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Overview 

A survey of the oral health and need for dental treatment was undertaken on children and 

adolescents with special needs in Ireland in 2003. The group had predominantly mild and 

moderate disabilities although a small number had severe impairments.   The 

participants’ potential for cooperation with dental care ranged from those who could 

receive routine dental treatment in a primary care setting to those who would require 

sedation or general anaesthesia for even the most basic dental examination.  

The Disability Act 2005 outlines our responsibilities to people with disabilities. Good 

oral health is a right and indeed is integral to enabling the better assimilation of people 

with disabilities into society. Poor oral health, ugly stained teeth, abscesses, gaps and bad 

breath detracts from people’s quality of life and compounds the disadvantage that many 

of these children and adolescents already suffer. Prevention of oral disease in this sub 

group of the population is therefore fundamental since the need for dental treatment, or 

its provision, may further add to the morbidity and even mortality for some patients. The 

consequences of tooth loss can be particularly devastating for those with disabilities and 

permanent tooth loss levels among this young population already exceed that amongst the 

same age group in the general population 

The findings are summarised at the start of this report followed by the full results and 

more detailed summaries for each section. The major considerations for policy makers 

revealed by the study results are that:  

The current level of oral and dental care available to children and adolescents with 

special needs is inadequate and urgently needs to be expanded in order to bring services 

up to an acceptable level, comparable at least to that of their peers or better, given the 

serious health consequences of oral diseases for this group of children and adolescents.  

The results not only expose the lack of suitably trained personnel to deliver a quality 

service but also the precarious reliance on a small cohort of very dedicated and 

experienced dental teams, inequitably distributed across the country.  

The results of this survey point to the fact that for many, their first encounter with the 

dental services is too late since oral and dental diseases have become established and 

accessing and accepting dental care will pose significant new challenges.. Thirty-five 

percent of children in the five-year-old group had never been to a dentist. Fourteen 

percent of children from the 12-year-old group and 21% from the 15-year-old group had 

their first ever visit to a dentist when they were 9 years of age or older. One in three of 

the 12- and 15-year-old group with special needs had already received dental treatment 

under a general anaesthetic. The consequences of this approach are seen in the results of 

the oral health survey of adults with intellectual impairments
1
 

Early introduction to the dental service and tailored oral hygiene support is fundamental 

for children and adolescents with special needs. Oral and dental diseases are avoidable 

and prevention is paramount given the high probability of requiring general anaesthesia 

(with its accompanying risks and cost) for the provision of what for children without 

disability would be routine care.   
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Summary 

Good oral health is crucial for young people who have a disability. Oral disease and/or its 

management can expose a child or adolescent with disabilities to potentially life-

threatening events. This report describes the oral health status and treatment need 

requirements of children, and adolescents, attending schools designated as special needs 

by the Department of Education and Science (DES) and day care centres in Ireland. It 

also reports on the current levels of service provision and oral health care practices for 

this group. Barriers to the provision of dental care, and the maintenance of oral health, are 

also explored in an effort to identify ways in which their oral health might be improved.  

The aims of this survey were to:  

1) Compare the levels of oral health of children and adolescents attending schools 

designated as special needs by the DES and attending day care centres, with those of the 

general population. 

2) Assess the perceived availability, accessibility and acceptability of the oral health 

services to children and adolescents with special needs and their parents.  

A random sample of 537 children and adolescents attending special needs schools and 

day care centres in six regions in Ireland participated in a clinical oral examination. 

Parents of participants also completed a questionnaire designed to assess the perceived 

availability, accessibility and acceptability of the oral health services for their children.   

On average caries levels were similar to those among the general population but there 

was variation according to type of disability.  The moderate intellectual disability 

grouping had the lowest levels of dental decay, while the mild intellectual disability 

category had the highest. 

There tended to be less untreated disease compared with the general population; however 

permanent teeth were more frequently extracted than filled for those children with a mild 

or moderate intellectual disability, compared to the general population. Tooth loss among 

those with disability is a greater cause of concern than for the general population because 

of their diminished capacity to tolerate or maintain replacement teeth. 

Children with special needs had fewer fissure sealants on their teeth 

Just over 30% of 5-year-olds and 58% of 12- and of 15-year-olds attending special needs 

schools required some kind of treatment for dental caries; the most common types of 

treatment required were fissure sealants and fillings. 

The levels of untreated trauma and treatment need for trauma were for the most part 

higher among children with special needs than in the general population. 
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Children and adolescents with special needs had greater need for oral hygiene support 

than children and adolescents in the general population. Close to half of 12- and 15-year-

olds with special needs require help with tooth brushing approximately 5% required 

urgent professional attention to their oral hygiene to avoid irreversible damage to the 

tissues.   

22% of the special needs children and adolescents surveyed would require sedation 

and/or general anaesthesia to receive dental treatment.  

Of the children whose dental treatment would require special facilities 28% could not be 

examined for the survey (sedation would have been required), 53% needed maintenance 

treatment, 13% non-urgent treatment and 7% urgent treatment. Extrapolating these 

percentages to the general population it can be estimated that currently some 3.5 thousand 

children (22% of the population) would require sedation or general anaesthesia in order 

to receive dental treatment.  

The current level of secondary care services available to children and adolescents with 

special needs is inadequate and urgently needs to be expanded in order to provide an 

adequate level of oral health care for this group of children.   

