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CHILDREN WITH SPECIAL HEALTH CARE NEEDS

The United States Maternal and Child Health Bureau
(MCHB), Department of Health and Human Services,
defines children with special health care needs (SHCN)
as those who have or are at risk for chronic physical, de-
velopmental, behavioral, and emotional conditions and
who also require health care and related services of a
type or amount beyond that required generally by chil-
dren.! Currently, it is estimated that 13% of all Ameri-
cans from birth to 18 years old meet this definition.? This
is an extraordinarily heterogeneous group of children
that includes those with: chronic medical disorders, such
as asthma and diabetes; and lifetime developmental disa-
bilities from learning disorders to combinations of han-
dicapping conditions, such as intellectual disability in
conjunction with cerebral palsy. Alarmingly, 13% of
SCHN individuals live in poverty and report difficulties
accessing health care, particularly for referrals to spe-

Dr. Charles is associate professor of pediatrics, Division of
Developmental/ Behavioral Pediatrics, Medical University of
South Carolina, Charleston, SC.

Correspond with Dr. Charles at charlesj@musc.edu

84 J.M. Charles

ABSTRACT

The Federal government reports that 13% of Americans between birth and 18 years of
old meet the definition of a child with special health care needs. These children and
young adults present unique challenges for both pediatric and general dentists to pro-
vide access to the oral health care system—establishing a treatment plan for those
with unique medical, behavioral and dental needs and maintaining oral health over
the lifetime. The purpose of this article was to describe the characteristics of 3 com-
mon developmental disabilities and the challenges these issues present to the oral health
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cialists.> The MCHB reports that SHCN children are
almost twice as likely to have unmet oral health care
needs as their peers without SHCN.?

SCHN children can present with a complex array
of unusual health issues and developmental delays, all
of which complicate routine oral examinations. Special
diets, medications for chronic disorders such as epilepsy,
and self-injurious behaviors can cause oral health pro-
blems. Behavioral problems interfere with the exami-
nation in children who lack language comprehension,
are unable to follow directions, have unusual sensory
responses or are unable to learn or generalize new inform-
ation due to intellectual disabilities. Children with chro-
mosomal disorders can present with orofacial abnor-
malities, resulting in malocclusion and crowding of teeth.
Over 80 craniofacial syndromes exist that can affect oral
development; 25% are associated with developmental
disabilities.?

This article seeks to define and describe behavioral
characteristics and common health problems in children
with 3 now fairly common SHCN attention deficit hy-
peractivity disorder (ADHD) intellectual disability (ID)
and autism spectrum disorders (AS Ds). While oral
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health care for children with developmental disabilities
is complicated, costly, and time consuming (especially
for those with challenging behaviors), it can be accom-
plished with: knowledge of the disability; increased
awareness and attention to medical and behavioral
issues; and flexibility and creativity in the office setting.

ADHD

The American Academy of Pediatrics recognizes ADHD
as one of the more common chronic conditions of child-
hood, with a prevalence ranging from 4% to 12%.* Per-
sistence into adolescence is believed to be up to 60% to
80%.> Given the high prevalence of ADHD, those prac-
ticing both pediatric and general dentistry are likely to
treat children and adolescents with this disorder in their
dental practices.

The core symptoms of ADHD are impulsivity, inat-
tention, and hyperactivity. Impulsive behaviors are nearly
always seen with hyperactivity and can be manifested by
intrusive behaviors, difficulty waiting turns, blurting out
answers, and disruptive behaviors. Hyperactivity is seen
in young children as restlessness seemingly “always on
the go”, difficulty staying seated and excessive talking.
Inattention and distractibility are usually recognized later
in childhood. Inattention is characterized by: forgetful-
ness; losing clothing and school supplies; disorganization;
difficulty completing chores or school work in a timely
manner; and underachievement in school.

