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Abstract: Objective: The aim of this study was to

investigate oral hygiene practices and oral health care given

by parents to mentally retarded children in Dar es Salaam,

Tanzania. Methods: A total of 140 questionnaires were

distributed; only 100 questionnaires were completed and

thus were included in the analysis, a 71.4% response rate.

Questionnaires inquired on oral hygiene practices,

supervision or assistance during tooth brushing, examination

of the oral cavity, and measures taken in an event of oral

health problems. Results: Sixty-five per cent of the children

are able to brush their teeth, whereas 35% are brushed by

a family member. About 74% of the children who brush

themselves brush occasionally or once per day while 26%

brush more than once per day. More than 58% of the

children who brush themselves brush under supervision. A

statistically significant difference was observed in respect of

bleeding on brushing which was among 61% of the children

who brush occasionally or once per day and among 29% of

the children who brush more than once per day (Pearson

v2 ¼ 5.13, P ¼ 0.024). Sixty-four per cent of parents

occasionally examine their children’s oral cavity. Few

parents take their children to a dentist in an event of

toothache/cavity on a tooth (26%) or bleeding on brushing

(37%). Conclusion: Most children are able to brush their

teeth themselves. Majority of those who cannot brush are

assisted. Bleeding on brushing and tooth cavities are

common problems but few children are taken to a dentist

for care.
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Introduction

Mental retardation can be defined as a deficiency in theoretical

intelligence, which is congenital or acquired in early life (1).

Perception of mental retardation varies from one society to

another depending on demands and conditions in a given soci-

ety. Hence, more persons may be considered lacking in intel-

lectual ability in a complex industrialized society than in

regions where life is simpler (1). Mentally retarded children

may have cerebral palsy, epilepsy, sensory defects and congen-

ital deformities like heart disease. Also they may have severe

speech difficulties and behavioural aberrations (1, 2). Many

mentally retarded children have hypomineralized teeth, hypo-

dontia and can have extensive occlusal attrition (1).

Mentally retarded children have a high frequency of sugar

consumption because their meals are usually in liquid form,

are sweetened and are consumed in small quantities over a

long period of time. These children are on long-term medica-

tion (sweetened), and they have reduced self-cleansing ability

causing prolongation of lowered pH on the teeth surfaces

(1, 3). Furthermore, mentally retarded children have decreased

dexterity thus they are unable to perform proper tooth brush-

ing. All these factors predispose mentally retarded children to

dental caries and gum diseases. Bhavsar and Damle (4) in their

study, on dental caries and oral hygiene status among 12- to

14-year olds, reported that the prevalence and severity of den-

tal caries was highest in handicapped (including mentally retar-

ded) and lowest in blind children. A study done by Waldman

and Perlman (2) showed that individuals with mental retarda-

tion have more untreated dental needs than individuals in gen-

eral population and that by Ohito et al. (5) reported caries in

44% with mean DMFT of 0.8. Given that dental caries in

mentally retarded population is a challenging problem to den-

tal professionals and parents, it is advised to give sugar-con-

taining food judiciously to reduce the occurrence of dental

caries (6).

Gingivitis affect mentally retarded children relatively more

than normal children because these children have reduced

ability to control plaque through tooth brushing and have

reduced resistance to infection, which leads to rapid develop-

ment of periodontal diseases with tooth loss at young age (1).

Studies show that mentally retarded children have higher fre-

quency of gingivitis than the general population (7). In a study

done among children with mental retardation in Kenya, gingi-

vitis was found in 37% while dental plaque was found in all

sites (8). Gizani et al. (9) reported poor oral hygiene in 31.8%

of handicapped children. They further reported that a consid-

erable percentage (22.1%) of mentally retarded children did

not brush daily, while 91% did not receive assistance in tooth

brushing from their parents or caretakers. Problems reported

frequently by parents of mentally retarded children include

tooth grinding, drooling and tooth brushing difficulties (1, 8).

