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 CLINICAL CONCERNS IN THE PROVISION OF DENTAL CARE FOR

CLIENTS WITH MENTAL RETARDATION

Purpose of this Module
This module reviews the medical and dental problems encountered in the population with mental retardation

(M.R.). Information on managing maladaptive dental behavior encountered with some patients with M.R. is also
presented. However, more extensive discussion and information on use and limitations of restraints/protective
devices and dental sedation with this population is presented in Modules 5 and 6. A brief review of appropriate
modifications of preventive procedures is also included but additional information is presented in Module 11.

Learning Objectives
After reviewing the written and audiovisual materials, the participant will be able to:

1. Contrast the incidence of dental decay, periodontal disease and malocclusion among individuals with M.R. and
the general population.

2. Describe two major medical problems often encountered in the MR population.

3. State the approximate percentage of individuals with MR who present a significant management problem in
the dental environment.

4. Describe four special communication (behavior modification) techniques that aid in treating the mentally
retarded patient.

5. Describe one typical dental restraint technique.

6. Describe the four major methods of patient sedation and list one drug typically used in each.

7. Describe two modifications of preventive practices appropriate for the population with mental retardation.
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CLINICAL CONCERNS IN THE PROVISION OF DENTAL CARE FOR

CLIENTS WITH MENTAL RETARDATION

ORAL HEALTH NEEDS

Oral health concerns may be categorized, for conve-
nience, into three major groups; dental decay, peri-
odontal disease, and malocclusion.

OO Dental Decay
There is evidence to indicate that individuals with

mental retardation on average do not face a major
problem with dental decay.  There is little doubt thatl,2,3

persons with Down Syndrome experience a signifi-
cantly lower decay rate than the general population.4,5

The reason for this is unclear, however a delay in tooth
eruption, morphology differences (small teeth) and
tooth spacing seems to be influential.  In addition,6

institutionalized persons with mental retardation of all
etiologic classes exhibit a lower decay rate.  Whetherl

the inclusion of the sub-groups of institutionalized and
Down Syndrome subjects is the reason for the low
decay rate for the total M.R. group is unclear. There is
also evidence that patients with cerebral palsy present
a slightly higher decay rate than normal.  Most of7,8,9

these studies have not divided this group into M.R. and
non-M.R. sub-groups. In summary, one may assume
that patients who are institutionalized or have Down
Syndrome have a lower decay rate, patients with C.P. a
higher decay rate, and the majority of remaining pa-
tients with mental retardation the same decay rate as
the general population.

OO Periodontal Disease
The evidence clearly suggests that individuals with There are fewer pertinent medical complications in

M.R. experience a greater prevalence of periodontal the M.R. population, as a whole, than are often per-
disease than the general population.  This increase is ceived. The major problems are the following:1,2

somewhat greater with those who have cerebral palsy
and markedly greater with those who have Down Syn-
drome.  The lack of proper oral hygiene undoubt-4,10,11

edly contributes to the increased prevalence of this
disease with this problem being especially prominent in
the cerebral palsy group due to physical limitations.9

Further, some of the anticonvulsive drugs such as
Phenytoin (Dilantin) create unfavorable periodontal
conditions. Two additional factors influence the in-
crease in periodontal disease 

in the population with Down Syndrome. The first is the
frequent presence of malocclusion and the second is the
impaired immune system common in persons with
Down Syndrome. Thus, periodontal disease acquires an
increased importance with the M.R. population.
 

OO Malocclusion
There is no clear evidence that the prevalence of

malocclusion is greater among most individuals with
mental retardation. Persons with cerebral palsy have a
greater incidence of Class II malocclusions and anterior
open bites, generally thought to be due to abnormal
muscle physiology.  The typical Class III malocclu-12,13

sion of patients with Down Syndrome is the result of
inadequate growth of the maxillary, premaxillary and
nasal structures of the face. In addition posterior cross-
bites are common with this population. Aside from
these two sub-groups, however, the prevalence of
malocclusion should be considered the same for the
M.R. and non-M.R. population alike.

