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Abstract

The aim of the present systematic review was to critically evaluate the recommendations from evidence-
based clinical practice quidelines (CPG) and scientific statements (SS), as well as expert consensus, related
to the management of oral complications in intensive care unit (ICU) patients.

A search was made in the PubMed, Scopus, Ovid/Cochrane, and LILACS databases, following the (PG
identification filters from the Canadian Agency for Drugs and Technologies in Health (CADTH). Both
scientific repositories and document references were incorporated as well. The critical assessment was
performed by means of the AGREE-Il instrument (an ideal scenario) for CPG and SS, and using the AGREE-
REX instrument for recommendations (ideal and local scenarios).

A total of 13 related recommendations from 4 SS were included. The mean score in AGREE-Il was 58.25.
The mean AGREE-REX scores were 45.82 and 39.07 for the ideal and local scenarios, respectively. The
included recommendations focused on the oral care assessment, and the development of prevention and
execution tools with regard to respiratory infections.

There is a lack of CPG following a rigorous methodology that would incorporate recommendations for oral
care in ICU. Dentists are responsible for the development and improvement of recommendations from (PG
and/or SS to mitigate oral complications in ICU patients.
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* Patients remain at high risk for developing oral health complications after ICU discharge, despite adherence to

current oral care guidelines.

+ Current oral care protocols primarily aim to prevent respiratory infections, not long-term oral complications, high-

lighting a gap in comprehensive care.

* Enhancing guidelines to include long-term oral health and involving dentists in care planning is essential, while
also accounting for healthcare system constraints and economic feasibility.

Introduction

The intensive care unit (ICU) treats critical patients
who need immediate and prioritized healthcare.! Every
day, in-patients are received in ICU because of several
complications, among which the most common ones
are arterial hypertension, diabetes mellitus, obesity, and
chronic obstructive pulmonary disease (COPD).2 Howev-
er, it is important to highlight that other non-vital health
aspects, such as oral health, could affect the quality of life
(QolL) in the long term.? The goal of professional interdis-
ciplinarity in ICU is to cooperate in the decision-making
process based on the understanding of the in-patient’s
physiology, psychology and general health. It is necessary
that ICU in-patients also receive oral care during their
stay in hospital.* In the US, the number of ICU in-patients
is estimated to be around 4.1 million per year.®

One of the most common health issues regards the
mouth; for example, some patients show frustration for
being unable to handle their thirst because of the dry
mouth (xerostomia) associated with mechanical ventila-
tion.® Some authors have reported the presence of plaque,
tongue coating, dental caries, halitosis, mucosa lesions,
periodontal disease, and residual fungal diseases within
the oral cavity in in-patients.> The frequently observed
dental caries might be related to the reduced salivary flow.
Such a decrement of saliva is caused by changes in the
oral microbiome, which is composed of microorganisms
found in human body’s ecosystems, including the oral
cavity.” Similarly, patients with periodontitis could be at
3 times higher risk for nosocomial pneumonia than those
without periodontal disease.® Indeed, elderly patients are
those with the highest risk for periodontal colonization by
pathogens.® The influence of oral bacteria on the occur-
rence of systemic complications has already been studied.
Nevertheless, the importance and relevance of bacteria in
the development of oral diseases during ICU in-patient
stay, and the fact that the deterioration of oral health will
affect the patient’s QoL in future, have not been thor-
oughly discussed yet.

The lack of protocols for oral healthcare in critical care
patients in ICU becomes the main reason for which they

develop oral complications. Oral hygiene is important for
all ICU in-patients. The appropriate oral hygiene is more
complex in ventilated patients as compared to non-ven-
tilated ones, who can practice self-care. However, there
might be other health disorders that can constraint the the
patient’s movements, thus affecting the cleaning task, e.g.,
arthritis.1®-!! As reported by Kim et al., an oral hygienic
care program proved to be successful in ICU patients due
to the supervision of the dentist, reducing the plaque in-
dex scores and the Candida albicans colonization.!?