Early introduction to the dental service and tailored oral hygiene advice is particularly 

important for children with special needs. Prevention of caries for these children is most 

important and should be a priority focus of the health care services because of the high 

probability of requiring general anaesthesia (with its accompanying risks) for the 

provision of what would otherwise be routine care.  Thirty-five percent of children in the 

five-year-old group had never been to a dentist. Fourteen percent of children from the 12-

year-old group and 21% from the 15-year-old group had their first ever visit to a dentist 

when they were 9 years of age or older. Given these data it is not surprising that when 

they do get to the dentist it is often too late for prevention, one in three of the 12- and 15-

year-old group with special needs had already received dental treatment under a general 

anaesthetic. 

The vast majority of treatment for children and adolescents with special needs is provided 

by the public dental service. The frequency of visiting the dentist is similar to that 

reported by adolescents in the general population.  

Few parents of children with special needs reported problems getting dental treatment for 

their child. Those who did report problems tended to be parents of children with more 

severe disabilities, the main problems being that the child could not be treated locally and 

had to be referred to a hospital/specialized unit, or that the child was un-

cooperative/nervous of treatment. 

Parents, in general, expressed a high level of satisfaction with the services being provided 

by the public dentist. Among the 12- and 15-year-old groups, parents of children with 

mild intellectual disabilities tended to be more satisfied than parents of children with 

moderate intellectual or other special needs. 
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Parents of children with more severe disabilities expressed a higher level of 

dissatisfaction with the amount of information available on the HSE (public) dental 

service than parents of children with less severe disabilities.  

Less than half of the parents surveyed knew where to complain if they were not satisfied 

with any aspect of the dental service being provided by the HSE (public) dental service. 

There is a need for more information to be made available to all parents of children with 

special needs. 
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Chapter 1 - Introduction 

This report presents the results of a national dental health survey of children, and 

adolescents, attending schools designated as special needs by the Department of 

Education and Science (DES) and day care centres. The report describes the oral health 

status and treatment need requirements of this group of children and adolescents. It also 

reports on the levels of service provision and oral health care practices for this group. 

Barriers to the provision of dental care, and the maintenance of oral health, are also 

assessed. The results of this survey will aid in the future development of dental services 

for this group. 

Good oral and dental health is crucial for young people who have a disability. Oral 

disease and/or its management can expose a child or adolescent with disabilities to 

potentially life-threatening events, for example, a Down syndrome child who has a heart 

defect or an adolescent with cerebral palsy and at risk of aspiration. Access to services, 

especially for pre-school age children is limited, or even non-existent in some counties in 

Ireland, placing increased emphasis on the delivery of oral health prevention by all 

members of the primary care team. Whilst primary prevention of oral disease is the ideal, 

it rarely happens and as can be seen from the data reported here, children grow up with a 

dental disability. The data from the survey of the oral health of adults with an intellectual 

disability in residential care in Ireland 20031 confirms the progression of oral/dental 

disease in populations, many of whom are unable to tolerate routine dental care but for 

whom alternative services are largely lacking.  

1.1 Special needs in Ireland 

There are many different types of special needs. Many children and adolescents with 

special needs attend mainstream schools, either in regular classrooms or in special needs 

classrooms. There are, however, designated schools which cater only for children and 

adolescents with special needs. These special needs schools are grouped into the 

following 11 categories by the Department of Education and Science: mild intellectual 

disability, moderate intellectual disability, physical handicap, severe/profound hearing 

disability, visual disability, emotionally disturbed, multiple handicaps, specific learning 

disabilities, young offenders, children at risk and travellers. While these categories serve 

to provide a broad picture of the type of special needs catered for at a school, most 

special needs schools, particularly outside Dublin, cater for a mixed range of special 

needs. Day care centres also cater for children and adolescents with special needs. These 

centres tend to cater for the most profoundly disabled children who are incapable of 

attending a special school. 
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In this survey, we looked at young children aged between four and six years (referred to 

as 5-year-olds), children aged between 11 and 13 years (referred to as the 12-year-olds) 

and adolescents aged between 14 and 16 years (referred to as the 15-year-olds) from the 

following two distinct special needs populations: 

(1) Those attending special needs schools 

(2) Those attending day care centres. 

To keep the survey at a manageable level, both in terms of logistics and timescale, 

children and adolescents with special needs attending mainstream schools were not 

included.  

1.1.1 Special needs schools 

The majority of the children and adolescents included in this survey are from schools 

designated as special needs by the Department of Education and Science. For this survey, 

the special needs schools have been grouped according to their DES category as follows:  

 Schools for those with a mild intellectual disability 

 Schools for those with a moderate intellectual disability  

 All ‘other’ schools on the Department of Education and Science’s list of special 

needs schools, with the exception of schools for young offenders as their dental 

health service is not provided directly by the Health Service Executive (HSE) 

school service.  

In 2003, there were a total of 119 special schools (excluding schools for young offenders) 

catering for approximately 4500 children and adolescents within the age groups under 

study, the vast majority of whom are in the 12- and 15-year-old groups.  

