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ABSTRACT  

The object of this study is to suggest a model for the oral hygiene training in children with mental handicap 

of 6 to 12 years of age, enrolled in specialized structures.   

For that purpose a study has been conducted on 16 nurses of the Medical – Educative Institutes of Île-de-France 

in order to answer the following question: which parameters should be taken into account when creating 

educative actions for handicapped children? Who are the actors of the education? Which are the necessary 

tools? To answer these questions, a study was carried out. The idea of implementing an oral hygiene training for 

the enrolled children was communicated to the interrogated nurses. Their unanimously affirmative answers 

reflects a possible real improvement in the field of oral hygiene. Groups of 10 to 15 children would be formed 

based on the homogenous comprehension level as indicated by the educators.  
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INTRODUCTION 

When I think about the others, with their 

differences, I have no specific image of the 

handicap in my head. Him/her, you, me are 

others, with or without visible difference : we 

are always the retard, the handicapped or the 

blind of another (1). 

Claude Della-Courtiade describes in this 

lines the relative notion of handicap. It allows 

us to better understand the patients the 

practitioners meet on a daily basis. Specific 

designs can be envisaged to facilitate access to 

people in wheelchairs who enter the dental 

cabinets. Or, since the access of a disabled 

person doesn‘t require any modifications of 

the space, as the handicap is mental, we also 

need to design the message so that they are 

understood.     

Handicapped children cumulate two 

conditions in their case. Firstly, they are 

children: in other worlds, according to the 

Latin source  Infatem « who doesn‘t talk », 

they cannot speak. A child doesn‘t speak but 

learns how to speak. The child learns how to 

learn, to communicate, to reason and to 

interact. Secondly, the mental handicap, which 

is the social consequence of an intellectual 

deficiency. This handicap is met in certain 

situations of the daily live under the form of 

learning, but in other cases when the cognitive 

functions are not used too much, it raises no 

problems. However, a majority of daily acts 

can be impaired with these people, according 

to the degree of their intellectual deficiencies.  

Learning is therefore a double challenge for 

handicapped children. We need to succeed in 

transmitting knowledge to mentally 

challenged children.  

This learning difficulty can also be met in the 

everyday gestures, such as oral hygiene. 

Because of that, the population of mentally 
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impaired children is under more risk of oral 

problems. It seems only pertinent therefore to 

suggest a method for training oral hygiene in 

the case of mentally disabled children.   

 

The Objective of the Research 

The object of this study is to suggest a 

model for the oral hygiene training in children 

with mental handicap of 6 to 12 years of age, 

enrolled in specialized structures.   

For that purpose a study has been 

conducted on 16 nurses of the Medical – 

Educative Institutes of Île-de-France in order 

to answer the following question: which 

parameters should be taken into account when 

creating educative actions for handicapped 

children? Who are the actors of the education? 

Which are the necessary tools? To answer 

these questions, a study was carried out.  

 

MATERIAL AND METHODS 

 

The study included : 

-  Children of 6 to 12 years old enrolled in 

Specialized Institutions. According to the 

study of Hempel, handicapped children show 

significantly more cavities that non-

handicapped children aged 6 to 12; no 

significant difference was registered with 

children aged 12 to 18; the children exhibited 

a slight intellectual deficiency due to 

neuropsychiatric disorders: personality 

disorders, motor, sensor or communication 

disorders; The IME/IMP were located in Île-

de-France and mentioned in the directory of 

Action Sociale available at 

http://annuaire.action-sociale.org/. This 

directory makes available the coordinates of 

the structures.    

The study excluded :  

-  Subjects affected by an intellectual 

deficiency related to any other type of 

handicap that triggered an important lack of 

comprehension or the impossibility to 

communicate;    

- Structures which didn‘t have nurses 

present during the period of phone 

prospection;    

- Nurses who failed to answer the 

questionnaires completely;   

- The nurses of 16 IME/IMP were 

contacted by phone between June 8 2016 and 

July 10, 2016 to answer an open 

questionnaire.   