Moreover, defective muscular function and coordination often

reduces the possibilities of maintaining adequate oral hygiene

(1, 7).

There are numerous difficulties associated with the delivery

of dental care to mentally retarded children who need special

attention (3, 10). The difficulties are related to three aspects,

namely low demand because of low priority given to dental

health, practical difficulties in carrying out dental treatment

and lack of provision made to deliver necessary care (3).

In Tanzania, identification of mentally retarded children is

done at Paediatric Health care clinics, usually at the discretion

of the examining doctor as no specific IQ test criteria is fol-

lowed. Customary in this country children with mental retarda-

tion are not given due attention in terms of basic needs such

as education and health services. Regarding oral health, no pol-

icy for mentally retarded children has been stipulated in the

National Oral health plan (11). Consequently, in this country

oral health care of mentally retarded children rely on what par-

ents can offer or seek. Therefore, the aim of this study was to

find out the types of oral health care given by parents to their

mentally retarded children aged 4–20 years in Ilala, Dar es Sal-

aam.

Study population and methods

Study population

A descriptive cross-sectional study was conducted in Ilala

Municipality, Dar es Salaam. In this municipality, there are

235 mentally retarded children registered in different primary

and special schools. A sample size was predetermined using

the formula: Z ¼ Z2PQ divided by E2, resulting to a minimum

number of 126. Convenience sampling was done to obtain

seven schools to participate in the study. Parents of all men-

tally retarded children aged 4–20 years at the selected schools

were eligible to take part in the study. A total of 140 struc-

tured questionnaires prepared in English and translated to

Kiswahili were distributed to parents. The questionnaires were

filled and returned by 126 parents. However, 26 questionnaires

were not properly filled, thus they were excluded, leaving 100

questionnaires for analysis, a response rate of 71.4%. Boys con-

stituted 55% and girls 45% of the mentally retarded children

(Table 1). Fifty-two per cent of the parents were females

(Table 2).
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Methods

With the assistance from the teachers, questionnaires were dis-

tributed to parents who were escorting mentally retarded chil-

dren to school during data collection period (August to

September 2003). One author (NM) explained to the parents

or sent instructions to parents who were not met at school on

how to fill in the questionnaires. Signed consent was obtained

from parents or a letter of informed consent was sent to par-

ents who were not escorting their children.

The questionnaire was used to ascertain as to whether par-

ents supervise their children during tooth brushing or do brush

their teeth, whether parents examine the oral cavity of their

children and if yes, how often they examine their children.

Those who do not examine their children’s oral cavity were

requested to tell as to why they do not examine their children’s

oral cavity. Other information gathered was on what measures

did parents take in an event of oral health problems, parent’s

practice of sending their children to a dentist and the frequency

of doing that. Parents were requested to bring the question-

naires back to schools after filling them within 7 days. Ques-

tionnaires were collected from schools and the collected data

were entered into a computer and analysed using SPSS 10.0

(SPSS Inc., Chicago, IL, USA). Chi-squared test was used to

test for significant differences between groups. Statistical signi-

ficance was set at P < 0.05.

Results

Sixty-five per cent of the children brush their teeth them-

selves, 35% are brushed by one of the family members. About

74% of the 65 children who brush themselves brush occasion-

ally or once per day while 26% brush more than once per day.

More than 58% of the children who brush themselves brush

under supervision (Table 3).

Gingival bleeding whilst brushing teeth was experienced by

about 61% of the children who brush themselves occasionally

or once per day, 54.3% of those who cannot brush themselves

and 29% of children who brush themselves more than once

per day (Pearson v2 ¼ 5.13, P ¼ 0.024) (Table 4).

