A
ASIAN JOURNAL OF PHARMACEUTICAL AND CLINICAL RESEARCH ‘*@/ s

Knowledge to Innovation

ISSN - 0974-2441
Research Article

DENTAL ANOMALIES AND ORAL HYGIENE STATUS IN MENTALLY RETARDED CHILDREN

Vol 8, Issue 5, 2015

ABIJETH B*, SARAVANA KUMAR, DURGHA K

Department of Anatomy, Saveetha Dental College and Hospitals, Velappanchavadi, Chennai - 600 077, Tamil Nadu, India.
Email: abijethbhaskhar04@gmail.com

Received: 04 June 2015, Revised and Accepted: 16 July 2015

ABSTRACT

Objective: Mental retardation is a condition in which there is a deficiency in all development of motor, cognitive, social, emotional, chronic medical
conditions, and language functions. This is the most common form of developmental disability. It is related to nervous system function. Many people
with mental retardation also suffer from other disabilities such as cerebral palsy, seizure, or psychiatric disorders, attention disorders, hyperactivity,
visual abnormalities, communication inability, and difficulty in mastication and deglutition. Oral hygiene of these mentally compromised children is
not the same as it is found in the normal healthy individual. The mentally challenged children maintain a poor oral hygiene, and thus, they are prone
to various oral diseases and anomalies, which require diagnosis and treatment. Adequate oral cleaning in these mentally compromised children
is a difficult task due to their improper musculature. They have a high risk of incidence of periodontal disease, malocclusion, drooling of saliva,

macroglossia, fissured tongue, and high arched palate.

Methods: This study was conducted among 67 patients who fall under the age group of 12-20 years.

Results: The clinical findings were significant including a higher prevalence of malocclusion, fissured tongue, high arched palate, drooling of saliva,

angular chelitis, and fractured tooth.

Conclusion: This study was carried out among the mentally challenged children to know their oral hygiene status and dental anomalies with an idea
of guiding them to have a good oral hygiene status and treat the developed dental changes.
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INTRODUCTION

Normal facial morphology and its components are essential for esthetics
of the craniofacial complex [1]. Oral and dental anomalies have more
prevalence in mentally challenged, leading to abnormal functioning
of the stomatognathic complex [2]. Down’s syndrome and cerebral
palsy are the most frequently caused and recognized developmental
anomalies. A patients with down’s syndrome often show mental
retardation and are affected with related medical conditions such
as cardiovascular anomalies, musculoskeletal defects, and immune
response deficiency [3]. Thepatients who are affected by cerebral palsy
have limited movements, which lead to the activity limitations. They
also suffer from disturbances of sensation, visual perception defects,
communication disability, and few more. It is essential for a dentist to
be familiar with the stomatognathic complex of these special children’s.
These special children are unaware of the normal oral hygiene
maintenance aids to which various dental diseases are caused. They
also have difficulty in understanding the benefits of dental procedures
and their treatment plan [4]. In India, there is only a little data available
relating to dental health in mentally challenged [5]. Hence, as a dentist
we have to create an awareness among the mentally challenged society
and have to impart and educate the parents of these special children
for the maintenance of good oral status and to take proper preventive
measures for any oral diseases. The principle aim of this study is to
know the various dental anomalies and the oral hygiene status of the
mentally challenged children.

METHODS

This study was carried out through proper channel after getting Ethical
Approval from Department of Research, Saveetha Dental College and
Hospitals, Saveetha University and permission from Bala Vihar Special
School, Kilpauk, Chennai. Totally, 67 patients were seen among the age
group of 12-20 years. Past medical history and relevant information

were obtained from individual files of these special children. The
special children who were present in the school during the day of this
study were subjected to clinical examination. The mentally challenged
children who were uncooperative suffering from severe systemic
disorders such as cardiac defect and unknown etiology for mental
disability were excluded from the study. Demographic informations
such as age, gender, and education were recorded in a proforma in prior
to clinical examination. The dental examination was carried out in the
special school by two examiners using a mouth mirror, Williams probe,
high intensity lighting, and universal infection control procedures. The
mouth mirror and the Williams probe used were of the disposable
type. A single set of armamentarium was used for each patient, and it
was disposed after the clinical examination. The special children were
examined using positive reinforcement and for the examination of each
patient, approximately 10 minutes was taken with the assistance of a
dental nurse for patient management. Radiographs were not involved
during the clinical examinations. The dental anomalies and the oral
hygiene status of these mentally challenged children were assessed.
Soft tissue findings and skeletal deformities were majorly assessed,
and the data were collected. The recorded data were then statistically
analyzed.

