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INTRODUCTION

Oral health is a vital component of overall health,
which contributes to each individual’s wellbeing and
quality of life by positively affecting physical and

mental healthiness, appearance and interpersonal relations.
Oral health is an important aspect of health for all children,
and is all the more important for children with special health
needs.1 In many instances, a disabled child’s oral hygiene
care becomes the responsibility of another person, generally
a parent or guardian, many of whom are emotionally or intel-
lectually incapable of dealing with the health problems of
their less fortunate ones.2

The oral health of people who are visually impaired can
be disadvantaged, since they are not in a position to detect
and recognize early oral disease and may be unable to take

immediate action unless informed of the situation. The indi-
vidual’s ability to cope with everyday tasks of personal
hygiene, including oral hygiene, is critical to the mainte-
nance of an independent existence.3

Visually impaired children are challenged everyday in
learning everyday skills, maintaining proper oral hygiene
being one. These children have been found to have poorer
oral hygiene as compared to their sighted peers. Adequate
instruction in proper care of the teeth and oral tissues is
essential.4,5

Blindness as a disability seems to produce difficulties to
achieve an ideal health status of the teeth. A number of stud-
ies have shown that challenges to oral health are more com-
plex for disabled children, who are often unable to ade-
quately apply the techniques necessary to control plaque.2

Children with disabilities deserve the same opportunities
for oral health and hygiene as those who are healthy. Unfor-
tunately, oral health care is one of the greatest unattended
health needs of the disabled children.6 Since there is a
paucity of data regarding the oral health status of these chil-
dren, hence the need for the study.

MATERIALSAND METHODS:
Two hundred twenty-one visually impaired children between
the ages of 6-12 years were randomly selected, from various
schools and centers for the visually impaired, namely in Kar-
nataka, south kanara district. Oral health of these children
was evaluated after obtaining prior consent from the respec-
tive schools/centre authorities and from the parents/
guardians.
Oral health status of all the children were recorded using

a modified WHO oral health assessment form (1997).7 The
oral cavity of children was examined for oral lesions and
Caries experience was recorded using the dft, DMFT
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indices. Gingival status was recorded using Gingival index
given by Sillness and Loe.8 Oral hygiene of the children were
assessed using the Simplified oral hygiene index by Greene
and Vermillion JK.9

The visually impaired children were examined at their
respective schools/centers, seated on an ordinary chair,
under good illumination, either natural light or hand torch
using a sterile mouth mirror and CPI probe while taking pro-
tective cross infection control measures using disposable
gloves and masks. All examinations were conducted by the
same examiner.

RESULTS:
The study group consisted of 97 (43.8%) males and 124
(56.2%) females. The extra oral conditions revealed that 174
(78.8%) of the children had normal extraoral appearance
while the most common extra oralcondition amongst the
remaining was enlarged cervical lymph nodes 43 (19.4%).
210 (95.0%) of the children showed normal oral mucosa
while amongst the remaining, the most common intraoral
mucosal condition observed was ulceration in 9(4%) (Table
1).
When the oral hygiene status of the children was evalu-

ated, it was found that 104(51.6%) of the children exhibited
fair oral hygiene, 87(39.4%) of the children poor oral
hygiene and only 20 (9%) of the children exhibited good oral
hygiene (Graph 1). All the children in the study group
belonged to the mixed dentition. 117 of the 221 (52.9%)
children used tooth brush and paste while 104 (47.1%) used
tooth brush and powder to clean their teeth. All the children
included in our study group brushed their teeth only once
daily.
Out of the 221 children examined, 217 (98.5%) had cari-

ous teeth with a mean dft of 7.260 and mean DMFT of 4.87
(Table 2). The decayed teeth formed the largest component
of both the dft and the DMFT.

Gingival status of the children when assessed revealed
moderate gingivitis in 123 (55.6%), severe gingivitis in 76
(34.4%) and mild gingivitis in 22 (10%) (Graph 2).
Dental anomalies in the study group showed crowding of

teeth in 8 (3.6%) of the children, spacing in 5(2.2%) and
diastema in 2(0.9%). 191(86.6%) of the children had class 1
molar relation while 14 (6.3%) had class 11 and only1
(0.4%) had class111 molar relation. 16.3% of the respon-
dents were aware that their child had unrepaired fractured
anterior teeth which showed the ignorance of the care
providers regarding these children.
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Table 1. Shows Extra Oral Conditions

Extra oral conditions Frequency Percentage(%)