An oral care assessment for ICU in-patients could de-
termine their oral health status and point to possible ac-
tions, which could either prevent or treat oral diseases.
Furthermore, an oral care assessment allows to establish
protocols or clinical practice guidelines (CPG) for the
ICU team, including oral health as a fundamental com-
ponent of the in-patient’s general health. There is a lack
of CPG that would incorporate recommendations for oral
care in ICU.

This work pursues to evaluate the reported recommen-
dations within CPG and scientific statements (SS), as well
as expert consensus, related to the management of oral
complications in ICU patients. The aforementioned
evaluation was performed by means of the AGREE-II and
AGREE-REX tools.

Methods
Eligibility criteria

The PICAR format was used to define the inclusion cri-
terial3:

— Population — ICU in-patients;

— Intervention — any technique, method or strategy to
prevent or treat oral sequelae due to stays in ICU;

— Comparator — any comparator;

— Guideline Attribute — CPG or SS from national and in-
ternational scientific societies or institutions in either
English or Spanish; and

— Recommendation — any either evidence-based or expert
consensus recommendation of interest was included.
The exclusion criteria were not considered.
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Information sources

Secondary database sources (PubMed, Scopus, Ovid/
Cochrane, and LILACS), and the ICU-related CPG
and SS in repositories from the Society of Critical Care
Medicine (SCCM) were searched. The final database
search was made on August 24, 2021. As additional
sources, the references cited in the included documents
and those in which the documents were cited were also
reviewed.

Search strategy

The search for documents was made by using the
CPQG identification filters from the Canadian Agency for
Drugs and Technologies in Health (CADTH),* together
with oral health terms and ICU terms (“dental” OR “oral
health” OR “oral hygiene” OR “oral care”) AND (“critical
care” OR “intensive care” OR “intensive unit” OR “ICU”).
Other types of search fields, different from the CADTH
ones, were not applied.

Selection process

The search results were sifted by 2 reviewers based on
the title and abstract reading to exclude documents irrele-
vant with regard to the objective of this systematic review.
The full text of the remainder of the results was read by
the 2 reviewers to make the final decision about the inclu-
sion, after reaching consensus in cases of disagreement.

Data collection process

Data extraction from the included documents was per-
formed by 2 reviewers independently. To this end, an MS
Excel file was used. In cases of disagreement, the full read-
ing of the document was made, and the consensus was
reached.

Data items

Information about the development process, for each
included CPG or SS, was extracted taking as a reference
the AGREE (Appraisal of Guidelines for Research and
Evaluation) reporting checklist.!® The extracted variables
were objective, population, users toward whom the rec-
ommendations are oriented, development team confor-
mation, and conflict of interest.

Synthesis methods

The CPG and SS were assessed by using the AGREE-II
tool, which considers 6 different dimensions, i.e., scope
and purpose, stakeholder involvement, rigor of develop-
ment, clarity of presentation, applicability, editorial inde-
pendence, and the overall assessment of the guidelines.
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A CPG is considered to have high methodological qual-
ity when its overall score is greater than or equal to 70
points.'® The overall score for each CPG and SS was pre-
sented. In addition, an average score for each of the di-
mensions was also provided.

The different practice recommendations were as-
sessed by means of the AGREE-REX tool, which consid-
ers 3 main domains: clinical applicability (evidence and
applicability to target users and patients/populations);
values and preferences (of target users, patients/popula-
tions, policy-/decision-makers, guideline developers),
and implementability (purpose, and local application and
adoption).'” Each recommendation has an overall score
in the ideal scenario, which is interpreted as the original
scenario for the CPG and SS. Also, an assessment com-
prising the local scenario was made, corresponding to the
Colombian context.

Each CPG was assessed by 2 reviewers independently,
whereas all the recommendations were evaluated by the
whole review team. The presented scores correspond to
the mean value of the reviewers’ scores. Neither CPG and
SS nor recommendations were excluded because of their
methodological quality.

Results

Study selection

A total of 2,303 articles were identified from the PubMed
and Scopus databases. From these 2,303 articles, 307 were
duplicated and thus removed from analysis, obtaining
a total of 1,996 articles to be sifted. After following the
established protocol consisting of title, objective, meth-
odology, and full text review, 17 articles remained. Then,
2 articles could not be recovered, 11 were excluded given
that they were neither CPG nor SS, and an additional one
was excluded for not having oral-related recommenda-
tions. The final 3 articles were included in our study, from
which 8 additional references were identified. After evalu-
ating the additional 8 articles following the same protocol,
1 article was added to the study. Thus, the 4 articles ob-
tained were discussed throughout the present study.'8-2!
The flowchart of the study is presented in Fig. 1.