- A single investigator made the calls.   

The choice of using open questions seemed 

more pertinent because the nurses failed to 

have their own pedagogical method. Open 

questions allowed the interrogated nurses not 

to restrain the range of propositions.   

 

RESULTS AND DISCUSSIONS 

Before defining which the ideal training of 

oral hygiene would be, it is interesting to 

define the current place of oral formation and 

the message delivered today to children.   

The idea of implementing an oral hygiene 

training for the enrolled children was 

communicated to the interrogated nurses. 

Their unanimously affirmative answers 

reflects a possible real improvement in the 

field of oral hygiene. It is interesting to 

mention their invitation to involve parents and 

educators in these oral hygiene training 

actions. It is self-understood that the nature of 

this training should be global.  

 

The Education for the Oral Dental Heath of 

Patients Impaired by a Mental Handicap  

Several articles point to the idea that 

handicapped people are more affected by the 

oral dental pathologies than the general 

population.    

 The pathologies with an increased prevalence 

in the case of handicapped people may have 

an infectious nature, such as periodontal 

diseases and cavities, a functional one 

(orofacial dysmorphoses and disorders 

associated to ventilation, suction, deglutition, 

mastication and the verbal and non-verbal 

expression) and a traumatic one (wear, dental 

fractures, biting). These disorders are more 

frequent in the case of handicapped people 

and develop faster because of the difficult 

access to dental care (2). 

A study published in 2015 at Erfurt (3) in 

Germany,  shows that the children affected by 

a Handicap (H+ Group) have significantly 

more cavities and periodontal problems than 

non-handicapped children (H- Group). The 

results are similar to a comparative study 
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between 328 pupils affected by a various 

handicap (mental retard, physical handicap or 

hearing problem) and 400 healthy children. It 

results that 68.9% of the children of Group H+ 

aged 6-12 have cavities, against 57% for the 

H- Group.   

 

The Realization of an Educative Action for 

Oral Hygiene at Mentally Handicapped 

Children Aged 6-12   

 

According to Hempel‘s study, handicapped 

children presented significantly more cavities 

than non-handicapped children aged 6 to 12; 

no significant difference is recorded for 

children aged 12 to 18.     

A study published by S. Moussa-Badran 

(4) shows that oral – dental care for the people 

with a mental handicap is difficult to provide 

given that the cooperation of handicapped 

patients is rarely optimal for the good care 

practices. That is why invasive acts are 

preferred, such as dental avulsion, when more 

conservative care could suffice.   

The mentally handicapped child is surrounded 

by several adults of different environments. 

Parents at home, nurses and educators at 

school.  

Parents are the familial cocoon of the mentally 

handicapped child. Even if the child spends an 

important part of the day within the 

institution, they sleep at the parental house 

during nights and week-ends. The moment of 

brushing teeth, from morning and evening, 

takes place when the child is at home. This 

can prove a difficult thing for mentally 

handicapped children, because brushing the 

teeth is a complex physical action (5). 

Moreover, parents don‘t necessarily have the 

appropriate knowledge in the field of oral 

hygiene to help the children during this 

moment  (6).  

It would seem pertinent to associate them with 

the oral hygiene education, on the one hand 

because they could be trained in oral hygiene 

and on the other hand because they could 

follow the teachings issued from these 

animations for the children. The impact of the 

parents‘ role in oral hygiene is predominant.   

A study by J. Olli (7) describes, however, the 

positive effect generated by the interaction of 

a nurse with a mentally handicapped child, 

because the nurse meets the child five times a 

week for coaching sessions on a variety of 

daily gestures. 

The intervention of a team of specialized 

educators, in collaboration with the nurse 

could be a good alternative. A study published 

by K. Parasuram (8) shows in fact the positive 

influence of a specialized educator to create 

an emotional bond and to ensure the education 

and formation of a mentally handicapped child 

in the course of time. The child thus develops 

its skills and makes daily acts with more and 

more autonomy.    