Unfortunately, there are no specific laboratory or ima-
ging studies to diagnose ADHD and thus, the diagnosis
is by a detailed history which includes completion of
standardized behavioral checklists by parents and teachers.
The core behaviors must be demonstrated across mul-
tiple settings and impair daily function. Family history is
often positive for ADHD and, occasionally, one or both
parents will be diagnosed after the child’s diagnosis.
ADHD is more frequently diagnosed in boys, although
studies show this may be a function of males presenting
symptoms of hyperactive impulsive behaviors and fe-
males presenting with inattentive distractible behaviors.®
The diagnosis of ADHD is confirmed by meeting crite-
ria by the Diagnostic and Statistical Manual-TR 4® Ed’
(DSM-IV-TR)’. Three types of ADHD are recognized:
(1) ADHD-hyperactive/impulsive type; (2) ADHD-
inattentive type; and (3) ADHD-combined type. Symp-
toms must be present prior to age 7 and be present for a
minimum of 6 months. Behavioral checklists such as
Conner’s parent rating scale and Vanderbilts rating scale
help determine the type of ADHD and the degree of
impairment.®

Comorbid psychiatric conditions are common among
ADHD children. Internalizing disorders (mood, anxiety
and depression) are more commonly found in inatten-
tive types, and externalizing disorders (oppositional de-
fiant disorder and conduct disorder) are found in
hyperactive/impulsive types”'’. Both cause further acade-
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mic and social impairment and complicate treatment.
Diagnosis and management of associated disorders is
imperative for the successful management of ADHD.

Medical issues are associated with ADHD as well.
Sleep disorders'' (initiation and maintenance), enco-
presis, and enuresis'? are common. ADHD can be se-
condary to medical conditions, such as traumatic brain
injury,'" fetal alcohol exposure,’ lead intoxication,' pre-
mature birth,” epilepsy,'? and tic disorders.”>? ADHD
symptoms are frequently associated with developmental
disorders such as intellectual disability, autism spectrum
disorders,'® cerebral palsy,'” and learning disabilities.'®

The primary care provider should provide the child
and the family with a comprehensive management plan
which includes behavioral management and consider-
ation of pharmacological intervention. A number of
well-controlled studies have demonstrated the efficacy
of stimulant medication for ADHD’s core symptoms."
There are several stimulant medications available on the
market, including short-, intermediate-, and long-acting
methylphenidate and short- and long-acting dextroam-
phetamine. The latter 2 are mixed amphetamine salts
(75% dextro- and 25% levoamphetamine). A newer form
of amphetamine, lisdexamfetamine dimesylate (LDX, Vy-
vanse), has recently been approved in the United States for
6- to 12-year-olds. LDX is an amphetamine prodrug that
is converted to its active form, d-amphetamine, only after
ingestion. It is a once-daily drug and has less abuse potential
than the other stimulants.?’

Stimulants have a long history of safety with few
contraindications to their use. Common side effects,
anorexia, headache, stomachache, delayed onset of sleep,
jitceriness, or subdued behavior are generally managed
by dose adjustment or trying another stimulant. Eighty
percent of children will respond positively to one of the
stimulants.

Nonstimulant medications have less empirical sup-
port, but are alternatives for those with stimulant intol-
erance or are used as adjuncts to stimulant therapy. The
alpha-agonist antihypertensives clonidine and guan-
facine can be used alone or combined with a stimulant
for excessive hyperactivity and impulsivity and to aid
in sleep disturbances.” Common side effects of the al-
pha agonists are sedation and dizziness. Blood pressure
should be monitored routinely. Two other nonstimulant
medications, bupropion (Wellbutrin) and tricyclic an-
tidepressants, have some empirical support compared to
stimulant use. The tricyclics are not often used because of
links to sudden cardiovascular death in several children
while taking TCAs for treatment of ADHD. Follow up
studies sponsored by the FDA, however, found no con-
nection between the TCA and the deaths.”? The first
nonstimulant approved for ADHD, atomoxatine (Strat-
tera) is a norepinephrine inhibitor which has shown
some efficacy. It is dosed once daily and can be used
alone or with a stimulant. Side effects are minimal but
include abdominal pain and sleepiness.?®
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Along with medication, behavioral therapy and en-
vironmental modifications are recommended. Envi-
ronmental changes in the class and at home include
reducing distractions, providing additional structure,
schedules, and routines for daily activities. Behavioral
intervention involves training parents and teachers in
specific techniques for improving behaviors. Providing
positive reinforcement for desired behaviors and com-
pleted tasks and consequences for incomplete work
gradually shapes the child’s behavior.?* Suggestions for
managing ADHD children in the dental office include
giving frequent breaks and providing reinforcement for
appropriate behavior.