Study characteristics

The characterization and methodological quality of the
included CPG and SS is summarized in Table 1.

The SS reported by Collins et al. evaluates several oral
care aspects for adult ICU in-patients.'® The practice for
oral care together with its evidence was evaluated by a con-
sensus committee from the British Association of Critical
Care Nurses (BACCN). The assessment has been performed
intending to improve the existing practices and protocols.
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Table 1. Characterization and methodological quality (AGREE-II) of the CPG and SS including recommendations related to oral care in intensive care unit

(ICU) in-patients

StUdy POPUIation Development o

To provide an evidence-based, BACCN-endorsed consensus
paper for the best practice relating to implementing oral
care, with the intention of promoting patient comfort, and
reducing HAPand VAP in critically ill patients

Collins et al.’®
2021

A survey was conducted among nurses to establish their
baseline knowledge of oral hygiene and the current oral
hygiene practices in PICU, which facilitated the development
of an oral hygiene guideline for children in PICU

Johnstone et al.'®
2010

To develop a ventilator bundle and care practices for nurses
in critical care units to reduce the rate of VAP

Sedwick et al.°
2012

oropharyngeal and tracheal trauma from the tube and
the cuff, to provide oral hygiene, promote ventilation, and
decrease the risk of VAP and HAP

Vollman et al.?!
2015

ETT management and oral care performed to prevent buccal,

AGREE-II
score [%]
) . ICU nurses, a member
adult ICU in-patients  ICU nurses of BACCN 100
L 9B I all registered
ventilated children 9 non-specified 50
) PICU nurses
in PICU
ICU in-patients ICU nurses nursgs, physicians gnd 50
respiratory therapists
ICU ventilated and
non-ventilated NA non-specified 33
patients

BACCN - British Association of Critical Care Nurses; HAP — hospital-acquired pneu
care unit; ETT — endotracheal tube; NA — data not available.

monia; VAP — ventilator-associated pneumonia; PICU — pediatric intensive

Identification of new studies via databases

Identification of studies by other means

T Identified (N =2,303): Removed before Identified from:

o —> screening (n = 307): .

] ® PubMed (n = 934) i o references in the

o @ duplicated (n = 307) included studies

£ @ Scopus (n =1,369) (n=8)

3

: |

Filtered/sifted Excluded
(n=1,996) > (n=1,861)
l Non-recovered

2| |Recovered publications publications (n = 2): Recovered publications

< for evaluation —» | @ Korean (n=1) for evaluation

[ (n=17) o full-text excluded (n=28)

5 (n=1)

2]

l Excluded publications l
Evaluated publications . (n=12): Evaluated publications Exclude(: ;;u7b)lilcat|ons
for eligibility —» | ® neither CPG nor SS for eligibility -5 :
(n=15) (n=11) (n=1) o neither CPG nor SS

) @ absence of oral care (n=7)
— l recommendations (n=1)

2

° Included in the review

S

‘_é‘ (n=4):

= ® CPG (n=0) <

®SS(n=4)

Fig. 1. PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) flowchart of the study

CPG - clinical practice guideline; SS — scientific statement.

Different factors, allowing to classify the quality of the
recommendations as high and low, were established. In
the study, in section ‘Findings; 6 main recommendations
are presented, i.e., the assessment and frequency of oral
care, toothbrushing, oral care techniques and equipment,
oral cleansing solution, toothpaste, and the technique for
cleaning dentures.'®