 

Table 1.1 Total number of children and adolescents in the 5-, 12- and 15-year-old 

age groups attending special needs schools in Ireland at the time of the survey (2002) 

 

Category of school Schools 5-year-olds 12-year-olds 15-year-olds Total 

Mild intellectual disability 30 56 786 1,116 1,958 

Moderate intellectual disability 33 156 524 470 1,150 

Other  56 171 718 512 1,,401 

All Special Schools 119 383 2,028 2,098 4,509 

 

1.1.2 Day care centres 

The second population included in this survey are children and adolescents with special 

needs who attend day care centres. The majority of children attending day care centres 
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are younger children (4 to 6 years of age) with special needs who are not yet able to 

attend a special school. The older children attending day care centres represent the small 

group of children who are the most profoundly disabled and who are incapable of 

attending a special school.  

There are a total of approximately 500 children and adolescents in the 5-, 12-, and 15-

year-old age groups attending 47 day care centres, with over half of all these children in 

the 5-year-old age group.  

 

Table 1.2 Total number of children and adolescents in the 5-, 12- and 15-year-old 

age groups attending day care centres in Ireland at the time of the survey (2002) 

 

Category of school Schools 5-year-olds 12-year-olds 15-year-olds Total 

Day care centre 47 284 99 111 494 

 

1.2 Current dental service available for children and adolescents with 

special needs 

The HSE dental service provides oral health care for children and adolescents with 

special needs. 

1.3 Background to the study 

In 1999/2000, the Eastern Regional Health Authority (ERHA) conducted a survey of the 

oral health of children and adolescents attending special needs schools in their region. 

The survey included schools from five of the DES’s categories of special needs schools, 

i.e., schools for those with a mild intellectual disability, for those with a moderate 

intellectual disability, for those with a physical disability, for those with a hearing 

impairment and for those with a visual impairment. The ERHA survey report showed 

that, in general, children and adolescents attending special needs schools in the Eastern 

Region had a lower incidence of dental decay than children attending mainstream 

schools. They had more teeth filled than had been found in other surveys of children at 

special needs schools, and comparable levels to their mainstream counterparts2. Younger 

children had more teeth extracted than children in mainstream schools; however, fewer 

teeth were left untreated. Among the older children, fewer teeth were being extracted and 

more filled than had been found in other surveys of children attending special needs 

schools. This group of children were also found to have received many fissure sealants, 

which could have contributed to the lower levels of decay. They also reported that the 

findings for the group as a whole did, however, mask marked differences between the 

different types of special needs schools
1
. 

Concurrently in 1999, the Department of Health and Children (DoHC) and the health 

boards (now HSE) funded a series of surveys of dental health as part of a contract for 

epidemiological services. The Oral Health Services Research Centre (OHSRC) in 



 9 

University College Cork was awarded the contract to advise and assist the health boards 

in the design and conduct of these surveys involving both the general population and 

groups with special needs through a competitive tender process. The special needs groups 

to be surveyed were to be decided in consultation with the health boards and other 

interested parties. A consultation process began in 2000 between the OHSRC project 

team and the health service User Group (Appendix 1) to decide on priorities for surveys 

of groups with special needs. During this consultation process, the decision was made to 

conduct a national survey to assess the oral health care status and treatment needs of 

children and adolescents attending special needs schools and day care centres in Ireland. 

As extensive data were already available for a large portion of the HSE East region (old 

Eastern Regional Health Authority (ERHA) region), this area decided not to participate in 

this survey. The other special needs groups surveyed as part of this contract were adults 

with an intellectual disability under the care of the health service and elderly in 

residential care under the care of the health service. Published reports on these surveys 

may be found on the DoHC website www.dohc.ie. 

1.4 Aims of the survey 

The aims of this survey were to:  

1) Compare the levels of oral health of children and adolescents attending schools 

designated as special needs by the DES and attending day care centres, with those 

of the general population. 

2) Assess the perceived availability, accessibility and acceptability of the oral health 

services to children and adolescents with special needs and their parents.  

To achieve these aims, the study was designed in two parts. The first part involved a 

clinical oral examination (Appendix 2) of a random sample of children and adolescents 

attending special needs schools and day care centres in six health board regions in 

Ireland. In the second part of the survey, a questionnaire designed to assess the perceived 

availability, accessibility and acceptability of the oral health services to children and 

adolescents with special needs was distributed to the parents of all subjects selected to 

participate in the survey (Appendices 3a, 3b and 3c).  

1.5 Materials and methods 

1.5.1 Protocol design and ethical approval 

A draft protocol was circulated amongst the Health Board User Group in June 2002. 

Comments were returned to the OHSRC and the protocol was modified accordingly. The 

agreed final protocol was submitted to the ethics committee of the Cork Teaching 

Hospitals. Ethical approval was received to conduct the survey. 

1.5.2 Informed consent and referral for urgent treatment 

All parents or guardians of participating children and adolescents were fully informed 

regarding the nature of the study and the benefits of participating. All parents/guardians 

http://www.dohc.ie/
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were asked to sign an informed consent form which was returned to the school, along 

with the questionnaire, prior to any examination being performed. Only subjects whose 

parents/guardian had signed an informed consent form were included in the survey.  

Each participating health board gave a written commitment to provide emergency 

treatment for participants in the survey for the relief of pain and sepsis. Each examining 

dentist was responsible for referring any child requiring urgent treatment for the relief of 

pain and sepsis to the principal dental surgeon in their area. The examiner was also 

responsible for referring to the health board for treatment any child with dental caries 

which, in the examiners judgement, posed a risk to the general health of the child.   

