guide protocol adjustments.

Continuous Quality Improvement involves periodic review of mouth care practices, identification of gaps,
and implementation of corrective actions. For example, if audit data reveal that chlorhexidine is being
over‑used despite causing taste disturbances, the protocol may be revised to limit its use to patients with
documented high infection risk.

Future Directions may incorporate personalized oral care plans generated by artificial intelligence
algorithms that factor in patient’s medication list, disease stage, and prior oral health history. Such tools
could suggest optimal product combinations and timing, reducing trial‑and‑error for clinicians.

Summative Overview of the vocabulary presented emphasizes that each term is not an isolated concept but
part of an integrated system designed to preserve comfort, prevent complications, and honor the dignity of
terminal patients. Mastery of this language enables practitioners to communicate precisely, act decisively,
and collaborate effectively across the multidisciplinary team.

In practice, the successful application of mouth care protocols hinges on the consistent use of these terms,
the ability to translate definitions into bedside actions, and the sensitivity to the unique challenges faced by
each patient. By internalizing this lexicon, clinicians and caregivers alike can contribute to a higher standard
of palliative oral health, ensuring that even in the final stages of life, the mouth remains a source of comfort
rather than distress.
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