RESULTS

All the mentally challenged children had one or the other dental
anomalies. The dental anomaly findings include malocclusion, fissured
tongue, angular chelitis, drooling of saliva, fractured tooth, gingivitis,
periodontitis, high arched palate, abnormal temporomandibular joint
(TM]), fordyce’s granules, macroglossia, amelogenesis imperfecta, bald
tongue, and tonsillitis.

Statistical analysis was made using Z-test and the results were
obtained. There was a significant difference between each of the dental
anomalies seen in these special children. The skeletal deformities
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assessed during the clinical examination did not provide a significant
result. Among the clinic findings of these children, comparisons were
made between two or more anomalies based on their prevalence of
occurrence. Fig. 1 represents a comparison made among fissured
tongue, macroglossia, and bald tongue. In this examination, fissured
tongue was seen prominently when compared with macroglossia and
bald tongue. Fissured Tongue was seen among 26.9% of the examined
subjects, whereas macroglossia was seen in 6.0% of the sample subjects
and bald tongue in 1.5% of the sample subjects. Fig. 2 represents a
comparison made between periodontitis and gingivitis. Gingivitis
was prevalently seen among 14.9% of the sample subjects while
periodontitis was seen among 11.9% of the sample individuals. Fig. 3
represents a comparison made among abnormal TM], malocclusion,
high arched palate, amelogenesis imperfecta, and fractured tooth.
Among this comparison, malocclusion had an increased incidence and
was found in 26.9% of the sample subjects. High arched palate was
seen in 23.9% of the individuals while fractured tooth was seen among
20.9% of the individuals. Amelogenesis imperfecta and abnormal TM]
were found on a lower scale during the clinical examination. About
3.0% of the individuals had abnormal TM] movements, and 3.0%
of the individuals had Amelogenesis Imperfecta. Fig. 4 represents a
comparison made among angular chelitis, drooling of saliva, fordyce’s
granules, and tonsillitis. Angular chelitis and drooling of saliva had
an equal prevalence in this comparison and was seen in 23.9% of the
sample subjects. Among these special children, 7.5% had fordyce’s
granules while 1.5% of them had Tonsillitis.
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Fig. 1: A comparison among fissured tongue, macroglossia, and
bald tongue
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Fig. 2: A comparison between periodontitis and gingivitis
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DISCUSSION

An individual’s skill, motivation, and dedication play an active role in
the maintenance of good oral hygiene status [6]. Though there is a large
volume of literature available on the oral hygiene status of the mentally
challenged children, a small research has been conducted to identify
various clinical findings in the oral hygiene of the mentally challenged
subjects. Several studies of oral disease prevalence in mentally
challenged children significantly prove that they have poor oral hygiene
status [2,7-15], and this study also confirms the same concept. Brown
and Schodel have reported that these especially challenged patients
maintain a poor oral hygiene than their non-disabled counterpart, by
reviewing 32 studies regarding the specially challenged patients. The
major reason assumed for the prevalence of poor oral hygiene status
in the mentally challenged children is due to lack of concentration and
motor skills [16]. Sogi and Bhaskhar conducted a study in Davangere,
Karnataka, India. They conducted a study among 13-14 years of
age and the result of their study was the oral hygiene status of the
mentally challenged children was poor with the OHI-S of those
children found to be <2 [17]. In medically compromised children,
there were variations in their oral hygiene status. Asthmatic children
had abundant deposits of calculus when compared with the healthy
individuals and may be possibly related with increased calcium and
phosphorous level which is seen in the submaxillary and the parotid
saliva [18]. In these asthmatic children, the salivary secretion level
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Fig. 3: A comparison among abnormal temporomandibular joint,
Malocclusion, high arched palate, amelogenesis imperfect, and
fractured tooth
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tends to be decreased [19]. Down’s syndrome, which is also known as
trisomy 21 is a chromosomal disorder. It is caused due to presence of
all or a part of third copy chromosome 21 [20]. Luiz Cesaz said that
oral anomalies involved in down’s syndrome include fissured tongue,
high arched palate, abnormal TM] movements [21], and these are
significant in the current study. Fissured tongue was seen in 26.9%
of the individuals while the high arched palate was seen in 23.9% of
the individuals. Cerebral palsy, which is seen in early childhood, is
a group of permanent movement disorders involving poor muscle
coordination, stiff muscle, weak muscles, and inability to speak. Based
on Tondon study, excessive drooling of saliva, root, or crown fracture,
and abnormal TM]J movements are more prevalent oral anomalies of the
cerebral palsy patients [22]. Drooling of saliva was seen in 23.9% of the
subjects, the fractured tooth was seen in 20.9% of the subjects while the
abnormal TM] was found to be 3.0%. Patel et al. [23] and Tondon [22]
showed 44.3% and 60% malocclusion in mentally challenged children,
respectively. Retardation of the growth of the maxilla and mandible and
they are placed anteriorly to the cranial base leads to malocclusion.
Malocclusion was present in 26.9% of the individuals. The public dental
funding should provide more importance for the maintenance of the
dental hygiene status for those with mental inabilities. Lack of trained
dental professionals to treat these special children, a specialist care,
or general anesthesia for performing complex treatments, inadequate
resources, and fundings maybe some of the reasons for the poorly
maintained oral health of the mentally challenged children [24].
Studies say that caries more prevalently found in those children who
are educated in the special schools when compared with national oral
health surveys of children in normal schools [25,26].