OO Other
The incidence of missing permanent teeth, delayed

eruption, bruxism, enamel hypoplasia, hypo-
calcification and erosion is higher in the M.R. popula-
tion compared to the general population.

MEDICAL COMPLICATIONS

OO Cardiac disease
There is a high incidence of cardiac disease among

the M.R. population especially patients with Down
Syndrome and and patients who are multiply
handicapped.  However, the treatment modificationsl4

necessitated by this condition are the same in all
groups (i.e., accepted antibiotic regimens).
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OO Upper Respiratory Infections
Many patients with mental retardation, especially

those with Down Syndrome and those who are institu-
tionalized or bedridden, are prone to multiple bouts
with severe upper respiratory disease.  Except for14

certain special considerations such as sedative compli-
cations and patient positioning considerations, few
precautions other than those used with all patients are
necessary.

OO Special Medications
Many patients with mental retardation have medica-

tions  prescribed to control seizures, modify behavior,
or relax muscle spasms. Ordinarily these drugs do not
greatly modify dental treatment regimens, although
caution is advised, especially in prescribing additional
sedative medications.

OO Seizures
Seizures are common in this population but are

controlled in the vast majority of cases with anticon-
vulsant medication. A grand mal seizure in the dental
office is a very rare occurrence and no special precau-
tions are necessary other than preventing self-injury by
the patient.

OO Hepatitis/HIV
The incidence of patients who are hepatitis carriers

is higher in this population, especially patients with
Down Syndrome. HIV positive status is rare in this
population since most of these patients do not engage
in high risk behaviors. Meticulous attention to infection
control procedures is a major concern in the institu-
tional setting.

OO Other
Obviously, physical and sensory limitations such as

cerebral palsy, blindness, deafness, swallowing disor-
ders, and other handicapping conditions complicate the
provision of dental care to the population with mental
retardation.

DENTAL MANAGEMENT

PROBLEMS

The vast majority (approximately 70%) of patients
with mental retardation residing in the community
present little or no management difficulties. Only ap-

proximately thirty percent of these patients exhibit
behavioral problems in the dental environment. Institu-
tional dental professionals, on the other hand, provide
treatment and preventive services to patients with
severe behavioral management problems complicated
by associated medical conditions, on a daily basis.
Although the percentage of institutionalized patients
with M.R. who present significant behavioral manage-
ment problems is unknown and will vary among insti-
tutions, it is estimated that 50-70% of this population
will require special management.

OO Behavior Modification/Special
Communications Techniques

­ The patient with mental retardation processes
both verbal and visual information more slowly
than do persons with normal intelligence. There-
fore more time must be set aside by the dentist
and staff for any pretreatment explanations or
instructions.

­ As patients with mental retardation often have a
short-term memory deficit, dental professionals
should reinstruct or re-explain information
more often at subsequent appointments than one
would expect with a child or adult with normal
intelligence. This total lack of recall of even
simple procedures or expectations is a common
characteristic.

­ Patients with mental retardation have trouble
with abstract terminology, therefore, any in-
structions should be as simple and concrete as
possible in order to center the attention of the
patient.

­ Since persons with mental retardation often
have difficulty with verbal information, visual
instructions, before treatment, facilitate man-
agement compared with verbal information
alone.  It has been demonstrated with uncooper-
ative patients with M.R. that visual demonstra-
tion of the proposed procedures results in in-
creased cooperation. Whether this increase in
cooperation is due to the differences in presenta-
tion (visual vs. verbal) or to the centering of
attention is unclear.15

­ As stated previously, many patients with mental
retardation, particularly those with brain dam-
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age, exhibit a behavioral syndrome character-
ized in part by hypermobility and hyper-dis-
tractibility. When these patients are placed in a
relatively non-stimulating environment, greater
cooperation results. This non-stimulating envi-
ronment is one in which extraneous auditory,
tactile and visual stimuli are reduced to a mini-
mum.l6

­ The patient with mental retardation often has
difficulty when placed in a new or unfamiliar
environment (lack of stimulus generalization).
Therefore, better cooperation is often obtained
when the patient is provided treatment consis-
tently in the same dental operatory and by the
same dentist, dental hygienist and dental assis-
tant.