Guidelines for oral care and mouth hygiene for in-pa-
tients in pediatric intensive care units (PICU) were de-
veloped in a study by Johnstone et al.'” The guidelines
were proposed based on the evaluation of 14 articles
of relevance, discussing oral care specifically in this pe-
diatric population. The evidence used for the recommen-

dation design shows that there exists a tight and direct
relationship between poor oral hygiene and the increment
of plaque, bacteria colonization and a high risk of devel-
oping nosocomial infections. Therefore, it is strongly
emphasized that children in PICU require getting their
mouths regularly cleaned and examined. The researchers
promoted informal discussions with the nurses seeking to
enhance the oral health standard for children in PICU.?
The SS presented by Sedgwick et al. comprised the
set of recommendations reported by the U.S. Institute
for Healthcare Improvement, extended by incorporat-
ing, among many other factors, some oral care proto-
cols.?’ The added oral care procedures were designed in



Dent Med Probl. 2025;62(3):547-555

cooperation with respiratory therapists. In fact, although
the users of the recommendations were ICU nurses, the
responsibility for oral care was impartially distributed
among both respiratory therapists and nurses.?’ The pre-
viously mentioned cooperation reveals the need of taking
into consideration multiple health disciplines in the ICU
team.

Vollman et al. in their SS discussed the practices intend-
ed to provide oral hygiene and prevent oral trauma, in-
cluding other aspects of the oral cavity.*! These practices
are oriented to ventilated and non-ventilated in-patients.
This SS also presents the necessary knowledge for users
and a detailed checklist of the required tools and equip-
ment. Also, it proposes to involve non-ventilated patients
and relatives in the procedures, providing useful informa-
tion related to the recommendations.?!

Results of individual studies

The CPG and SS were evaluated following the quality
instrument AGREE-II, as presented in Table 1. A com-
parative diagram is shown in Fig. 2.

The SS by Collins et al. was assessed as having a high
quality (100%).'® The main limitation detected referred
to the dimension corresponding to ‘stakeholder involve-
ment’ (28%), showing that the population preferences
were not taken into consideration in the development
of the guidelines. Additionally, regarding the dimen-
sion corresponding to ‘applicability’ (42%), there is a lack
of methods and strategies to make the implementation
of recommendations easier. Nevertheless, regarding the
dimension ‘clarity of presentation’ (100%), the recommen-
dations are specific and non-ambiguous. Thus, one can
find details concerning duration, tools and frequencies
for the practices, in addition to a classification according
to the population health status, i.e., ventilated and non-
ventilated patients.'®

The quality of the SS by Johnstone et al. was medium
(50%). The main strengths appeared in the 4" domain,
corresponding to ‘clarity of presentation’ (100%), given
that a flowchart diagram clearly shows, and in a specific
manner, the practices to be followed according to children
age subgroups, indicating times, frequencies and tools.
On the other hand, the main limitation was identified in
the 5" domain, corresponding to ‘applicability’ (8%). The
SS does not present strategies to make the implementa-
tion accessible and easier nor does it discuss the possible
obstacles that could interfere with the implementation.
Additionally, advised or required resources to implement
the recommendations are not presented.'’

The quality of the SS by Sedwick et al. was determined
to be medium (50%).2° According to the evaluation re-
sults, the main limitation was detected in the 3¢ domain,
corresponding to ‘rigor of development’ (31%). Neither
the search strategy nor systematic methods are presented
for the evidence. On the other hand, the 1%t domain is out-
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69%
38%
31%

Rigor of

Stakehold iy
akeholder
development 33%

involvement 7o,

100%

100:/0 Clarity of
83% presentation

83%
Scope and 67%
purpose 89%

42% o 50%
8% Applicability Editorial 100%
92% independence 50%

(Collins, 2021)
(Johnstone, 2010)
(Sedwick, 2012)

Fig. 2. Average scores for the clinical practice guidelines (CPG) and
scientific statements (SS) with regard to the AGREE-Il dimensions

standing (89%), describing in detail the objective of the
guidelines, the problem question and the population.
Similarly, the 4" domain (83%), with the recommenda-
tions being precise and non-ambiguous.?

The SS presented by Vollman et al. obtained scores
showing a low quality (33%).?! The main limitations were
found in the domains number 2 (6%) and 6 (0%), corre-
sponding to ‘stakeholder involvement’ and ‘editorial inde-
pendence, respectively. These low scores occurred, since
the development team is not clearly mentioned, the pref-
erences of the population were not considered in the de-
velopment of the recommendations and the users of the
guidelines are not presented. In contrast, the 4" domain,
corresponding to the ‘clarity of presentation’ (78%), be-
comes the main strength of this SS given that the recom-
mendations are presented in a very clear way, including
step-by-step instructions, and avoiding ambiguity.?!