Tannenbaum in his study said that the occurrence of dental caries
was comparatively less frequent in down’s syndrome patients when
compared with other mentally challenged patients or with that of
healthy individuals [27]. The periodontal health was also to be poor in
these special children. Periodontitis was seen in 11.9% of the sample
while gingivitis was seen in 14.9% of the examined sample. These
clinical finding results relate with other studies, which is concerned
with the poor level of oral hygiene and increased the prevalence of
periodontal disease of the mentally challenged children [14,28-30]. Poor
oral hygiene may act as a risk factor for several periodontal diseases,
and it is evidently shown in several studies. There is a close relation
among the development and the progression of different periodontal
diseases and poor oral hygiene status which is well established [31].
Nicolaci and Tesini proposed that among the mentally challenged
population there is a high frequency of poor oral hygiene status. They
also provide a correlation between severity of handicap and various
level of oral hygiene. They also explain improper oral hygiene is the
main cause of the occurrence of periodontal disease in the mentally
challenged patients. There is gingival inflammation, which may lead to
various periodontal diseases, which is caused due to the accumulation
of the food particles for a prolonged period of time [8,13,32].

From this study, in order to maintain the oral hygiene of the mentally

challenged children few points have to be considered.

e Various campaigns should be launched so that there is a dental
awareness created among the population. This will lead to a
significant decrease in the level of occurrence of dental problems
among mentally specialized children and also among healthy
individuals

¢ These special children should be provided with an easy access over
the general dental care and pediatric dental care, and the patients
who are involved in high risk must be diagnosed and treated as early
as possible

e All the three fields - the dental care, the medical care, and the social
services should join and progress in their nature of work together
which will be a greater benefit for the mentally challenged children

e Apart from them physiotherapist also will play a major role to teach
these mentally challenged children the coordinated movements to
carry out their day to day activities pertaining not only to oral hygiene
but also for other systems
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¢ In the dental care of the mentally retarded children only well-
trained dental professionals should be utilized. They should be able
to provide instructions to maintain proper oral hygiene status and
should be able to do simple dental treatments under the guidance
and the treatment plan designed by a dentist

¢ Preventive measures should be taken in maintaining the oral hygiene.
This can be done by repeated dental visits to the various special
schools, periodically

¢ The dental schools and the dental colleges should educate the
budding professionals about the risk factors involved and the
instructions to maintain a proper oral hygiene status in the mentally
compromised children

¢ The general dental funds should be increased so that, it can be used in
a beneficial way by treating these special children who are suffering
from various complicated oral diseases.

CONCLUSION

Based on this study conducted among 67 mentally compromised
patients, these special children need a proper assistance for
maintaining their oral hygiene in a better manner. Dental diseases
should be diagnosed at the early stage, and proper treatment plan
should be made. If the oral hygiene is left without any care and any
diagnosis, it may result as a high-risk factor for various systemic
diseases. Awareness about the oral hygiene must be created among the
mentally compromised children, their parents or guardians, authorities
of the special schools, and generally in the society.

REFERENCES

1. Ingervall B, Helkimo E. Masticatory muscle force and facial
morphology in man. Arch Oral Biol 1978;23(1):203-6.

2. BrownJP, Schodel DR. A review of controlled surveys of dental disease
in handicapped persons. ASDC J Dent Child 1976;43(5):313-20.

3. Seagriff-Curtin P, Pugliese S, Romer M. Dental considerations for
individuals with Down syndrome. N'Y State Dent J 2006;72(2):33-5.

4. Fischer-Brandies H, Schmid RG, Fischer-Brandies E. Craniofacial
development in patients with Down’s syndrome from birth to 14 years
of age. Eur J Orthod 1986;8(1):35-42.

5. BhowateR, Dubey A. Dentofacial changes and oral health status in mentally
challenged children. J Indian Soc Pedod Prev Dent 2005;23(2):71-3.

6. Francis JR, Hunter B, Addy M. A comparison of three delivery
methods of chlorhexidine in handicapped children. I. Effects on plaque,
gingivitis, and toothstaining. J Periodontol 1987;58(7):451-5.