­ Perseveration is the continued meaningless repe-
tition of words, phrases or certain physical
movements. In order to counter the persever-
ation tendencies demonstrated by some individ-
uals with mental retardation, demonstration of
various parts of the dental equipment such as
light switches and air/water syringes should be
avoided.

­ In an attempt to modify the effects of the experi-
ence and expectation of failure, rewards are
used extensively with these patients. Rewards,
usually verbal compliments for cooperative
behavior are used with far greater frequency and
for a broader range of behavior than with the
patient with normal intelligence. The character
of the verbal reward is dictated by the mental
age and socialization level of the patient.

­ Instruction prior to any procedure usually pro-
ceeds in easy steps. The blending of new or
novel instruction with old or familiar informa-
tion facilitates this process. "Shaping" or re-
warding successive approximations of desired
behavior is part of this process.

­ The practitioner should also remember to direct
the communication to a patient's social age.
Social age reflects the socialization skills ac-
quired and for an individual with mental retar-
dation will lie somewhere between the mental
age and the chronological age.

­ Additional emphasis on communication modifi-
cations are indicated with the multiply handi-
capped patient. Visual feedback with the deaf
and tactile feedback with the blind are helpful.17

OO Restraints/Protective Devices (Refer to
module 6 for more complete information)
With most children, physical restraints are rarely

used and then only to gain attention so that verbal
communication can be established. With the child or
adult with mental retardation, restraints are used most
often to prevent unwanted physical movements or to
allow treatment when other techniques fail. Thus,
restraints are used often with persons with physically
handicapping conditions, especially cerebral palsy and
those with the severe or profound retardation who
exhibit difficult behavior and with whom verbal com-
munication cannot be established. Likewise, the inabil-
ity of a patient with M.R. to keep his mouth open
sufficiently to allow dental treatment or his/her unwill-
ingness to do so may be circumvented by using a
mouth prop. The Molt® mouth prop is the most popu-
lar and effective choice of dental professionals. Re-
straints are never to be used in a punitive manner nor
only as a convenience to the dental staff. Temporary
restraints for dental services are the least restrictive
option for those patients not amenable to a behavior
modification approach outlined in the preceding para-
graphs. The use of temporary restraints for medical or
dental treatment is in no way analogous to the use of
behavioral restraints to address general maladaptive
behavior.

OO Sedation (Refer to Module 5 for more complete
information)
Sedative medication is recommended to facilitate

management of certain patients with mental retarda-
tion. The medication should supplement, never sup-
plant, other management techniques. With the majority
of patients with mental retardation, medication is used
to reduce anxiety or fear, thus creating an environment
where learning the desired behavior can take place. In
contrast to this, learning of desired behaviors is not
generally expected with the person with profound
mental retardation and the medication serves as an
adjunct to other behavior management techniques such
as restraint. The specific drugs of choice are usually
based upon the experience and preference of the indi-
vidual practitioner.
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­ Inhalation analgesia is helpful in minimizing
anxiety or fear with many individuals who are
mentally retarded. Nitrous oxide-oxygen analge-
sia is safe and convenient and also raises the
pain threshold which is a valuable adjunct to
treatment where only mild discomfort is ex-
pected (e.g. prophylaxis). Inhalation sedation is
also often helpful when used in conjunction with
other types of sedation regimens.

­ Oral sedation is the most common and conve-
nient method of administering sedative medica-
tions. It is also the most variable in effective-
ness and in occurrence of undesirable side ef-
fects. The most common oral drugs used are
Chloral Hydrate for young children and the
anxiolytics, such as Diazepam, for adults. Since
oral medications cannot be titrated, the possibil-
ity of occurrence of over sedation is of concern.
The effectiveness of oral sedation is usually
limited to mild and moderate behavior prob-
lems.