To reward appropriate behavior, the child might be
given the opportunity to earn tokens throughout the
visit that can be traded in for a larger reward at the end
of the visit. For example, the child may be given a mini-
ature toothbrush to hold following each quadrant of
cleaning. Once the child has earned a specific number
of brushes, he or she can be given the opportunity to
trade in the brushes for a prize. The tokens (in this case,
toothbrushes) serve to bridge the gap in time from the
behavior (appropriate sitting) to the reward (the prize
box). Parents can be a good resource for what types of
rewards are salient for the child. ADHD children who
are prescribed stimulant medications may be more co-
operative with examinations earlier in the day. Extended
release medications typically last between 8 and 12 hours
and may not provide coverage after school hours.

INTELLECTUAL DISABILITY

The diagnosis of intellectual disability (previously referred
to as “mental retardation”), as defined by the American
Academy of Intellectual and Developmental Disabilities,
requires subaverage functioning (below 70-75 on stan-
dardized measures) in 2 or more of the following
adaptive skill areas: communication; self-help; home
living; social and interpersonal skills; use of commu-
nity resources; self-direction; health and safety “func-
tional academics,” leisure and work. Developmental
deficits must be diagnosed prior to 18 years old.” The
overall prevalence of ID is 1% of the population.?® In
general, etiology of mild ID is unknown; the lower the
cognitive functioning, the more likely an etiology, espe-
cially a genetic abnormality, can be identified.

IDs are divided into 4 categories, based on levels of
cognitive functioning:

1. Mild: 1Q=55-70; 85% of 1D, functions at the sixth-
grade level, may live independently or in supervised
setting; can successfully support self, usually no
etiology found,

2. Moderate: 1Q=40-55; 10% of ID; second-grade
academic level, adequate self-help care, may need
assistance, lives at home or in group home, un-
skilled or semiskilled work with supervision,
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3. Severe: 1Q=25-40, 3% to 4%, preschool academic
abilities-sorting and matching, may be nonverbal or
minimally verbal, may use communication device,
poor fine motor skills and requires supervision for
activities of daily living (ADLs), lives with family or
in group homes,

4. Profound: 1Q<25, 1% to 2%, may not ambu-
late; requires close supervision and assistance with
ADLs, may be totally dependent for hygiene.

IDs are associated with a number of medical, behav-
ioral, and psychiatric disorders. Medical and chromo-
somal disorders (such as Down syndrome) are more
commonly diagnosed in infancy or early childhood,
while mild ID of unknown origin might not be recog-
nized until school age, when academic difficulties be-
come apparent. Medical issues can be associated with ID
due to chromosomal disorders (anatomical defects), epi-
lepsy, cerebral palsy, sensory impairments, and gastro-
intestinal abnormalities.

Behavioral and psychiatric comorbidities exist in 2 to
3 times greater number than the general population.”
There is controversy in the literature as to the classifi-
cation of behavioral disorders vs psychiatric disorders in
the ID population. Until recently, it was recognized that
those with ID were incapable of exhibiting diagnos-
able mental conditions.” The exact association between
specific psychiatric disorders and behavioral problems
is unclear, although is it recognized that there is a
great deal of overlap between these 2 forms of psycho-
pathology. Regardless, those with ID have a greater
prevalence of externalizing behaviors (aggressive and
disruptive) and internalizing behaviors (anxiety and
depression) than the general population.

Other common diagnoses in the ID population are:
ADHD, pervasive developmental disorders and tic dis-
orders. In general, those with mild intellectual disabi-
lities are more likely to be diagnosed with anxiety and
depressive disorders and those with severe to profound
ID with agitated, disruptive, or aggressive behaviors.

The IDs due to chromosomal abnormalities are associ-
ated with specific medical and behavioral “phenotypes.”
These are medical and behavioral/psychiatric disorders
defined as “the heightened probability or likelihood that
people with a given syndrome will exhibit certain beha-
vioral and developmental sequelae relative to those
without the syndrome.”®® Specific behavioral profiles are
seen, among others, in Down, Williams, Prader-Willi,
Smith-Magenis, and Lesch-Nyan syndromes.