 

Toothbrushing  

The various mental handicaps present in the 

case of children can complicate the proper 

performance of toothbrushing  (9). The 

phenomenon of dyspraxia or dyslexia can 

occur. It is therefore recommended to perform 

toothbrushing in seated position with the sink 

and a mirror adjusted to the proper height. 

This recommendation is made to the extent 

where it is difficult, for certain patients, to 

maintain an upright position and the mouth 

open while performing an efficient brushing.    

The objective of the toothbrushing is 

preserved: the teeth need to be brushed on all 

sides with the help of the toothbrush.  

Another frequently met difficulty is that of  

grip. It is difficult for certain mentally 

impaired patients to hold an object in such a 

manner as to perform a clear movement. The 

brushing material can be adapted depending 

on the handicap if the material present on the 

larger surface is difficult to manipulate. 

Indeed, the handle of a standard toothbrush 

proves to be too thin to be easily manipulated; 

it is therefore necessary to adapt the handle.  

Different simple solutions can solve this 

problem (10, 11), such as the use of a silicon 

mold around the handle depending on the 

patient‘s hand  (figure 1).  Sticking a Velcro 

tape to a pair of gloves worn by the child 

during toothbrushing is also easy to apply. We 

can also use a bike handle or a Plastazote rigid 

duct form. 
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Figure 1 : Toothbrush with a silicon handle 

(11) 

 

The objective is to hold the toothbrush firmly 

in place. Placing the toothpaste on the brush 

also raises a gripping problem. That could be 

solved by using a toothpaste pump (figure 2) 

or a pressure dispenser (12). 

 

 
Figure 2 : Toothpaste pump (11) 

Although the grip problem can be partly 

solved, that of motricity is recurrent in case of 

mentally handicapped children.    

They find it difficult to make the brushing 

movements. The different brushing axes along 

their faces, the necessity to apply an important 

force at the level of the brush handle to open 

the jaw in order to clean the vestibular sides 

and the vertical to-and-forth movements are as 

many difficulties met during the 

toothbrushing. That‘s why the use of a double 

or triple head brush can have as a consequence 

the brushing of several sides by a single 

movement. The use of a mouth opener can 

facilitate access to the vestibular sides of the 

lateral sectors.  

The use of an electric toothbrush is 

considered favorable by two studies  (14,15) 

focused on the hygiene material for people in 

good general condition. The advantage of the 

electric toothbrush  is that it compensates the 

loss of motricity by its automatic movement 

and transforms the complex vertical sweeping 

movement for each dental side into a to-and-

forth horizontal movement (16).  

Animation in Dental Hygiene 

It is often carried out in the child institutions 

by the nurse with the help of an oral 

presentation with the schemas of the oral 

cavity or by means of manual procedures, 

such as coloring schemas.    

Learning something by means of coloring is a 

proved method that allows the transfer of the 

visual content into knowledge (17). The 

mentally handicapped children can, by means 

of various colors, trace the tooth gums and 

thus integrate the notion of toothbrushing and 

the movements to make.   

The various types of animations prove that 

there are several distinct methods. These 

animations can take the form of: a PowerPoint 

presentation, a short animation movie, a 

demonstration with a fake dental arch and 

toothbrushing or a brushing workshop.    

The oral presentation by means of slides 

remains, however, a very widespread method. 

Its facility to use compared to other methods 

and the improvement it can bring about to a 

large number of people allow us to state that it 

is a relatively efficient method, as seen 

especially in the studies of Chachra (18) and 

Rong (19). These two authors conclude that an 

oral dental health improvement is notable in 

case of children who assisted at an oral 

presentation with slides on the oral health 

prevention.    