Normal extra oral appearance 174 78.8

Ulceration, sores, erosions and fissure ( head, neck, limbs) 0 0

Ulceration, sores, erosion, fissures ( nose, cheeks, chin) 2 0.9

Ulcerations, sores, erosions and fissure ( commissures) 0 0

Ulceration, sores, erosions, fissures (vermillion border) 0 0

Enlarged cervical lymph nodes 43 19.4

Abnormalities of upper and lower lips 0 0

Other swellings of face and jaws 2 0.9

Table 2: Showing The Caries Experience In The Children

Number of
children

Number of
children with

caries

% with
caries

Mean dft d/dft f/dft
Mean
DMFT

D/DMFT M/DMFT F/DMFT

Total Total Total Total Total Total Total Total Total

221 217 98.5% 7.260 689 27 4.87 363 0 7

Graph 1. Showing the oral hygiene status of the children
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Graph 2. Showing The Gingival Status Of The Children
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DISCUSSION
The sensory modalities are often taken for granted as long as
they function normally. However, when this functioning is
interfered by illness or medication, perception of our envi-
ronment may be affected. It is through the senses that we
learn about our world; therefore the development of a child
maybe severely compromised by loss of one or more of the
sensory modalities.
Most studies10-12 of oral disease prevalence in disabled

groups find significantly poor levels of oral hygiene which
is confirmed in the present study. In our study when the oral
hygiene status of the children was assessed, they exhibited a
fair to poor levels of oral hygiene. This could be attributed to
the decreased ability of the blind children in maintaining
their oral hygiene, caused by lack of manual-visual coordi-
nation. Most of these children brushed their teeth only once
a day without any parental supervision. The child’s reduced
concern for his/her appearance could also be a contributory
factor. These findings are in agreement with the study con-
ducted by Al- Qahtani (2004).13

There was an overall increased incidence of caries in
these children. The mean dft was 7.260 and mean DMFT
was 4.87.The filled component of dft (f/dft) was 27 and F/
DMFT was only 7 and the missing component in DMFT was
0. However the d and D components accounted for a higher
proportion of the total dft and DMFT respectively The
higher caries rate amongst these children could be due to the
frequent consumption of sweets and in between snacking as
reported by their careproviders. Significant events such as
birthdays and anniversaries were often celebrated with dis-
tribution of sweets and candies. It was also observed that
their daily diet included one serving of sweet dish. Similar
findings were observed by Wyne AH and Al Qahtani Z
(2004)13 Chowdary R (1993).14 The high number of children
with decayed teeth along with lack of dental consultation as
reported by their care providers, shows that these children
have unmet preventive and restorative treatment need.

In our study, the most prevalent extraoral manifestation
was cervical lymphadenopathy, observed in 19.4% of the
children. This could be due to the presence of chronic infec-
tion caused by unattended dental decay.
Varying degrees of gingivitis were observed in the chil-

dren of the study group. Children exhibited moderate to
severe gingivitis. Gingival inflammation may be increased in
these children because all the children practiced unsuper-
vised brushing which may account for ineffectively removed
plaque. This is in accordance with the findings of Ohito et
al,15 Bhavsar.16

Eventhough the dental profession wants to serve this
group, capacity is sometimes restricted because of lack of
knowledge and experience, and a constrained work environ-
ment.17 The main barriers to equal access to dental treatment
for individual with disabilities seems to be inadequate facil-
ities and insufficient time,18 lack of adequate knowledge, and
general stress related to treating this group19; i.e costs, fear,
and negative attitudes to dentistry.20

Even though efforts have been made in the western world

to improve the oral health of these less fortunate children, no
attention has been directed by the health authorities in India.
In our opinion, oral health care should be approached jointly
with general health care in order to achieve a more holistic
view of the individual’s physiological and psychological
wellbeing.17

CONCLUSION
• Most of the children exhibited fair to poor oral hygiene.
• There was an overall increase in the prevalence of den-
tal caries among most of the children with a significant
number of children having untreated carious teeth.
• Most of the children showed moderate to severe gin-
givitis.
• Children had unrepaired fractured anterior teeth which
show the ignorance of the care providers towards these
children

RECOMMENDATIONS

Recommendations to the Dental institutions:
• Formulation and implementation of a complete plan of
preventive procedures through community/school pro-
grams.
• Promote training of personnel for dental care of the
visually impaired children.
• Institute dental treatment programs for these children in
schools where they may not have facilities for dental
services to these children.
• Programs and workshops on dentistry for these children
should be conducted as continuing education courses to
stimulate dentist’s interest.

Recommendations to the care providers:
• Daily oral hygiene practices should be encouraged
including tongue cleaning and preferably supervised by
care providers. Use of dental floss is also recommended.
• Care providers should be instructed that these children
should perform oral hygiene procedures twice daily,
once after breakfast and just before bed time.
• Advised modification of the tooth brush to suit the
child’s requirements e.g- the handle of the toothbrush
could be custom designed to suit the child. As an alter-
native, the use of a powered tooth brush can also be rec-
ommended.
• Use of medium to soft bristled tooth brushes to reduce
discomfort while brushing as most of these children
have gingivitis.
• Use of a fluoridated tooth paste while brushing the teeth
to reduce the incidence of dental caries.
• Following sweet consumption, a thorough rinsing of
mouth with water is recommended.
• The practice of in between snacking to be discouraged.
• Suggestion of alternative/substitute food in place of car-
iogenic food stuff.
• Regular professional dental consultation and care for
every child should be emphasized.
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