1.5.3 The sampling procedure 

This survey of children and adolescents with special needs was conducted in the 

following six health board regions: Midlands, Mid-Western, North-Western, South-

Eastern, Southern and Western. Two health board regions did not participate: the North 

Eastern Health Board (NEHB) were unable to participate because they could not give the 

commitment for emergency treatment of urgent problems observed in the target 

population during the fieldwork due to inadequate resources and facilities; the ERHA had 

conducted a similar survey in their area in 1999/2000 and hence did not participate in this 

survey. 

It was decided at meetings with the Health Board User Group and the OHSRC that two 

distinct sampling frames would be used for the survey: (1) the DES’s list of schools 

designated as ‘special needs’, and (2) the list of day care centres as returned and validated 

by the health boards. 

The special needs schools were aggregated using the DES’s categorisation of schools into 

three groups:  mild intellectual disability, moderate intellectual disability and ‘other’ (all 

other schools on the DES’s list of special schools except schools for young offenders). 

The sample was a randomly selected proportionate self-weighting sample of children 

aged 4-6 years (referred to as the 5-year-old group), 11-13 years (referred to as the 12-

year-old group) and 14-16 years (referred to as the 15-year-old group) attending those 

schools designated as special needs by the DES. However, the population sizes of the 

mild intellectual disability and ‘other’ categories for the 5-year-old group were small 

because these categories of disability are often not detected at such a young age. Hence, 

5-year-olds in schools categorised as mild intellectual disability and ‘other’ were 

excluded from the survey. Children from the same age groups attending day care centres 

were also randomly selected. 

Children aged 7-9 years (8-year-old group) were not included in this survey as data for 

this age spread is less meaningful due to the variable eruption times of first permanent 

molars. In the majority of schools selected, due to small class sizes, all children 4, 5, 6, 

11, 12, 13, 14, 15 and 16 years of age were invited to participate in the survey. To avoid 

over-sampling in the larger schools, children were randomly selected to participate using 

a random number generator. 
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1.5.4 Training of examining teams 

It was agreed by the Health Board User Group and the OHSRC that examiners and 

recorders from the 2002 North South Survey of Children’s Oral Health in Ireland
3
 would 

carry out the fieldwork for this survey, as these examiners and recorders were already 

trained and calibrated. The selected examiners and recorders underwent one further day’s 

training in examination methods prior to the commencement of the survey.  

In addition, to ensure that the survey protocol would be followed correctly, a pilot phase 

of the study was conducted in which examiners conducted examinations in just one of 

their designated schools. The data collected during this pilot phase was cleaned and 

reviewed by the OHSRC, and feedback given to the recording teams. This ensured that 

any data recording errors being made were corrected before the examiner proceeded with 

further fieldwork. 

1.5.5 Clinical examinations 

All examinations took place in the schools between September 2002 and March 2003.  

The clinical record form and condition codes used are given in Appendix 2. The 

following conditions were recorded: drooling scale, trauma of incisors (12- and 15-year-

olds only), soft tissue trauma, oral hygiene assessment and need for oral hygiene 

instruction/scaling, tooth wear extending to dentine (12- and 15-year-olds only), dental 

caries (decay), treatment need for various tooth conditions, the individual’s ability to co-

operate with treatment (manageability index), and overall treatment need. Lighting was 

provided by a portable dental light source (‘Daray’ lamp). Sterile pre-packed standard 

mouth mirrors and CPITN probes were used for each examination. The CPITN probe was 

used to remove food debris from teeth and could also be used to confirm cavitation 

(dental caries). Subjects were asked to lie horizontally on a table or sit in a chair, 

whichever was most comfortable. All children wore tinted protective eyewear. A strict 

cross-infection control protocol was followed. 

A questionnaire to assess the perceived availability, accessibility and acceptability of the 

oral health services to children and adolescents with special needs, was given to the 

parents of all children selected to participate in the survey. If the parent was unable to 

complete the questionnaire, they were asked to give consent so that the child’s usual carer 

could complete the questionnaire.  

1.5.6 Data collection and protection 

Data were collected on paper. All clinical data forms and completed questionnaires were 

sent to the OHSRC. Both the clinical data and the questionnaire data were double-data 

entered by a data entry company. The data were then exported to SAS
®
 (Version 8.01) 

statistical package for analysis.    

The data protection licences of the health boards, and of University College Cork, were 

extended to include survey data. The survey complied with the requirements of Data 

Protection Act 1988, Data Protection (Access Modification) (Health) Regulations, 1989, 

(S.I. No. 82 of 1989), Data Protection Act 1988, Data protection (Access Modification) 
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(Social Work) Regulations, 1989, (S.I. No. 83 of 1989) and the Council Directive on the 

Protection of Individuals with regard to processing of Personal Data (Directive 

95/46/EC)(W). 

1.6 Presentation of results 

The results of the analysis of oral health status (i.e., the data from the clinical 

examinations) are presented by age group and school category (day care centre, mild 

intellectual diability, moderate intellectual diability, other disability). Summary results 

for all special schools as a group are also presented by age group. The results for day care 

centres are presented separately as they represent a group of children whose severity of 

disability prevents them from attending a special school.  