Eighty-five per cent of the parents reported to have a prac-

tice of examining the oral cavity of their children. About 64%

of them do the examination of their children’s oral cavity occa-

sionally (less than once per year), 35.3% do it more than once

per year while one parent (1.2%) examines her child once per

year (Table 5). Those who did not examine their children’s

oral cavity reported various hindrances to such examination

including lack of time, difficulties in handling the child, refusal

of the children to open the mouth, parents waiting for children

to complain of toothache and believing that intraoral examina-

tion is a dentist’s responsibility.

The common measures taken by the parents following a

complaint of toothache and/or observing a cavity(ies) on chil-

Table 1. Distribution of the study population (mentally retarded

children) by age group and gender

Age (years) Male, n (%) Female, n (%) Total, n (%)

4–7 6 (60.0) 4 (40.0) 10 (100.0)
8–12 36 (54.5) 30 (45.5) 66 (100.0)
13–20 13 (54.2) 11 (45.8) 24 (100.0)
Total 55 (55.0) 45 (45.0) 100 (100.0)

Table 2. Gender distribution of parents by children’s age

Child’s age (years)

Parent’s sex

Total, n (%)Male, n (%) Female, n (%)

4–7 4 (40) 6 (60) 10 (100)
8–12 29 (43.9) 37 (56.1) 66 (100)
13–20 15 (62.5) 9 (37.5) 24 (100)
Total 48 (48) 52 (52) 100 (100)

Table 3. Parents’ supervision during tooth brushing among

children who can brush their teeth themselves

Frequency of tooth brushing Yes, n (%) No, n (%) Total, n (%)

Occasionally or once per day 27 (41.6) 21 (32.3) 48 (73.9)
More than once per day 11 (16.9) 6 (9.2) 17 (26.1)
Total 38 (58.5) 27 (41.5) 65 (100)

Table 4. Gingival bleeding in relation to oral hygiene practices

Tooth brushing practices Yes, n (%) No, n (%) Total, n (%)

Children who cannot
brush their teeth

19 (54.3) 16 (45.7) 35 (100)

Children who brush
themselves occasionally
or once per day

30 (61.2) 19 (38.8) 49 (100)

Children who brush
themselves more than
once per day

5 (29.4) 12 (70.6) 17 (100)

Pearson v2 ¼ 5.13, P ¼ 0.024.

Table 5. Parents’ practice to examine their children’s oral cavity

(n ¼ 85)

n (%)

Examine occasionally (less than once per year) 54 (63.5)
Examine once per year 1 (1.2)
Examine more than once per year 30 (35.3)
Total 85 (100)
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dren’s teeth were provision of pain killers (29%) and sending

children to a dentist (37%). Following gingival bleeding on

tooth brushing, 28% brushed the children’s teeth properly and

26% sent their children to a dentist (Table 6). For those par-

ents who had a practice of sending their children to a dentist

for either check-up or following oral diseases, 85% did it occa-

sionally or once per year, while 15% do it more than once per

year.

Bleeding gums on tooth brushing or cavities on children’s

teeth were not associated with children’s ability to brush their

teeth themselves. Furthermore, no association was seen

between the actions taken by parents after noticing bleeding

gums on brushing with gender of the reporting parent. Like-

wise, gender of the reporting parent or that of a child were not

related with parents’ practice to take their children to a den-

tist.

A significant difference was seen between gender of the

reporting parent and action taken on seeing cavities in the

child’s teeth. This was particularly observed where 82% of

male parents reported to provide pain killers or send a child to

a dentist in an event of a cavity or complaint of tooth ache

compared with 54% of female parents (Pearson v2 ¼ 5.62,

P ¼ 0.01) (Table 7).

Discussion

Some children were not escorted to school by their parents

which necessitated sending the questionnaires to the parents

through their children. In such instances, it is not clear whe-

ther these questionnaires and the accompanied instructions

reached the intended persons. This might have contributed to

a certain proportion of non-respondent subjects. Moreover, the

findings of this study present an overview of oral health care

that mentally retarded children in Dar es Salaam receive from

their parents, as the response rate was satisfactory.