­ Intramuscular medication is usually more
effective than the oral route, but is less conve-
nient to use and dosage also cannot be titrated.
For those patients with severe management
problems who will not take oral medication and
for whom venipuncture is impossible, the intra-
muscular route of administration is the only
alternative to general anesthesia. The most com-
mon drugs used are the Meperidine combina-
tions and the major tranquilizers.

­ Intravenous medication is the most effective
and safest method of sedation of patients with
severe maladaptive dental behaviors. The dose
can be titrated and side effects and over sedation
are less of a possibility. The most common in-
travenous drugs used are the anxiolytics  used
alone or in conjunction with a narcotic. The
increased possibility of special permits needed
to administer parenteral sedation decreases the
likelihood of use of intramuscular or intrave-
nous sedation by the general practitioner in the
institutional setting.

OO General Anesthesia
Only when other methods of behavior modification

fail should general anesthesia be used. Most practitio-

ners agree that general anesthesia should be adminis-
tered in a hospital setting.  Thus, to avoid the psy-l8,l9

chological trauma to the patient and financial expense
created by hospitalization, provision of dental care
under general anesthesia should be the last resort,
accomplished only after other methods have been
considered or tried and failed. The presence of mental
retardation does not modify the provision of general
anesthesia except for certain accompanying medical
conditions.

OO Preventive Therapy (Refer to module 11 for
more complete information)
Nowhere in dentistry is the practice of good preven-

tive measures more important than in the care of the
person with mental retardation. For a significant per-
centage of these patients, dental treatment is difficult
because of management problems, therefore prevention
is most important. Fortunately, a good preventive
regimen for the client with mental retardation is not
unique, and should emphasize the same measures as
with the general population. This consists of reducing
cariogenicity of the diet, establishing good oral hy-
giene, and providing complete in-office preventive
measures. The Vipoholm study in Sweden demon-
strated conclusively that the total amount of cariogenic
food consumed, the number of times this food is con-
sumed between meals, and the retentiveness of the food
ingested are primary factors in causing tooth decay.
Thus, dietary recommendations for these patients, as
for the general population, should be aimed at eliminat-
ing or at least reducing each of these factors. One
pertinent problem in controlling the carbohydrate in-
take of retarded children is the tendency of some par-
ents/ guardians to use excessive quantities of sweets as
pacifiers for maladaptive behavior. Dietary counseling
is imperative in these cases.

Preventive measures are of utmost importance when
planning for the oral health care of people who are
mentally retarded.  Once teeth are lost due to dental7,17

disease it is often difficult to replace them since many
of these patients are unable to cooperate during lengthy
dental procedures, or to properly use and care for an
intraoral prosthesis. Furthermore, removable prostho-
dontic treatment is often contraindicated in this popula-
tion due to the high incidence of seizure disorders.

Maintenance of good oral hygiene is difficult for
many retarded individuals, as frequently they lack
muscular coordination and recognition of the impor-
tance of brushing and flossing.  In most instances, oral18
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hygiene becomes the responsibility of another person. The efficacy of chlorhexidine has been established
It has been demonstrated that the use of an electric regardless of the vehicle used for delivery, e.g. mouth
toothbrush may be easier to manipulate by the person rinse, dentifrice, gel, or spray.  The selection of the
brushing a patient's teeth and by a patient who accom- vehicle becomes an important issue whenever the agent
plishes toothbrushing without help, especially those is used in special population groups. A mouth rinse
patients with cerebral palsy. The use of disclosing may not be an appropriate vehicle if the patient is
techniques is recommended for some of these clients unable to rinse as prescribed, or experiences swallow-
who are fairly adapt at oral hygiene procedures but is ing difficulties.   Likewise, a gel could be swallowed or
too difficult and messy for many retarded patients to aspirated. A chlorhexidine dentifrice may prove safe
use. Flossing, although often difficult, should be car- and effective.
ried out if at all possible. A floss holder is very helpful More frequent clinical and radiographic examina-
with many of these clients. tions, when possible, are indicated for most mentally