Results from this survey are compared with results from the 1999/2000 ERHA survey
1
. 

The comparisons between the surveys focus on the results from the two school categories 

common to both studies, i.e., schools for children with a mild intellectual disability and 

schools for those with a moderate intellectual disability.  The overall summary results for 

all special schools from the two surveys are not compared as they represent different 

populations. There are a number of demographic differences between the samples used in 

these two surveys, e.g., gender balance, disadvantage status (measured by parent 

ownership of a medical card) and the fluoridation status of subjects. These differences 

should be borne in mind when comparisons between the studies are made, in particular 

with respect to results for dental caries. As the two survey populations are not strictly 

comparable, only general descriptive comparisons have been made.  

The results from this survey are also compared with the results from the North South 

Survey of Children’s Oral Health in Ireland 2002
3
. Estimation of the effectiveness of 

water fluoridation was not an objective of this study hence the children’s fluoridation 

status was not of interest. However, as all children in this present survey were attending 

urban schools — which have fully fluoridated water supplies — for ease of interpretation 

comparisons of caries data are made with those children who participated in the 2002 

North-South survey from fully fluoridated areas. Results for indices common to both 

studies measuring conditions other than caries are compared using all subjects in both 

studies, irrespective of fluoridation status. Again, differences between the surveys should 

be noted. The survey described in this report did not include two health board dental 

areas (formerly the NEHB and the ERHA). The results in the survey of the general 

population were weighted for a number of factors; the results in this survey are not 

weighted.  Hence, again, only general descriptive comparisons can be made. However, 

these descriptive comparisons provide a general overview of the major differences 

between the special needs and general populations with respect to levels of oral health. 

Results from the questionnaire data are presented by age group. More detailed results by 

age group and school category are provided in appendices 3a, 3b and 3c.  
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Chapter 2 - Results of the Clinical Examination 

2.1 The Sample 

A total of 245 children attending 27 day care centres and 790 children attending 45 

special schools were selected, giving a total sample size of 1,035. Because the survey 

returns were considerably lower than the anticipated 75% response rate, the initial sample 

of 847 children required a top up of 26 children attending day care centres and 45 

children attending special schools. In total, 653 (63%) children had the consent of their 

parents/guardians to participate in the survey, 53 children more than the target sample of 

600. Of these 653 children, however, only 537 (82%) participated on the day of the 

clinical examination, 65 children (10%) were absent on the examination day and 51 

children (8%) could not be examined due to an inability to co-operate under field 

conditions (Table 2.1).  

 

Table 2.1 Distribution of sample by school category and examination status 

 

 

The majority of the children who were unable to co-operate for the clinical examination 

were attending day care centres which cater for children with more severe disabilities and 

special schools for children with moderate intellectual disabilities. Fifteen percent of all 

5-year-olds, compared with only 7% of all 12-year-olds and 5% of all 15-year-olds, were 

not amenable to dental examination. This may be expected as the 5-year-old group 

contains only children from the day care centre and the moderate intellectual disability 

school categories. Focusing on the moderate intellectual disability school category, which 

is common to all three age groups, 22% of 5-year-olds in this school category were 

unable to be examined, compared to just 8% of 12-year-olds and 9% of 15-year-olds 

(Figure 2.1). This would suggest that both age and severity of impairment are factors in a 

child’s ability to co-operate for a clinical examination. 

 

Schools 
Children with Consent Forms 

Category of school 
Completed 

exam 
Unable to 
examine Absent Total 

 n N % n % n % n 

Day care centre 27 81 78 18 17 5 5 104 

         

All Special Schools 45 456 83 33 6 60 11 549 

Mild intellectual disability 13 173 81 3 1 38 18 214 

Mod intellectual disability 17 174 82 25 12 12 6 211 

Other 15 109 88 5 4 10 8 124 

              

Total Sample 72 537 82 51 8 65 10 653 
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Children and adolescents who could not be clinically examined were, however, assessed 

for their Manageability Index (MI). These MI data are included in the results of this 

survey, as are any data from the questionnaire for the 116 children who did not receive a 

clinical examination. 

 

 

2.2 The Population Examined 

2.2.1 Categorisation of disability 

The distribution of the children who underwent a clinical examination is presented by age 

group and school category in Table 2.2. The 5-year-old age group in the special schools 

categorised as ‘mild intellectual disability’ and ‘other’ were not targeted in this survey: 

The disabilities covered by the ‘mild intellectual disability’ and ‘other’ categories are 

often not diagnosed in very young children, hence the numbers of 4-, 5- and 6-year-olds 

attending these schools were small. However, examiners were instructed to issue consent 

forms to all children in a class if the given number of children to be sampled from that 

class meant that only five children or less would be excluded. This was to avoid children 

feeling that they had been singled out for exclusion. As a result, three 5-year-old children 

in the ‘mild intellectual disability’ and ‘other’ categories were examined. In day care 

centres, only a small number of children in the 12- and 15-year-old age groups were 

available for inclusion in the survey. 