Regardless of the specific cause, all ID patients have
deficits in language comprehension and expression, at-
tention, motor skills, and learning new tasks. Anxiety
about new situations is common, resulting in uncoope-
rative behaviors such as crying, aggression, and agitation.
Physical challenges may warrant special considerations:
cerebral palsy, epilepsy, hearing or vision deficits, and
hypotonia. Orofacial anomalies are not uncommon in
children with chromosomal defects. One can anticipate
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abnormal tooth eruption, malocclusions needing orth-
odontic care, missing/fused teeth, microdontia, abnor-
mal jaw structure, and macroglossia, which, along with
poor or inconsistent hygiene and dental care, increases
the risk of periodontal disease. Cardiovascular anoma-
lies frequently occur, especially among Down syndrome
patients, while latex allergy is commonly seen in spina
bifida patients.

Whatever the source of a child’s behavior, fairly sim-
ple interventions by the health care provider are effec-
tive at improving cooperation in the exam setting. A
number of children may be medicated for inattention/
hyperactivity, anxiety, and aggressive and/or disruptive
behaviors. Ask parents to give medications as usual on
the day of the child’s visit (this is particularly important
for medications that reduce over activity). The exam ex-
perience may be made easier if appointments are short
and early in the morning to reduce waiting time.

Knowing the child’s mental age may help with beha-
vioral expectations. For example, a 15-year-old with a
mental age of 48 months may respond to similar man-
agement techniques as a typically developing 4-year-old
would. To reduce anxiety and improve cooperation,
make an effort to communicate on the patient’s level
or through visuals so that the child understands what is
going to happen. Reward cooperative behaviors with
frequent verbal reinforcement. Parents or caregivers are
great resources for techniques that have successfully man-
aged the child’s behaviors in the past. Some children may
require significant preparation prior to the visit. One or
2 visits to the office prior to the exam will allow the child
to become comfortable with the exam room and office
stafl. The parent can be asked to review a picture book
with the child regarding the upcoming visit. This can
be done daily for at least a week prior to the actual visit.
Particularly anxious individuals may be comforted by a
favorite toy or blanket during the examination.

ASDS

ADSs include: autistic disorder; Asperger syndrome; and
pervasive developmental disorder—not otherwise speci-
fied, as defined by the DSM-IV-TR.” Recently published
studies estimate the prevalence of all ASDs to be in the
range of 6.5 to 6.6/1,000.%° Thus, it is likely that the
pediatric dentist will follow ASD children in their prac-
tice. ASDs are lifelong neurobiological disorders mani-
fested by a wide range of abilities and outcomes. Despite
the broad range of severity, all ASDs share common defi-
cits in 3 areas of functioning:

1. language;

2. social skills; and

3. restricted, repetitive, and stereotyped patterns of

behavior, interests, and activities.

The disorders are recognized to be chronic, but with
intensive intervention, the core deficits can be mini-
mized and functional independence and quality of life
enhanced. Once thought to be nearly all intellectually
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disabled, the prevalence of ID in those with ASDs is
50% to 60 %.**° Comorbid medical disorders are com-
mon and may result in unique health needs that relate
to underlying etiologic conditions or other health con-
ditions. Genetic disorders account for the etiology of
only 10% of ASD cases. Fragile X syndrome, Down syn-
drome, and tuberous sclerosis are associated with ASDs,
and all have their own medical issues. Seizures occur in
up to 30% of those with ASD, usually presenting in 2
peaks: before 5 years old and during adolescence.

Generally, those with significant ID and motor delays
are more like to have epilepsy than higher functioning
children without motor delays or underlying genetic
disorders.®! Clinically, gastrointestinal problems are
thought to be frequent. Few surveys have been publi-
shed, however, with adequate controls to confirm this
phenomenon. Constipation and encopresis (involuntary
fecal soiling by children already toilet trained, usually
caused by constipation and stool withholding) are not
uncommon and are treated with bowel protocols and
stool softeners.