The short animation movie is described as 

a very adapted animation but it doesn‘t define 

it as a priority animation. A study published 

by K. Dalacosta (20) on the interest of 

animation films define them as follows : 



Romanian Journal of Oral Rehabilitation 

Vol. 10, No. 1 January- March 2018 

 

10 

Cartoons explore the daily life and practical 

situations; they allow us to get answers to 

children’s questions. Thanks to these 

situations, cartoons can bring life and realism 

to scientific concepts. Furthermore, cartoons 

offer the possibility to efficiently remember the 

previous knowledge and, therefore, to 

promote the process of conceptual 

development.  As this study concludes, the 

animation movie seems to be of primary 

importance in the oral hygiene training. 

Nevertheless, the author concludes that the 

cartoons are excellent complementary 

resources and refreshments for learning and 

education.   

After all, cartoons are an excellent learning 

resource, very well adapted to mentally 

impaired children.  However, they are not 

more important than any other type of 

animations to the extent they need to be 

complementary to a more global and practical 

learning approach.  

Attention should be also paid to the practice of 

brushing and a demonstration on a fake dental 

arch. The demonstration on a fake dental arch 

allows an ideal brushing on a great arch with a 

toothbrush and the required movements. The 

brushing workshop is in itself a moment when 

children themselves will brush their teeth with 

a manual toothbrush and using toothpaste..  

Nurses often prefer the brushing practice to 

the demonstration of a fake dental arch and 

they define it as the most important animation.  

The brushing workshop is a moment when 

children practice on themselves and their own 

bodies  a practical activity, which corresponds 

to the Montessori method. 

 

Distribution of Children 

The animation, in order to be understood, 

needs to be adapted to the children. The study 

population is that of children impaired by a 

mental handicap. It is not so obvious to think 

that a 12-year old child impaired by a Type A 

mental handicap is more capable of 

understanding a piece of information than a 6-

year old child affected by a Type B83 mental 

handicap.  

Therefore, the creation of groups proves to be 

a good idea. There still remains the need to 

define the main criterion: either age or the 

level of comprehension.  

Classifying children according to their age 

can have as an advantage the logistical ease to 

form up the groups, that is the argument 

suggested by the nurses that choose this 

criterion. This age criterion can also have as 

an effect the over-estimation of a child‘s 

understanding simply because that child has 

reached an age, although the mental abilities 

have remained behind (21,26,27). 

Classifying children according to the «level of 

comprehension» is the criterion of choice for 

most nurses. However, grouping children 

according to the level of comprehension is 

more difficult to implement due to the 

complexity of its assessment for each child. 

According to the nurses, the child‘s current 

level of knowledge is the first condition for 

grouping them together; belonging to a group 

of a certain comprehension level is based on 

the child‘s ability to have a dialogue, to carry 

out a task independently and on their 

motricity.    

An Australian study published by Chew (22) 

analyses the communication between 

generalist doctors and mentally disabled 

patients of various origins. The study 

concludes that by using different 

communication methods for each group 

classified according to the handicap 

complexity, the communication between the 

patient and the generalist doctor is optimal, 

these groups being created on the basis of 

individual levels of comprehension.  

This criterion is more complicated to 

implement but shows the advantage of a more 

adapted message for each child. With a rather 

homogenous comprehension level in each 

group, the adaptation of the message 

according to various groups is a guarantee that 

the message conveyed is understood by each 

and every child.   

The Actors of a Successful Training in 

Time  

Once the animation model and the distribution 

mode for the groups are validated, it is 

necessary to determine which actor can 

promote oral hygiene amongst mentally 

handicapped children. The potential actors 
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defined by the doctrine include dentists/dental 

surgeons and specialized trainers. 

A study by Chachra (23,) published in 2016 

compares the improvement of oral hygiene 

among different groups of non-handicapped 

children enrolled who had received a punctual 

training on oral hygiene from different actors. 