The analysis of the oral health status of the children (i.e., the data from the clinical 

examination) is presented by school category and age group in Table 2.2. As the numbers 

of subjects in each category are too small to produce reliable estimates, the data for 5-

year-olds in the ‘mild intellectual disability’ and ‘other’ categories of special schools and 
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for 12- and 15-year-olds in day care centres are excluded from this analysis. The data 

from these children are, however, included in the analysis of data from the Manageability 

Index (MI) and the questionnaire.  

 

Table 2.2 Distribution of the children examined by age group and school category 

 

Category of school 5-year-olds 12-year-olds 15-year-olds Total 

Day care centre 55 9 17 81 

     

All Special Schools: 40 223 193 456 

Mild intellectual disability 2 89 82 173 

Moderate intellectual disability 37 76 61 174 

Other 1 58 50 109 

 

2.2.2 Gender 

In the 1999/2000 ERHA survey
2
, 58% of the special needs children examined were male. 

In the 2003 survey of adults with an intellectual disability living in residential care in 

Ireland1, the proportion of males was also 58%. In this survey, 64% of the children 

examined were male (Table 2.3). This reflects the fact that, in general, more males are 

affected by intellectual disability than females
3
. In the 2002 North South oral health 

survey
4
 of children in the general population, 50% of the sample was male.  

 

Table 2.3 Distribution of the children examined by age group and gender  

 

Age group Male Female Total 

 n % n % n 

5-year-olds 58 61 37 39 95 

12-year-olds 156 67 76 33 232 

15-year-olds 132 63 78 37 210 

All children examined 346 64 191 36 537 

 

2.2.3 Fluoridation status 

Information on the domestic water supply was requested on the questionnaire. The 

child’s home address was entered on the questionnaire and questions were asked as to 

whether the home was connected to the piped public water supply, how long the child 

had lived at this address, and about any previous addresses. The questionnaire also 

contained questions on the use of fluoride mouth rinses and supplements. Fluoridation 
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status was classified using the same criteria as used in the 2002 North South Survey of 

Children’s Oral Health
4
. The distribution of all children examined by these fluoridation 

categories (‘full’, ‘part’ and ‘none’) is shown in Table 2.4. Fifty-nine percent of all 

children examined had a fluoridated water supply at home since birth (‘full’), 15% had 

fluoridated water in the home but not continuously since birth (‘part’), while only 1% of 

children had had no exposure to a fluoridated water supply or fluoride supplements 

(‘none’). The fluoridation status of 26% of subjects could not be determined as 

insufficient data were recorded.  

 

Table 2.4 Distribution of the children examined by age group and fluoridation 

status 

 

  Full Part None Not recorded Total  

  n % N % n % n % n 

5-year-olds 54 57 10 10 0 0 31 33 95 

12-year-olds 152 66 31 13 4 2 45 19 232 

15-year-olds 109 52 40 19 0 0 61 29 210 

All children examined 315 59 81 15 4 1 137 26 537 

 

In the 2002 North South Survey of Children’s Oral Health, 56% of the population were 

classified as having full access, 10% partial access and 24% no access to fluoridated 

domestic water supplies, while 8% had taken fluoride supplements or mouth rinses only 

and 2% had insufficient information recorded to classify them. As the ERHA area is 

predominately urban-based, the ERHA survey had a higher proportion of subjects in the 

full fluoridation category at 89%, with 3% in the part fluoridation category, 4% in the no 

fluoridation category and 8% with insufficient information to classify them.  

2.2.4 Medical card status 

Sixty-six percent of all children examined owned a medical card. The percentage of 

parents recorded as owning a medical card was lower at 40%; however this information 

was not recorded for 17% of parents (Table 2.5). 

Medical card issue is based on a means test unless the applicant has a disability. Hence, 

ownership of a medical card by the parent or guardian of the child can be used as a 

measure of financial disadvantage. This measure of disadvantage was employed in the 

2002 North South Survey of Children’s Oral Health in Ireland, where only 24% of 

parents/guardians had medical cards. The proportion of parents with medical cards was 

higher both in this survey (40%) and in the ERHA survey (55%) than in the general 

population. The higher percentage of parents with medical cards among the sample may 

arise from having a child with a disability, thus medical card ownership is unlikely to be 

a robust measure of financial disadvantage in this particular study. 
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Table 2.5 Distribution of the children and adolescents examined by age group and 

medical card ownership 

 

  Child ownership Parent ownership 

  Yes No Not recorded Yes No Not recorded 

  n % N % n % n % n % n % 

5-year-olds 56 59 31 33 8 8 25 26 47 50 23 24 

12-year-olds 156 67 70 30 6 3 99 43 102 44 31 13 

15-year-olds 145 69 49 23 16 8 90 43 82 39 38 18 

All children examined 357 66 150 28 30 6 214 40 231 43 92 17 

 

The differences in gender balance, disadvantage status (i.e., parent’s ownership of a 

medical card) and fluoridation status highlighted above between the samples used in this 

survey, the ERHA survey and the national survey should be borne in mind when 

comparisons are made between these groups.  

2.3 Dental caries (dental decay) 

In this section, the prevalence and distribution of dental caries (decay) among children 

attending schools designated as special needs and attending day care centres in Ireland is 

presented. First, the number of children with no dental caries (i.e., caries free) is reported, 

followed by lifetime caries experience (DMFT). This index records the number of teeth, 

which are either decayed (D), missing/extracted (M) due to decay, or filled (F) due to 

decay. Data for the 5-year-old group refer to primary teeth only and, by convention, are 

referred to by lower case letters (dmft). The figures for the 12- and 15-year-old groups 

refer to permanent teeth only and are referred to by upper case letters (DMFT). The data 

are presented as mean dmft (5-year-olds) and mean DMFT (12- and 15-year-olds).  