Results of synthesis

The 4 included SS present a total of 13 recommenda-
tions, which are related to ICU in-patients’ oral health
(Table 2, Fig. 3).

45.8%
16.6% Values and

20.8% preferences

72.2%
Clinical 61.1%
applicability 44.4%

66.6%

66.7% |mplementability
58.3%

(Collins, 2021)
(Johnstone, 2010)
(Sedwick, 2012)

Fig. 3. Average scores for the recommendations with regard to the AGREE-
REX dimensions in the ideal case
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The mean global scores in the ideal and local scenarios
in the study by Collins et al., according to the AGREE-
REX tool, were 59.3% and 40.7%, respectively, showing
few weaknesses in the recommendations.!® In the ideal
scenario, the low score is mainly observed in the domain
of ‘values and preferences’ (45.8%). since neither the ob-
jective users nor the patients’ acceptability were consid-
ered within the recommendation design. Regarding the
local scenario, the main weaknesses were identified in
the domains ‘values and preferences’ (15.0%) and ‘imple-
mentability’ (41.6%). As part of the recommendations,
professional team training is suggested, which necessar-
ily implies the assignment of funds, making it difficult to
implement in the local context. It is well known that there
are several other priorities in the local healthcare system
to assign resources. The strengths for the ideal scenario
were identified in the domains ‘clinical applicability’
(72.2%) and ‘implementability’ (66.6%), highlighting the
fact that the recommendations are exact and explained
step by step, defining the population and the health issue
it intends to solve. In the local scenario, the ‘clinical appli-
cability’ got a score of 61.0% given that the recommenda-
tions are within the nurses’ scope.!®

The mean AGREE-REX scores for both the ideal and
local scenarios in the study by Johnstone et al. showed
a low value (approx. 16%) in the domain ‘values and pref-
erences’ for both scenarios.!® This low score is mainly re-
lated to the fact that the preferences of the population,
users and patients, were not included in the SS. The main
strength for the 2 scenarios (ideal and local) is focused
in the ‘implementability’ domain ( approx. 67%), with the
alignment between the recommendations and the SS ob-
jective clear set, i.e., to improve the oral health of in-pa-
tient children in PICU. Moreover, the resources required
for the implementation of the recommendations are
considered, and the SS also establishes the training and
knowledge needed by the users. Although the knowledge
and training requirements can become a limitation due to
the lack of personnel and equipment in some regions, the
recommendations are equally aligned with the oral health
objectives in the local context.t’

For the SS reported by Sedwick et al., the mean global
scores for the ideal and local scenarios, according to the
tool AGREE-REX, were low, with values of 37.0% and
29.6%, respectively.?’ The main strength in the ideal con-
text (the ‘implementability’ domain with 58.3%) is due to
the impact of the recommendations on the patients’ out-
comes. Moreover, professional team training is shown in
detail, including the cost reduction that hospitals would
achieve. Concerning the local scenario, the highest score
was observed in the ‘clinical applicability’ domain (44.4%)
given that the evidence used for the development of the
recommendations could also be found. Nevertheless, it is
quite relevant to point out that it is not feasible to per-
form oral care every 2 h in the local context due to the
lack of personnel in ICU. The domain with the lowest
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score was the one related to ‘values and preferences’ for
both scenarios (ideal scenario — 20.8%, local scenario —
12.5%).20

The AGREE-REX scores for the SS presented by
Vollman et al. showed a medium quality, with a value
of 44.4% in the ideal scenario and 39.7% in the local sce-
nario.?! This SS has an impact on the users, as it stipulates
the pre-requisite knowledge. Also, this SS mentions the
suggested education schemes for both patients and their
relatives, which can end up in the successful dissemina-
tion of the recommendations. In addition, they can be
customized for patients form different subgroups. The
latter justifies the highest score observed in the domain
known as ‘implementability’ (75.0%). In the same way as
discussed above for Sedwick et al., the SS by Vollman et al.
has the main weaknesses in the domain of ‘values and
preferences, for the ideal and local scenarios, with a value
around 4%. Although the SS involves the nurses by men-
tioning their pre-requisite knowledge, and the patients by
suggesting education schemes, the values and preferences
of these objective users and the population were not re-
ported in the design of the recommendations.?!