The actors were according to the groups: a 

dentist/ dental surgeon, a member of an 

association in charge of training the teachers 

of oral hygiene. The study concluded that the 

punctual intervention, which allows the 

greatest improvement of the oral dental 

condition of non-handicapped children is that 

of a dentist/dental surgeon It would be 

interesting to determine, however, if such an 

improvement of the oral hygiene is significant 

in the case of mentally impaired children and 

whether the best actor still remains the 

dentist/dental surgeon.  

The study of Relwani (25,) compares and 

assesses the effect of education on the oral 

hygiene of specialized trainers and 

dentists/dental surgeons in the case of 

mentally impaired children who are enrolled 

in specialized institutions. An improvement of 

the oral hygiene is noted when frequent 

(monthly) animations of oral hygiene 

education are shown to them. Here, the most 

significant improvement of oral hygiene is 

that obtained after frequent education sessions 

held by the trainers. The author explains these 

results by the fact that mentally handicapped 

children are more sensitive to messages 

delivered by the trainer they deal with on a 

regular basis.  

The studies of Chachra and Relwani are 

therefore in contradiction regarding the choice 

of the actor. Relwani provides an explanation 

for the differences in these two studies (slides 

presentation vs. toothbrushing demonstration 

for oral hygiene).  

However, it remains true that these two 

studies give an important role to trainers. An 

ideal compromise between these studies can 

be suggested here: a punctual animation made 

by both a trainer and a dentist/dental surgeon. 

This animation would be followed up by 

monthly reminders on the subject held by the 

trainers/educators. 

 

Association of Preventive Measures 
An improvement of the oral hygiene can 

therefore be noticed among the study lot but it 

would be pertinent to associate the animation 

to an oral dental screening for each child, 

which would show several benefits:    

- the possibility of early prevention of cavities 

already present in the mouth;  

- providing personalized brushing advice;   

- establishing a personalized follow-up each 

after year for every child;  

- it allows the creation of annual statistics on 

the entire institution to target more precisely 

the training needs.   

 

 

 

CONCLUSIONS 

A training model can be therefore suggested 

for the mentally impaired children aged 6 to 

12 who are enrolled in specialized institutions. 

It would envisage a punctual intervention of 

one or two dentists/dental surgeons according 

to the number of children in the institution. 

They would show an animation on the 

importance of oral hygiene in association with 

previously trained educators.   

Groups of 10 to 15 children would be formed 

based on the homogenous comprehension 

level as indicated by the educators.  

During the animation, the dentist/dental 

surgeon would expose the main important 

points of oral hygiene; the educator would 

stand by their side to check whether the 

children‘s attention is well caught. The 

knowledge of the educator on the children 

would give access to the emotional side of the 

child during the intervention and, on top of 

that, would arise the curiosity of the children 

coming up with a topic that differs from the 

daily ones.  

This presentation could be followed up by a 

toothbrushing demonstration on a fake dental 

arch for the children whose comprehension 

level is more elevated, because they have the 

ability to translate the concepts of movements 

performed on their own person.  

The animation would be followed by a 

brushing workshop  in small groups of five 
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children, under the caring control of a 

dentist/dental surgeon and the trainers. This 

control would allow the correction, by 

providing personalized advice to each child, 

of the efficiency issues in the children‘s 

toothbrushing technique.     

Ideally, the animation would end with an oral 

dental screening.   

This way, an improvement in the oral hygiene 

could be obtained via a training of children 

and of the staff, allowing the avoidance of 

more invasive interventions, especially under 

general anesthesia, in case of disabled people 

(9,28,29,30,31). 

The aim now is to explore the long-term 

consequences of oral hygiene trainings on 

groups of patients impaired by a mental 

handicap. If positive effects are obtained, a 

transfer can be made to a double objective 

prevention approach: a first ethical one, to the 

extent the mentally impaired people can 

benefit from advice on oral hygiene that is 

adapted to their comprehension level, 

surpassing the mental handicap barrier and a 

second one, of public health, as long as the 

improvement of oral hygiene in case of these 

patients would lead to a diminution of 

invasive acts that are difficult to implement 

and costly for the public services.   
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