In this study, the World Health Organisation (WHO) criteria
5
 were used for recording 

caries at the level of cavitation into the dentine. Caries visible into the dentine, which had 

not cavitated but appeared as a definite shadow under the enamel (visual caries) was 

recorded separately from cavitated caries. This approach allows the data to be analysed 

either without visual caries (historical method used in 1999/2000 ERHA survey) or with 

visual caries (method used in 2002 North South survey). In this report, cavitated caries 

(referred to as caries at cavitation level) is represented by the notation d3cmft/D3cMFT – 

the ‘3’ indicates that caries is recorded at the dentinal level of involvement and the ‘c’ 

indicates that the lesion is cavitated. Cavitated plus visual caries (referred to as caries at 

visual level) is represented by the notation d3vcmft/D3vcMFT – the addition of the letter 

‘v’ indicating the inclusion of visible non-cavitated dentinal caries. Caries recorded at the 

visual level (d3vcmft/D3vcMFT) provides more information about disease levels. Hence, 

except for the historical comparisons with the ERHA survey, all data in the report will be 

presented at this level.  

Whilst the mean d3vcmft/D3vcMFT scores indicate the level of caries present, the 

individual components of these scores provide information on the level of caries 
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treatment and are also presented. A high m/M component is undesirable as it means that 

the teeth were lost due to caries, a high d/D component indicates a need for treatment for 

caries, and a high f/F component suggests that although the disease is prevalent, it has 

been successfully treated. To simplify the examination process, caries condition and 

treatment need were only recorded for each tooth and not for each tooth surface as was 

the case in the 2002 North South Survey. 

2.3.1 Caries free children 
 
2.3.1.1 Caries free 5-year-olds 

In the 5-year-old group, the percentage of children with no caries in their primary 

dentition (d3vcmft=0) was highest for those attending schools for moderately intellectually 

disabled children at 73.0%, while 65.5% of those attending day care centres had no dental 

caries (Figure 2.2). Both special school categories had a higher percentage of caries free 

children than that recorded for this age group in the general population of the Republic of 

Ireland (RoI) living in fully fluoridated areas in 2002 (63.1%). 

 
2.3.1.2 Caries free 12-year-olds 

In the 12-year-old age group, the overall percentage of caries free children attending 

special schools (51.1%) was also higher than among the general population (46.5%) 

(Figure 2.3). However, considering the individual school categories, we see that while 

both the ‘moderate intellectual disability’ and the ‘other’ school categories had a higher 

percentage of caries free children than the general population, the mild intellectual 

disability school category actually had less. As in the 5-year-old group, children attending 

schools for moderately intellectually disabled children had the highest percentage of 

children with no dental caries (64.5%).This compares to 50% of those in the ‘other’ 
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school category and to only 40.4% in the mild intellectual disability school category.

 

 
2.3.1.3 Caries free 15-year-olds 

Again, in the 15-year-old group, the overall percentage of caries free adolescents 

attending special schools was notably higher (41.5%) than that in the general population 

in 2002 (27.0%) (Figure 2.4). Looking at the results for the individual school categories, 

whilst all special school categories had more caries free children than the general 

population, there were marked differences between the categories. The children in the 

moderate intellectual disability school category had twice as many caries free children 

than the general population; the ‘other’ school category had 15% more, while the mild 

intellectual disability school category had almost 5% more. 
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2.3.1.4 Summary 

 Overall as a group, the special needs schools had a higher percentage of children 

who were caries free at each age level compared to children in the general 

population. There were, however, marked differences among the special school 

categories. 

 The moderate intellectual disability school category had the highest percentage of 

caries free children at each age level. In the 12- and 15-year-old age groups, 

schools for those with ‘other’ special needs had the second highest percentage who 

were caries free, while schools for those with a mild intellectual disability had the 

lowest. 

2.3.2 Caries experience 
 
 2.3.2.1 Caries experience in 5-year-olds 

The level of dental caries among the 5-year-old group with special needs is shown in 

Table 2.6. Although the percentage of 5-year-olds that were caries free was highest 

among those children in this survey who were attending schools for moderately 

intellectually disabled children, the mean number of decayed, missing or filled primary 

teeth (mean d3vcmft) was similar among the groups, at 1.4 for the moderate intellectual 

disability school category and 1.3 for both children attending day care centres and 5-year 

olds in the general population. This is due to the distribution of d3vcmft scores, which is 

shown in Figure 2.5. While 73% of 5-year-olds attending schools for moderately 

intellectually disabled children were caries free (i.e., d3vcmft=0), 19% of this group had a 

d3vcmft score of 4 or more; this includes 8% who had a d3vcmft score of 8 and 3% with a 

d3vcmft score of 9 or more. This compares to 66% caries free amongst children attending 

day care centres, but only 9% of this group had a score of 4 or more (2% with d3vcmft=8 

and 7% with d3vcmft=9+). In the general population, 63% were caries free and 14% had a 
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score of 4 or more, but only 1% had d3vcmft=8 and 3% had d3vcmft=9+. The 5-year-olds 

attending schools for moderately intellectually disabled children had the lowest 

percentage of the total d3vcmft attributable to decayed teeth (68%), and the highest 

percent attributable to missing teeth (19%) and to filled teeth (13%) (Table 2.6 and 

Figure 2.6). The corresponding percentages for those in day care centres were 88%, 6% 

and 6% and for children in the general population 83%, 11% and 6%, respectively. 