Discussion

Given that in-patients in ICU are in a critical health
state that puts their life in danger, oral care is not part
of the priorities. The oral issues are shadowed and under-
estimated because of other health complications concern-
ing other integral health fields,?’ which might explain the
lack of previous studies on the CPG and SS concerning
this topic. To the best of our knowledge, the quality as-
sessment of SS related to the oral health of ICU in-pa-
tients, as well as their recommendations, has not been
reported in the literature yet.

The previously mentioned situation suggests a new
problem. In cases where the in-patient overcomes their
health difficulty and is discharged from ICU, they will
have to deal with oral health issues in the long term, as
during their stay in hospital, they could develop caries,
gingivitis and periodontitis, among others.?>?* However,
within the assessed SS, one can find several practices in-
volving oral care, which can, in turn, be complemented
and improved to mitigate future oral health issues in ICU
in-patients.?*

The identified quality of the 13 recommendations
found, related to oral care in ICU in-patients, was low.
With regard to the SS objective, recommendations that
are exclusively oriented to the prevention of oral health
issues were not found. However, there were recommenda-
tions linked with oral care, but mainly intended to prevent
ventilation-associated pneumonia (VAP).?

Additionally, the proposed recommendations lack
of arigorous methodological design, e.g., the different con-
siderations depending on the population comorbidities,
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the alignment between the practice scope and the objec-
tive users’ actions to achieve a proper clinical applicabil-
ity, the identification of the required resources, and the
detection of possible barriers. Given that the aforemen-
tioned elements are missing, the implementation of the
recommendations turns to be difficult.

Four possible roles, which oral health professionals can
either directly or indirectly play in the oral care of ICU in-
patients, have been determined.?® First, the participation
of the dentist in the design of the recommendations. The
existence of some SS, which already have recommenda-
tions associated with oral care to avoid the development
of respiratory infections, becomes an opportunity to
complement such recommendations by considering pos-
sible oral complications. Second, the dentist actively ex-
ecuting the recommendations, i.e., the dentist being part
of the ICU team. Some evidence has shown improvement
in oral health and the prevention of respiratory infections
when involving the dentist.® Third, the dentist perform-
ing the training of the CPG and SS users. For example, the
nurses have been shown to perceive the ICU in-patients’
oral care as the most difficult task to do, in addition being
a low-priority intervention.”! Thus, there is an undoubt-
able need for the ICU nurses to be trained by the den-
tist. Fourth, the dentist in the post-ICU care. Most of the
patients who get discharged from ICU have to deal with
health sequelae at the physical and mental level, known as
post-ICU syndrome.?® It is required to evaluate whether
the knowledge-based and practice-based training of the
dentists is adequate to cope with the challenges emerging
during the post-ICU period.

Limitations

Some limitations must be considered. Since it is a sys-
tematic review, one should keep in mind the existing bias
caused by the language, which was constrained to English
and Spanish. Therefore, gray literature reports could have
been omitted within the systematic review.

Conclusions

There exists a high risk to develop oral health complica-
tions in patients after having been discharged from ICU,
even though oral care-related recommendations were fol-
lowed. Oral care recommendations are not designed to
prevent oral complications; instead, they are designed to
prevent respiratory infections associated to ventilation.

This shortcoming presents an opportunity to comple-
ment the existing recommendations, broadening their
purpose — not only focusing on infection prevention, but
also on mitigating the potential long-term oral complica-
tions during the post-ICU period. It is concluded that the
dentist plays a significant and essential role in improving
CPG and SS for ICU in-patients. Additionally, it is crucial
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to consider the management and economic limitations, as
well as the coverage of the health care system, when im-
plementing these recommendations in the local context.