Sleep disturbance can be a significant issue among
ASD patients at all levels of functioning and can cause
significant family distress and be difficult to manage.
Daytime behavior is affected by lack of sleep at night and
can interfere with learning and family quality of life. Oc-
casionally, medical disorders can be found and treated,
such as obstructive sleep apnea or gastrointestinal reflux.
Pharmacological management has little empirical sup-
port for individuals with ASD or other developmental
disabilities, but providers are compelled to use them to
preserve the family. Prescription medications for sleep
include the alpha-agonists (clonidine and guanfacine),
mirtazipine (Remeron), and trazodone (Desyrel). The
latter 2 are antidepressants that can be sedating. Beha-
vioral interventions range from simple sleep hygiene pro-
cedures to intensive interventions that require support
from behavior therapists knowledgeable in this area.®

While not part of the diagnostic criteria, difficulty
managing sensory input from the environment is nearly
universal in ASD patients. Unusual responses to com-
mon environmental sounds, textures, tastes, smells, and
movement can interfere with many areas of daily func-
tioning, such as eating, hygiene, traveling, and attending
school and public activities. They also may cause signi-
ficant anxiety, resulting in meltdowns and tantrums.

Compared to the general population, ASD children
have a higher prevalence of obesity. The prevalence of
overweight typically developing in children is approxi-
mately 10% among 2- to 5-year-olds and 16% among
6- to 19-year-olds. After reviewing charts in a clinic
serving developmentally disabled children, Curtin et al.
found that 36% were at risk for overweight (BMI>85%)
and 19% were at risk for (BMI>95%).>* Obesity, of
course, complicates existing medical conditions and
places the child at risk for developing new difficulties.*
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ASD children frequently struggle with difficult be-
haviors and emotional lability, causing significant family
distress and disruption or even exclusion from classroom
and work attendance. Behaviors common to those with
IDs are also common in those with ASDs. These include
externalizing behaviors such as self-injurious behaviors,
aggression toward others, destructive behaviors, and
internalizing behaviors like anxiety and depression. In-
attention, hyperactivity, and impulsive behaviors are
frequent. Atypical behaviors that are unique to ASDs
include the need for rigid routines, stereotypical move-
ments, and seeking unusual sensory input, all of which
can cause disruptive behaviors when interrupted.

A number of studies note that challenging behaviors
are more prevalent and severe during adolescence than
in young adulthood.***® Certainly, the rapid increase in
a child’s size and strength that occurs during puberty
causes behaviors to be more threatening and difficulc
to control. Behavioral therapists teach that difficult be-
havior is a reflection of poor language skills, best reme-
diated by teaching specific communication skills.*® Use
of pharmaceuticals to control challenging behaviors in
ID/ASD patients, in the absence of specific behavioral
interventions, have had disappointing results.”®® Murphy
et al. studied challenging behaviors in a group of ID and/
or ASD patients at 2 points: adolescence and young
adulthood. For all behaviors measured, severity de-
creased from adolescence to adulthood. Predictors of
improved behaviors over time were good communica-
tion skills, older age, higher 1Q, and better quality social
interaction.

An abrupt change or the emergence of new behavior
patterns may come from an acute illness. A detailed re-
view of systems is important to rule out any source of
discomfort that can be treated and managed medically.
Sources of discomfort may include sinusitis or allergic
rhinitis, middle or outer ear infections, dental pain, gas-
troesophageal reflux, constipation, headache, urinary
tract infection, and menstrual cramps in females.*’ Chro-
nic medical conditions should be closely monitored for
exacerbations and quickly treated. If the child is medi-
cated for either a medical condition or behavior control,
the parents must be aware of the potential for uncom-
fortable side effects.

Generally, ASD children have good oral health with
rates of periodontal disease and caries similar to the ge-
neral population.” Side effects from some medications
used for behavioral control and poor oral hygiene (refusal
to allow the caretaker to brush the child’s teeth), how-
ever, can cause problems. Bruxism, tongue thrusting, and
self-injurious behaviors (SIBs) are common, especially in
lower-functioning individuals. SIBs can include chin and
jaw hitting, picking at gums and lips, and eating non-
food objects. A mouthguard is protective if the child will
tolerate it.*” ASD children are notorious for having li-
mited diets. Unfortunately, they are also often given
sweet treats as rewards for cooperative behaviors. Tea-
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chers and parents should be encouraged to use nonfood
rewards, such as computer-time or other favorite acti-
vities, to reduce the risk of caries and obesity.