As it is much more difficult to maintain effective retarded patients in order that dental disease may be
home care for the retarded individual than for non- diagnosed and treated during the incipient stage. Thor-
retarded persons, the professionally applied preventive ough oral prophylaxis and the application of topical
procedures assume relatively greater importance. The fluoride should be used. The utilization of pit and
preventive measures typically employed include seal- fissure sealants as a measure for preventing the devel-
ants, topical fluoride applications, fluoridated water, opment of occlusal caries should be a routine part of
antimicrobial mouth rinse, dietary counseling, periodic any caries preventive regimen.
professional prophylaxis, daily oral hygiene, mouth
guards, and protective helmets for those with seizure
disorders. 

Of primary importance is the daily maintenance of
oral hygiene. Although daily oral hygiene activities are
often mandated by state and federal regulations, oral
hygiene among individuals with M.R. residing in state
institutions is frequently inadequate.  The oral8,20-25

hygiene status of the clients is directly dependent upon
their physical and mental abilities,  their coopera-18,19

tiveness,  and the workload and motivation of the2

support staff.24,25

Until recently, the mechanical removal of plaque by
tooth brushing has been the primary means available
for daily oral hygiene. This procedure has proven less
than optimal for the reasons previously stated.21,26

Within the past several years, adjunctive measures,
namely chemical plaque inhibitory agents, have be-
come common in the United States. Although several
chemical plaque control agents have shown potential,
chlorhexidine gluconate has been the most effective.
Chlorhexidine was first used in 1954 in Great Britain
as an antiseptic cream for skin wounds, and currently,
more than 20 chlorhexidine containing products are
available for a variety of antibacterial purposes.27,28

Mouth rinses with 0.1 percent to 0.2 percent chlor-
hexidine have been found effective in controlling
supragingival plaque.  The use of chlorhexidine oral29,30

rinse to reduce plaque and gingivitis in individuals with
mental retardation has been advocated since 1973,
particularly in Scandinavia.17

25

2

BIBLIOGRAPHY
 1. Butts, J.E., The Dental Status of Mentally Retarded

Children II.A Survey of the Prevalence of Certain
Dental Conditions in Mentally Retarded Children of
Georgia, Jour of Pub. Health Dent. 27:195-211,
Fall, 1967.

 2. Snyder, J.R., et al., Dental Problems of Non-institu-
tionalized Mentally Retarded Children, N.W Dent.
30:123-133, March, 1960.

 3. Steinberg, A.D., et al., The Lincoln Dental Caries
Study I, The Incidence of Dental Caries in Persons
with Various Mental Disorders, Journal Amer.
Dental Assoc. 74:1002-1007, April, 1967.

 4. Cohen, M.M., et. al., Dental and Facial Characteris-
tics in Downs Syndrome,  Jour. Dent. Residency
44:Supple:197-208, Jan-Feb, 1965.

 5. Creighton, W.E., et al., Dental Caries Experience in
Institutionalized Mongoloid and Non-Mongoloid
Children in North Carolina and Oregon, Jour. Dent.
Res. 45:66-75, Jan. Feb, 1966.

 6. Roche, A.F., et al., The Development of the Denti-
tion on Mongols, Australia Dent. Jour. 12:12-16,
Feb, 1967.



SOUTHERN ASSOCIATION OF INSTITUTIONAL DENTISTS   —   Self-Study Course    Module 2

7

 7. Fishman, S.R., et al., The Status of Oral Health in tarded children, Northwest Dent 39:123-33,
Cerebral Palsy Children and Their Siblings, Jour. 1960.
Dent. Child. 34:219-227, July, 1967.

 8. Magnusson, B. and Deval, R., Oral Conditions in a 20. Swallow, J.N., Dental disease in children with
Group of Children with Cerebral Palsy, Odont. Down's Syndrome, J Ment Defic Res 8:102-18,
Revy. 41:385-402, Nov, 1963. 1964.