7. Murray JJ, McLeod JP. The dental condition of severely subnormal
children in three London boroughs. Br Dent J 1973;134(9):380-5.

8. Shaw L, Maclaurin ET, Foster TD. Dental study of handicapped
children attending special schools in Birmingham, UK. Community
Dent Oral Epidemiol 1986;14(1):24-7.

9. Butts JE. Dental status of mentally retarded children. II. A survey of the
prevalence of certain dental conditions in mentally retarded children of
Georgia. J Public Health Dent 1967;27(4):195-211.

10. Oreland A, Heijbel J, Jagell S, Persson M. Oral function in the physically
handicapped with or without severe mental retardation. ASDC J Dent
Child 1989;56(1):17-25.

11. Nunn JH. The dental health of mentally and physically handicapped
children: A review of the literature. Community Dent Health
1987;4(2):157-68.

12. Francis JR, Stevenson DR, Palmer JD. Dental health and dental care
requirements for young handicapped adults in Wessex. Community
Dent Health 1991;8(2):131-7.

13. Nunn JH, Murray JJ. The dental health of handicapped children in
Newcastle and Northumberland. Br Dent J 1987;162(1):9-14.

14. Gizani S, Declerck D, Vinckier F, Martens L, Marks L, Goffin G.
Oral health condition of 12-year-old handicapped children in Flanders
(Belgium). Community Dent Oral Epidemiol 1997;25(5):352-7.

15. Morton ME. Dental disease in a group of adult mentally handicapped
patients. Public Health 1977;91(1):23-32.

16. Full CA, Kerber PE, Boender P, Schneberger N. Oral health
maintenance of the institutionalized handicapped child. J Am Dent
Assoc 1977;94(1):111-3.

17. Sogi GM, Bhaskar DJ. Relationship between frequency of brushing and
teeth cleaning method and mode on dental caries experience and oral
hygiene status of Davangere school children. J Pierre Fauchard Acad
2001;15:75-9.

197



18.

19.

20.

21.

22.

23.

24.

25.

Abijeth et al.

Hyyppé T, Paunio K. Oral health and salivary factors in children with
asthma. Proc Finn Dent Soc 1979;75(1-2):7-10.

Ryberg M, Moller C, Ericson T. Effect of beta 2-adrenoceptor agonists
on saliva proteins and dental caries in asthmatic children. J Dent Res
1987;66(8):1404-6.

Patterson D. Molecular genetic analysis of Down syndrome. Hum
Genet 2009;126(1):195-214.

Cesar L, Leonelli ME. Dental anomalies in patients with down
syndrome. Braz Dent J 2007;18(4):346-50.

Tandon P, Jha S, Tandon R, Sondhi D, Chandra M, Trivedi JK. Oro-
dental pattern in mentally retarded. Indian J Psychiatry 1990;32:185-7.
Patel AK, Boghani CO. Dental manifestations of down’s syndrome.
] Indian Dent Assoc 1985;57:97-9.

Curzon ME, Toumba KJ. The case for secondary and tertiary
care by specialist dental services. Community Dent Health
1998;15 Suppl 1:312-5.

Al-Mutawa S, Al-Duwairi Y, Honkala E, Honkala S, Shyama M. The
trends of dental caries experience of children in Kuwait. Dent News
2002;9:9-13.

26.

27.

28.

29.

30.

31.

32.

Asian ] Pharm Clin Res, Vol 8, Issue 5, 2015, 195-198

Soparkar PM, Rose L, DePaola PF. A comprehensive dental survey of
Kuwaiti school children. Ministry of Health, State of Kuwait. p. 1-43.
Tannenbaum KA. The oral aspects of mongolism. J Public Health Dent
1975;35(2):95-108.

Mitsea AG, Karidis AG, Donta-Bakoyianni C, Spyropoulos ND. Oral
health status in Greek children and teenagers, with disabilities. J Clin
Pediatr Dent 2001;26(1):111-8.

Seymen F, Aytepe Z, Kiziltan B. Oral health status in children with
Down’s syndrome. J Disabil Oral Health 2002;3:62-7.

Svatun B, Gjermo P. Oral hygiene, periodontal health and need for
periodontal treatment among institutionalized mentally subnormal
persons in Norway. Acta Odontol Scand 1978;36(2):89-95.

Bellini HT, Campi R, Denardi JL. Four years of monthly
professional toothcleaning and topical fluoride application in
Brazilian schoolchildren. I. Effect on gingivitis. J Clin Periodontol
1981;8(3):231-8.

Nicolaci AB, Tesini DA. Improvement in the oral hygiene of
institutionalized mentally retarded individuals through training of direct
care staff: A longitudinal study. Spec Care Dentist 1982;2(5):217-21.

198