Psychopharmacological management of disruptive
behavior, whether externalizing or internalizing or for
associated issues such as sleep disturbance, is most effec-
tive when prescribed in addition to behavioral manage-
ment and environmental accommodations. Chances of
successful management are improved if the medication
is matched to the specific targeted behavior. When as-
sessing specific medication needs, it is imperative to
target behavior that may interfere with living and
learning and to check family history for psychiatric dis-
orders such as anxiety disorders, depression, and bipolar
illness. Family history can influence the child’s behav-
ioral phenotype and result in a diagnosable comorbid
psychiatric disorder.

Prevalence studies report that approximately 45% of
children and adolescents and up to 75% of adults with
ASDs are treated with psychoptropic medicines. In ge-
neral, ASD patients who are older, possess lower adap-
tive and communication skills, and have higher levels of
difficult behaviors are more likely to be prescribed
medication. 4!

Externalizing behaviors—including aggression to
others or to self, impulsivity, irritability, and agitation—
can be managed with an alpha-agonist (clonidine or
guanfacine) or a neuroleptic. The neuroleptics are di-
vided into 2 classes: typical and atypical. The typical neu-
roleptics are older (thioridazine, chlopromaizine, pimoz-
ide, haloperidol, and fluphenazine). The atypicals are a
newer class, including risperidone (Risperdal), olanza-
pine (Zyprexa), quetiapine (Seroquel), zisprasidone
(Geodon), and aripiprazole (Abilify). The atypical neu-
roleptic drugs generally have lower risk for extrapyra-
midal movements than the typical neuroleptics. Of the
neurolepics, only risperidone and aripiprazole are ap-
proved for ASD patients. The neuroleptics are effective
in relieving disruptive behaviors, but all have side effects
that must be monitored closely, such as excessive
weight gain, abnormal movements, and increased risk of
diabetes.

Irritability and mood lability respond to the mood-
stabilizing effects of the antiepileptics, valproic acid
(Depakote), carbamazepine (Tegretol), and oxcarbam-
azipine (Trileptal) commonly used today. Again, side
effects must be monitored. Internalizing behaviors such
as anxiety, depression, and repetitive and self-stimula-
tory behaviors can be reduced with the selective serotonin
reuptake inhibitors. Stimulants are effective for in-
attention and distractibility issues. ASDs patients can be
on psychotropic medication to control behaviors and
also take medication for coexisting medical disorders
such as epilepsy. Those with severely disruptive behaviors
are frequently on more than one psychotropic drug,.

A major characteristic of ASD patients is rigid, in-
flexible adherence to routines. Not surprisingly then,
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changes in the child’s environment may precipitate an
aggressive outburst or tantrum. Parents and teachers
can proactively accommodate for alterations in sche-
dule, personnel, routine, and sensory input (changes in
sounds, room temperature, bright light, etc) by incorpo-
rating visual supports into the child’s world. One of the
core deficits of an ASD is impaired language compre-
hension and processing verbal information. Visual pro-
cessing skills are intact, however, and information re-
ceived visually is comprehended quickly and retained
longer than information received verbally.

Visual supports include visual schedules and social
stories. Visual schedules break down large tasks into se-
parate steps, allowing the child to perform each task
before going on to the next. Schedules can range from
showing what activities will happen during the day, to
teaching specific tooth-brushing steps.

One of the most powerful visual tools available for
teaching ASD children and reducing difficult behaviors
is a social story. A social story is a short story that is
written from a child’s perspective that describes a social
situation, person, skill, event, or concept in terms of re-
levant cues and appropriate social responses.*? Each
social story teaches the child how to manage his/her be-
havior during a given social situation by describing
where the activity will take place, when it will occur,
what will happen, who is participating, and why the
child should behave in a certain manner.” The story
may include pictures relevant to the situation and simple
text. The parent and teacher can read the story repetiti-
vely so that it becomes a routine or rule for the child
that may be applied to the specific social situation. A
social story for visiting the dentist can be found at the
end of this article (Figure 1).

