Goti Aetal.

Journal of Advanced Medical and Dental Sciences Research

@Society of Scientific Research and Studies NLM ID: 101716117

Journal home page: www.jamdsr.com doi: 10.21276/jamdsr Indian Citation Index (ICI) Index Copernicus value =91.86

(e) ISSN Online: 2321-9599; (p) ISSN Print: 2348-6805

Orriginal Research

Oral health problem in children with disabilities
IAshish Goti, 2Taral Parikh

IM.D, Resident Pediatrican, Tulane School of Medicine, New Orleans, LA, USA;
2M.D, Consulting Pediatrician, Hamilton Health Center, Harrisburg, PA, USA

ABSTRACT:

Aim: This study was carried out to find out the oral health status of the disabled children in terms of some indices: decayed,
missing, filled teeth index (DMFT), oral hygiene index (OHI), and gingival index (Gl). Methodology: 110 disabled and 110
normal healthy children with the age range from 3 to 14 were examined in this cross-sectional study and were allotted to
Group | and Group Il. Every student and his/her guardian were interviewed and examined clinically using dental mirror and
probe under sufficient examination light to see clinically the oral hygiene status. Compiled data were subjected to descriptive
statistical analysis. Results: The average number of decayed teeth found 5.6 in deciduous and 6.5 in mixed dentition in
disabled children, and the numbers were 3.5 and 4.0 respectively in normal children. Average number of missing teeth was
1.3 in disabled and was 1.0 normal child. The oral hygiene index value was 3 in disabled and 2.47 were in healthy children.
In the disabled children, 36% respondents had normal gingiva, 50% had mild gingivitis and 14% had marked gingivitis; but
in the normal children, about 73% showed normal gingiva, 23% developed mild gingivitis and only 4.5% had marked
gingivitis. Conclusion: Significantly high levels of caries prevalence and low levels of oral hygiene status for permanent

teeth were observed in the children with disabilities group
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INTRODUCTION

Children with disabilities and special needs are at
greater risk for health problems, require extra help and
rely on others to achieve and maintain good health.
Oral health is no exception. A clean mouth is one of
their most important health needs for life and will be
influenced by your ability to provide necessary
support. Children with special needs have congenital
developmental disorders that lead to them
experiencing oral health inequality. Open bite and
dysphagia usually occur in children with Down
Syndrome (DS) ! and increased plaque and calculus
formation give rise to poor oral hygiene.? In
particular, individuals with, autism spectrum disorder
(ASD) have poor dietary preferences, behaviors and
specific aversions, bruxism, gingival picking, self-
removal of teeth, chewing on hard items, and repeated
regurgitation that may cause tooth avulsion® making
them more susceptible to oral health problems.* Most
children aged less than 7 years need caregivers to
assist in maintaining oral hygiene in daily life.
Children with special needs require more assistance

even when they are over seven years of age due to
their mental and physical challenges. Some special
needs children learn slowly and often have difficulty
understanding others’ behavior and their own, such as
brushing teeth (mental challenges). Some of them
have scoliosis, unsteady gait, or increased limb tone
(physical challenges). Children in Asia are more
likely to have poor oral health if their caregivers have
low-income, have a low educational level, live in rural
areas, and have suboptimal access to quality oral
health care. As a result, poor oral health among
children reflects social inequity. Children with special
needs show anxiety and uncooperative behavior
during dental care and treatment (behavioral
challenges), similar to normal children. Specific
communication skills and sedative equipment to
alleviate anxiety and uncooperative behavior are
needed. As a consequence, there is reduced
willingness among caregivers and non-trained dentists
to provide oral health care to special needs children,
resulting in oral health inequities.> Dental caries is the
most unmet health care among all children® including
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disabled ones.” A comparative assessment of the state
of dentition and oral hygiene between disabled and
healthy young people of same age® revealed that the
frequency of dental caries in both groups was 100%.
The average DMF was 11.96 in disabled group and
6.58 in the healthy group. The largest number of teeth
with active caries per person was 8.21 in disabled
children whereas the number was 2.27 in healthy
ones. Dental caries treatment index (DTI) was 0.24 in
disabled group and 0.59 in the healthy group. Oral
hygiene index (OHI) in disabled group was 1.78 and
in healthy group was 0.34; the index (OHI) was 0.29
in girls and 0.38 in boys. Family or caregivers and
dentists should work together for oral healthcare
maintenance especially for children exhibiting
damaging oral habits like behavior issues, movement
difficulty and seizers which can often lead to oral
trauma or damage to the teeth.

AIM OF THE PRESENT STUDY

This study was carried out to find out the oral health
status of the disabled children in terms of some
indices: decayed, missing, filled teeth index (DMFT),
oral hygiene index (OHI), and gingival index (GI).