 9. Swallow, J.N., Dental Care of Children with Cere- 21. Goyings, E.D., Reikse, D.M., The periodontal
bral Palsy, Dental Abst. 7:394-395, July, 1962. condition of institutionalized children: Improve-

10. Brown, R.H., Dental Treatment of the Mongol- 28:5-15, 1968.
oid Child, Jour. Dent. Child. 32:73-81, 1965.

11. Johnson, N.P. and Young, M.A., Periodontal hygiene in trisomy 21, Arch Oral Biol 16:1
Disease in Mongols, Jour. Perio. 34:41-47, Jan, 345-55, 1971.
1963.

12. Album, M.M., et al., Evaluation of the Dental persons, Spec Care Dentist 4:66-9, 1984.
Profile of Neuromuscular Deficit Patients--A
Pilot Study, Jour. Dent. Child. 31: 204-227, 24. O'Donnell, J.P., Dental care for institutionalized
3rd Qtr, 1964. retarded individuals, J Pedod 9:3-78, 1984.

13. Koster, S., Diagnosis of Disorders of Occlusion 25. Pieper, K., Dirks, B., Kessler, P., Caries, oral
in Children with Cerebral Palsy, Jour. Dent. hygiene and periodontal disease in handicapped
Child 23:81-82, 2nd Qtr, 1956. adults, Community Dent Oral Epidemiol 4:28-

14. Harrison, L.M., Jr., Dentistry for Handicapped
Children, Jour. of Mich. Dent. Assoc. 46.277- 26. Shaw, L., MacLaurin, E.T., Foster, T.D., Dental
285, Oct, 1964. study of children attending special schools in

15. Dicks, J.L., The Affects of Different Communi- Dent Oral Epidemiol 1986;1 4:24-7.
cation Techniques on the Cooperation of the 27. Swallow, J.N., Dental disease in cerebral palsied
Mentally Retarded Child during Dental Proce- children, Dev Med Child Neurol 1968;10:180-
dures, J Dental Child 1974;41:283-88. 4.

16. Adelson, J.J., Dental Management of Brain- 28. Talbot, E.S., Interstitial gingivitis, Philadelphia:
Damaged Individuals, NY State Dent. Jour. The S.S. White Dental Manufacturing Co.,
28:10-14, Jan, 1962. 1899.

17. Brown, J.P., Schodel, D.R., A review of con- 29. Tesini, R.D., An annotated review of the litera-
trolled surveys of dental disease in handicapped ture of dental caries and periodontal disease in
person, J Dent Child 43:313-20, 1976. mentally retarded individuals, Spec Care Den-

18. Fishman, S.R, Young, W.D., Haley, J.B., The
status of oral health in cerebral palsy children 30. Tesini, R.D., Age, degree of mental retardation,
and their siblings, J Dent Child 34:219-27, institutionalization, and socioeconomic status as
1967. determinants in the oral hygiene status of men-

19. Synder, J.R., Knopp, J.J., Jordan, W.D., Dental Oral Epidemiol 1980;8:355-9.
problems of non-institutionalized mentally re-

ment through oral hygiene, J Pub Health Dent

22. Cutress, T.W., Periodontal disease and oral

23. Nowak, A.J., Dental disease in handicapped

30, 1986.

Birmingham, United Kingdom, Community

tist 1981 ;1 :75-87.

tally retarded individuals, Community Dent



SOUTHERN ASSOCIATION OF INSTITUTIONAL DENTISTS   —   Self-Study Course    Module 2

8

31. Vigild, M., Periodontal conditions in mentally
retarded children, Community Dent Oral
Epidemiol 1985;13:180-2.

32. Vigild, M., Prevalence of malocclusion in men-
tally retarded young adults. Community Dent
Oral Epidemiol 1985;13:183-4.

*   *   *   *   *   *   *