Statements for Dental Visit Social Story

Title: My Trip To The Dentist*

Strategies for seeing ASD children in the dental office
are similar for those with intellectual disabilities, with
some additional accommodations. Dentists should have
copies of a dental social story available to send to the
family prior to the visit to familiarize the child to the
office setting and staff. Scheduling the appointment first
in the morning or after lunch may minimize waiting
time. It may be necessary to break up the exam into se-
veral visits. Discussing specific behavioral problems with
caretakers and how they may be helpful. Marshall et al.
found that up to 50% of parents of ASD children accu-
rately predicted cooperation for certain procedures.”
Knowing the child’s developmental age and how to best
communicate with him/her, either verbally or through
picture symbols may also be helpful. As well as explain-
ing and demonstrate each step, and show (“tell, show,
do”) how the instruments are used.?” Praise and rein-
force cooperative behavior after each step of a procedure
and ignore inappropriate behavior as much as possible®.

Accommodate the need for routine and consistency
by having the same staff, appointment time, and exam
room to sustain familiarity. Unusual sensory responses
may be avoided by reducing extraneous noise, light,
odors, and movement. Ask the parent if soft music or a
favorite object would comfort the child.*” Use the pa-
rents and caretakers as a resource to improve the child’s:
tolerance of waiting, behavior during doctor’s visits;
transitions; ability to follow directions; and cooperation
level. Marshall et al. studied predictors of uncoopera-
tive behaviors at dental visits in 108 autistic children.
Significant factors predicting uncooperative behaviors
were: appointment type (routine vs emergency care); co-
morbid medical diagnoses; nonverbal/minimally verbal
abilities; delayed receptive language skills; inability to

1. “I go to the dentist to clean my teeth and make them strong.”

2. “First, Isit in the waiting room, where I can draw on my paper and play with my toys.”

3. “When the hygienist calls my name, I go with her and sit in a big chair that leans back and goes up and down. My mom sits next to me.”
4.

in my lap and stay in my seat.”

© N oW

wears a mask on her mouth and nose so she can stay clean.”

“The hygienist puts a napkin around my neck to keep my shirt clean and dry.”

“There is equipment in the room, and I can ask about the tools and machines, but I do not put my hands on them. I keep my hands folded together

“There is a light that shines on my mouth so that the hygienist can see everything.”

“When she says ‘open up,” I will open my mouth and she will put tools in there to clean my teeth.”

“Water may splash on my face and in the air when she rinses my mouth. The hygienist will use the napkin on my neck to dry any spills. The hygienist

9. “She will use a special vacuum to suck out any water and toothpaste that is left over. When the hygienist says ‘close,” I will put my lips around the

vacuum until she tells me to open my mouth again.”

10.  “Sometimes, she will put special film in my mouth and take pictures so the dentist can see if anything is broken and fix it. When a tooth is broken,

the dentist calls it a cavity.”

11. “When my mouth is clean, the dentist will come into the room and look at my teeth. She will talk to my mom and give me my own new toothbrush,

toothpaste, and floss.”
12. “Then I get to go in to the treasure box and pick a toy.”
13. “We will stand at the counter and talk to the lady behind it.”

14.  “Then we will get in the car and go home.”

* Figure 1. Provided by Toni Boucher, BSW, Autism Consultant, Coastal Autism Division, South Carolina Department of Disabilities and

Special Needs.
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follow multistep directions; delayed daily living skills
(not toilet trained, parents brushing teeth); special edu-
cation placement; inability to sit for a haircut; and ina-
bility to read at 6 or more years old. Simple questions
asked prior to the visit regarding developmental age,
coexisting medical issues, language and hygiene skills,
and educational placement and achievement can pro-
vide insight into the child’s ability to tolerate a routine
dental examination.*

CONCLUSIONS

As the US population of children and adults with special
health care needs grows, both pediatric and general prac-
titioners will likely see many more such patients in their
practices. Most children with mild to moderate devel-
opmental disabilities can be managed in a primary care
setting with minor accommodations. Having a know-
ledgeable team of practitioners, close communication with
parents and caregivers regarding challenging behaviors,
and awareness of the child’s developmental level for lan-
guage, attention, and daily living skills may help the
patient better cope with dental treatment. Good oral
health also can make a lifetime difference in the patient’s
well-being.
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