Registration and protocol

The present study is registered in PROSPERO under
the ID CRD42021254982. It follows a rigorous methodol-
ogy proposed by Johnston et al.,'* and the PRISMA (Pre-
ferred Reporting Items for Systematic Reviews and Meta-
Analyses) guidelines.?”

Ethics approval and consent to participate
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Data availability

The datasets generated and/or analyzed during the cur-
rent study are available from the corresponding author on
reasonable request.

Consent for publication

Not applicable.

Use of Al and Al-assisted technologies

Not applicable.

ORCID iDs

Mayerly Espitia Espinosa
Rubiel Antonio Marin Jaramillo
Diego Fernando Rojas Gualdron

https://orcid.org/0000-0002-0526-1002
https://orcid.org/0000-0002-2124-6697
https://orcid.org/0000-0002-2293-0431

References

1. Lara BA, Cataldo A, Castro R, Aguilera PR, Ruiz C, Adresen M. The
impact of a better coordination between emergency and intensive
care units in the care of critically ill patients [in Spanish]. Rev Med
Chile. 2016;144(7):911-917. d0i:10.4067/50034-98872016000700014

2. Machado-Alba JE, Valladales-Restrepo LF, Machado-Duque ME, et al.
Factors associated with admission to the intensive care unit
and mortality in patients with COVID-19, Colombia. PLoS One.
2021;16(11):e0260169. doi:10.1371/journal.pone.0260169

3. Miranda AF, de Paula RM, Barbosa de Castro Piau CG, Costa PP,
Barreto Bezerra AC. Oral care practices for patients in Intensive
Care Units: A pilot survey. Indian J Crit Med. 2016;20(5):267-273.
doi:10.4103/0972-5229.182203

4. Kumar U, Rath S. Dental management for patients in ICU. J Oral
Health Comm Dent. 2016;10(3):80-86. doi:10.5005/johcd-10-3-80

5. Weinreich M, Herman J, Dickason S, Mayo H. Occupational therapy
in the intensive care unit: A systematic review. Occup Ther Health
Care. 2017;31(3):205-213. doi:10.1080/07380577.2017.1340690

6. VonStein M, Buchko BL, Millen C, Lampo D, Bell T, Woods AB.
Effect of a scheduled nurse intervention on thirst and dry mouth in
intensive care patients. Am J Crit Care. 2019;28(1):41-46. d0i:10.4037/
ajcc2019400

7. Moya AS. Microbiome and next generation sequencing [in Spanish].
Rev Esp Quimioter. 2017;30(5):305-311. https://seq.es/wp-content/
uploads/2017/10/completo.pdf. Accessed April 1, 2023.


https://seq.es/wp-content/uploads/2017/10/completo.pdf
https://seq.es/wp-content/uploads/2017/10/completo.pdf

Dent Med Probl. 2025;62(3):547-555

20.

21.

22.

23.

24,

25.

. Radwan-Oczko M, Dus-lInicka |,

. Radwan-Oczko M, Dus-linicka |,

. Gomes-Filho IS, Leitdo de Oliveira TF, da Cruz SS, et al. Influence

of periodontitis in the development of nosocomial pneumonia:
A case—control study. J Periodont. 2014;85(5):e82-€90. doi:10.1902/
jop.2013.130369

. Singh B, Giri TK, Mall B, Chethan MD, Mahadevan V, Sinha N.

Dentistry for the critical care patients. J Oral Dis Markers. 2017;1:10-14.
doi:10.15713/ins.jodm.5

Richards P, Thomsen AM,
Rasmussen C. Evaluation of oral health status and oral care
of patients with rheumatoid arthritis. IntJ Dent. 2020;2020:8896766.
doi:10.1155/2020/8896766

Richards P, Thomsen AM,
Rasmussen C. Rheumatoid arthritis patients’ oral health and disease
activity. Int J Rheum Dis. 2019;22(8):1538-1543. doi:10.1111/1756-
185X.13590

. Kim EK, Jang SH, Choi YH, et al. Effect of an oral hygienic care

program for stroke patients in the intensive care unit. Yonsei Med J.
2014;55(1):240-246. doi:10.3349/ymj.2014.55.1.240

. Johnston A, Hsieh SC, Carrier M, et al. A systematic review of clinical

practice guidelines on the use of low-molecular-weight heparin
and fondaparinux for the treatment and prevention of venous
thromboembolism: Implications for research and policy decision-
making. PLoS One. 2018;13(11):e0207410. doi:10.1371/journal.
pone.0207410

. Lunny C, Salzwedel DM, Liu T, et al. Validation of five search filters

for retrieval of clinical practice guidelines produced low precision.
J Clin Epidemiol. 2020;117:109-116. doi:10.1016/j.jclinepi.2019.09.022

. Brouwers MC, Kerkvliet K, Spithoff K; AGREE Next Steps Consortium.