Table 1- DMFT status of the children

METHODOLOGY

This cross-sectional comparative type of study was
carried out amongst 220 school going children. A
structured questionnaire was developed to find out the
oral health status indices: DMFT, OHI, and GIl. 110
disabled and 110 normal healthy children were
selected and they were referred as Group | and Group
Il respectively for the convenience of the study. Every
student and his/her guardian were interviewed and
examined clinically using dental mirror and probe
under sufficient examination light to see clinically the
oral hygiene status in terms of DMF, OHI, and GI.°
The status was recorded for both in deciduous and
mixed dentitions. The Collected data were compiled
and finally edited on a master chart for computer
analysis with the help of software program SPSS 25.0.

RESULTS

Among 220 children 110 were disabled and 110 were
normal children in this study. Oral health status was
recorded in terms of DMF, OHI, and GIl. Decayed,
Missing and Filled teeth are recorded in 110 disabled
and 110 normal healthy children. Average number of
decayed teeth was 5.6 in deciduous and 6.5 was in
mixed dentition in disabled children, whereas the
numbers were 3.5 and 4.0 respectively in normal
children (Table 1).

DMFT Group | (n=110) Group Il (n=110)
Deciduous/ dft | Mixed/ dmft Deciduous/ dft | Mixed/dmft
d 5.6 6.5 3.9 4.0
m 0.0 1.3 0.0 1.0
f 0.0 0.0 2.0 2.1

*Group |: Disabled children (study group), Group II: Normal healthy children (control group). Mixed
Dentition: Deciduous (milk) and Permanent teeth are present in the Mouth with A 2 =0.05, P-value=0.82.

No missing tooth in deciduous dentition found in
either group but the numbers were 1.3 and 1.0 in
mixed dentition of both groups. No filled teeth found
in disabled group, but the value was 2.0 in deciduous
and 2.1 was in mixed dentition of healthy children.
The gingival status of the children was also recorded.
Table 2- Oral hygiene status of the respondents

In disabled children, about 36% respondents had
normal gingivae, 50% had mild gingivitis and about
14% had severe gingivitis. In the healthy group, about
73% respondents were normal in terms of gingivitis,
about 23% had mild gingivitis and only 4.5% had
severe gingivitis was found in this group. (Table 2, 3)

Respondent | Average DI | Average ClI | OHI (DI+Cl) | OHI
Group | 2.33 0.67 2.33+.67 3
Group Il 1.97 0.5 1.97+.5 2.47

*OHI: Oral Hygiene Index, DI: Debris Index, Cl: Calculus Index The oral hygiene status of the children of this
study was 3 in disabled group and the value was 2.47 in normal group.

Table 3- Gingival status of the children

Gl Group | (n=110) Group Il (n=110)
Number | Percentage | Number | Percentage
0 40 36.36 80 72.73
1 55 50.00 25 22.77
2 15 13.64 05 4.50
Total 110 100 110 100

*Gl: Gingival Index (0 = normal, 1= mild gingivitis, 2 = gingivitis) and t 1 2 =29.58, P-value=0.000. This data

is strongly statistically significant. (P<0.05).
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DISCUSSION

The average number of decayed, filled and missing
teeth found in the children of this study are not
exactly similar to the value observed by studies
because of limitation of recording facilities available
in the schools where the study was carried out. The
oral hygiene status observed in this study is more or
less similar to others studies. It attests that parents of
the children are well aware about the oral hygiene of
their children and accordingly they instruct and let
them to follow the hygiene measures necessary.
Gingival index recorded in this study recommends
that more oral heal programs are needed in disabled
school children to address and prevent the juvenile
gingivitis which causes periodontitis and loosening of
teeth. The status observed in this study is also poor in
comparison to other studies.’°Choi and Yang reported
that the dft, dfs and DMFT indices of medically
compromised were significantly lower than those for
healthy individuals and that DMF, DMFS and DMFT
indices increased with age in both of the examined
groups.t! The results in the present study showed
significantly higher dmft and DMFT indices in
children with disabilities. It was observed that the
decay component (dt; DT) of the mean dmft and
DMFT index was the largest component of the index
for both groups. Children with disabilities have had
low levels of restorative care as demonstrated through
the low number of filled teeth. The restorative
component was lower in children with disabilities,
which is attributed to the lack of conservative
approach to the treatment of dental caries and is in
agreement with other studies.'? The explanation for
this might be found in the greater difficulty of treating
children with disabilities. The majority of children
with special care needs spend most of their time at
home, and only a few hours daily at specialist daycare
centres and other support institutions. Therefore, these
children receive their daily dental oral care from their
parents with little emphasis placed on prevention, and
have poor dental attendance record. The severity of
the handicap should also be taken into account since it
is a determining factor, not only for oral hygiene
status, but also for dental therapy, which can be
further hampered by the inability of those children to
fully communicate and co-operate during dental
treatment. Future efforts must be directed at finding
effective national preventive strategies for the
children with disabilities who continue to be afflicted
with extensive caries. Until these strategies become

available, clinicians must improve their efforts to
protect the dentition of handicapped children through
appropriate preventative and restorative care.

CONCLUSION

Considering poor oral health status and higher
tendency for development of malocclusions and
delayed eruption, it is necessary to develop preventive
dental programmes for children with special needs, as
well as improve public awareness about these issues.
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