The percentage of children who are incapable of brushing

themselves in this study (35%) is lower than 60% reported pre-

viously by Randell et al. study (12). The observed difference

could probably be because parents’ over reporting in this study

because they knew that dental personnel distributed the ques-

tionnaires.

As expected, a higher percentage of bleeding on brushing

was reported among children who brush their teeth occasion-

ally or once per day compared with those who brush more

than once per day. As it is difficult to achieve proper brush-

ing in mentally retarded children, brushing more than once

per day with the assistance from parents or caretakers may

serve a purpose towards attaining good oral hygiene of these

children.

In this study, 35% of the parents reported to brush their

children’s teeth unlike in a previous study where Gizani et al.

(9) reported that 91% of mentally retarded children in Belgium

do not receive any help during tooth brushing. Probably the

use of powered toothbrushes by mentally retarded children in

industrialized countries minimizes the need for assistance dur-

ing tooth brushing. Other reasons for this difference may be

because of attitude of the society and parents in Belgium

towards mentally retarded children and thus motivation of

these children towards oral hygiene practices unlike the situ-

ation in Tanzania where families still shy away from handi-

capped children in the family.

Although many parents (85%) reported to examine the oral

cavity of their children, most of them do it occasionally

(63.5%) or once per year (1.2%). As regular examination of oral

cavity may aid early detection of oral diseases, parents of men-

tally retarded children should be made aware of the import-

ance of early detection and the advantages of seeking dental

care in early stages of oral diseases.

The main reasons given by the parents for not examining

their children’s oral cavity, show how uninformed parents can

be in their role of looking after their children’s oral health as

reported earlier by Mitchell and Mitchell (3).

In this study many parents did not take any measure follow-

ing gingival bleeding on tooth brushing and few of them sent

their children to a dentist. Probably parents do not consider

gingival bleeding on tooth brushing as a problem or they do

Table 7. Parents’ action taken following a complaint of

toothache or upon seeing cavities in a child’s teeth by gender

Male, n (%) Female, n (%) Total, n (%)

Nothing 5 (17.9) 17 (45.9) 22 (33.8)
Giving pain killers
or sending a child
to a dentist

23 (82.1) 20 (54.1) 43 (66.2)

Total 28 (100.0) 37 (100.0) 65 (100.0)

Pearson v2 ¼ 5.62, P ¼ 0.01.

Table 6. Measures taken by parents in an event of oral health

problem of handicapped children

Toothache or
cavities on teeth,
n (%)

Gingival bleeding
on tooth brushing,
n (%)

Nothing 22 (38.8) 25 (46.3)
Pain killer 19 (29.2) 0 (0)
Send a child to a dentist 24 (36.9) 14 (25.9)
Brushed teeth properly 0 (0) 15 (27.8)
Total 65 (100) 54 (100)
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not know the appropriate measure to take. This indicates a

necessity for provision of oral health education to parents and

guardians.

Providing pain killer and sending a child to a dentist were

common measures taken by parents following a child’s com-

plaint of toothache and/or after parents observed cavities on

children’s teeth. This finding is similar to what was reported

earlier by Ohito et al. (5) and Gizani et al. (9).

Many parents in this study reported that they have never

sent their children to a dentist for dental check-up or follow-

ing oral diseases, a similar finding to that of Randell et al.

(12) who reported that many people with Down’s syndrome

in Australia visited a dentist for the first time when they

were older. On the other hand, children may not report or

complaint to their parents because of their mental health sta-

tus (1, 2). Parents who have a practice of sending their chil-

dren to a dentist do it occasionally or once per year. Thus

parents should be enlightened on the importance of regular

visits to a dentist as part of preventive dental care and for

early detection of oral diseases.

From the results of this study, it is concluded that most chil-

dren are able to brush their teeth themselves. Majority of

those who cannot brush are assisted. Bleeding gums on brush-

ing and tooth cavities are common problems but only a few

children are taken to a dentist for care.
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