The AGREE Reporting Checklist: A tool to improve reporting of clinical
practice guidelines. BMJ. 2016;352:i1152. doi:10.1136/bmj.i1152

. Brouwers MC, Kho ME, Browman GP, et al. AGREE II: Advancing

guideline development, reporting and evaluation in health care.
CMAJ. 2010;182(18):E839-842. doi:10.1503/cma;j.090449

Brouwers MC, Spithoff K, Kerkvliet K, et al. Development and
validation of a tool to assess the quality of clinical practice
guideline recommendations. JAMA Netw Open. 2020;3(5):e205535.
doi:10.1001/jamanetworkopen.2020.5535

. Collins T, Plowright C, Gibson V, et al. British Association of Critical

Care Nurses: Evidence-based consensus paper for oral care
within adult critical care units. Nurs Crit Care. 2021;26(4):224-233.
doi:10.1111/nicc.12570

. Johnstone L, Spence D, Koziol-McClaine J. Oral hygiene care in the

pediatric intensive care unit: Practice recommendations. Pediatr
Nurs. 2010;36(2):85-96. PMID:20476510.

Sedwick MB, Lance-Smith M, Reeder SJ, Nardi J. Using evidence-
based practice to prevent ventilator-associated pneumonia. Crit
Care Nurse. 2012;32(4):41-51. d0i:10.4037/ccn2012964

Vollman K, Sole ML, Quinn B. Endotracheal tube care and
oral practices for ventilated and non-ventilated patients. In:
Wiegand DL, ed. American Association of Critical-Care Nurses.
AACCN Procedure Manual for High Acuity, Progressive, and Critical
Care. 7t ed. St. Louis, MO: Elsevier; 2015:32-39.

Doddasomanahalli Sreenivasan VP, Ganganna A, Bidadi
Rajashekaraiah P. Awareness among intensive care nurses
regarding oral care in critically ill patients. J Indian Soc Periodontol.
2018;22(6):541-545. doi:10.4103/jisp.jisp_30_18
Bellissimo-Rodrigues WT, Menegueti MG, Gaspar GG, et al. Is it
necessary to have a dentist within an intensive care unit team?
Report of a randomised clinical trial. Int Dent J. 2018;68(6):420—427.
doi:10.1111/idj.12397

Alexander SA. Intensive care unit nursing priorities in the United
States. Crit Care Nurs Clin North Am. 2021;33(1):1-20. doi:10.1016/j.
cnc.2020.10.001

Torres A, Niederman MS, Chastre J, et al. International ERS/ESICM/
ESCMID/ALAT guidelines for the management of hospital-acquired
pneumonia and ventilator-associated pneumonia: Guidelines
for the management of hospital-acquired pneumonia (HAP)/
ventilator-associated pneumonia (VAP) of the European Respiratory
Society (ERS), European Society of Intensive Care Medicine (ESICM),
European Society of Clinical Microbiology and Infectious Diseases
(ESCMID) and Asociacidon Latinoamericana del Torax (ALAT). Eur
Resp J. 2017;50(3):1700582. d0i:10.1183/13993003.00582-2017

26.

27.

555

Colbenson GA, Johnson A, Wilson ME. Post-intensive care
syndrome: Impact, prevention, and management. Breathe (Sheff).
2019;15(2):98-101. doi:10.1183/20734735.0013-2019
Page MJ, McKenzie JE, Bossuytet PM, et al. The PRISMA 2020
statement: An updated guideline for reporting systematic
reviews. BMJ. 2021;372:n71. d0i:10.1136/bmj.n71