 

Table 2.6 Caries at visual level: 5-year-olds. The mean d3vcmft and the mean and 

percentage of total d3vcmft that is attributable to the decayed (d3vct), missing due to 

decay (mt) and filled due to decay (ft) components  

 

 

 

 

 

Figure 2.5 Distribution of d3vcmft scores for the 5-year-olds
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Category of school  
Total d3vCmft d3vct mt ft 

N Mean(SD) Mean % Mean % Mean % 

Day care centre 55 1.3(2.6) 1.1 88 0.1 6 0.1 6 

Moderate intellectual disability 37 1.4(2.8) 1.0 68 0.3 19 0.2 13 

                  

RoI (Full Fl) 2002 3614 1.3(2.3) 1.1 83 0.2 11 0.1 6 
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2.3.2.2 Caries experience in 12-year-olds 

The caries experience for the 12-year-old group is shown in Table 2.7. The frequency 

distribution of the number of teeth with caries experience is shown in  Figures 2.7 and 

2.8. The level of dental decay recorded was highest amongst those with a mild 

intellectual disability with a mean D3vcMFT of 1.9, followed by those with ‘other’ special 

needs with a mean D3vcMFT of 1.5; the lowest mean D3vcMFT was recorded for those 

with a moderate intellectual disability, at 1.1 (Table 2.7).  Children attending schools for 

the moderately intellectually disabled had, on average, less teeth affected by dental decay 

than 12-year-olds in the general population (mean of 1.1 compared to a mean of 1.4 

respectively). However, overall as a group, the 12-year-olds attending special schools, 

despite having a higher percentage of caries free children, had slightly more dental caries 

(mean of 1.5) than 12-year-olds in the general population. Again, this is due to the 

distribution of the D3vcMFT scores (Figure 2.7). While 51% of 12-year-olds attending 

special schools were caries free, 16% had a D3vcMFT score of 4 or more. This compares 

to 46% caries free in the general population where only 15% had a mean D3vcMFT score 

of 4 or more. 

Looking at the distribution of the D3vcT, MT and FT components of the mean D3vcMFT, 

we see that the levels of untreated decay were similar among all special needs groups and 

the general population. The main difference observed was that children in the ‘other’ 

school category had notably less teeth extracted due to caries and more teeth filled than 

those with a mild or moderate intellectual disability and 12-year-olds in the general 

population. Only 1% (mean MT=0.02) of the total D3vcMFT for those with ‘other’ special 

needs was attributable to extraction due to caries, compared to 22% (mean MT=0.4) for 

those with a mild intellectual disability, 15% (mean MT=0.2) for those with a moderate 

intellectual disability and 6% (mean MT=0.1) for 12-year-olds in the general population. 

Those with ‘other’ special needs had 60% of total D3vcMFT attributable to filled teeth 

(mean FT=0.9), compared to 58% (mean FT=0.8) for 12-year-olds in the general 

population, 49% (mean FT=0.5) for those with a moderate intellectual disability and 44% 
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(mean FT=0.8) for those with a mild intellectual disability (Table 2.7 and Figure 2.8). 

These results would suggest that while the level of treatment received is similar for 

children with special needs and their counterparts in the general population, decayed 

teeth are more commonly extracted than filled for 12-year-olds with mild (mean MT=0.4) 

or moderate (mean MT=0.2) intellectual disabilities than for the general population 

(mean MT=0.1). 

 

Table 2.7 Caries at visual level: 12-year-olds. The mean D3vcMFTand the mean and 

percentage of total D3vcMFT that is attributable to the decayed (D3vcT), missing due 

to decay (MT) and filled due to decay (FT) components 
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Category of school  
Total D3vCMFT D3vcT MT FT 

N Mean(SD) Mean % Mean % Mean % 

Mild intellectual disability 89 1.9(2.7) 0.6 34 0.4 22 0.8 44 

Moderate intellectual disability 76 1.1(1.8) 0.4 37 0.2 15 0.5 49 

Other 58 1.5(2.0) 0.6 39 0.02 1 0.9 60 

All special schools 223 1.5(2.3) 0.5 36 0.2 15 0.7 49 

                  

RoI (Full Fl) 2002 2089 1.4(1.9) 0.5 37 0.1 6 0.8 58 
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2.3.2.3 Caries experience in 15-year-olds 

Table 2.8 show the caries experience for the 15-year-olds. The frequency distribution for 

the number of teeth with caries experience is illustrated in Figures 2.9 and 2.10 

Comparing the results recorded for the special schools included in this survey, we see 

that they follow the same pattern as those seen for the 12-year-old group: Those with a 

mild intellectual disability had the highest levels of dental caries with a mean D3vcMFT of 

2.7, a slightly lower level was seen in those with ‘other’ special needs with a mean 

D3vcMFT of 2.5 and those with a moderate intellectual disability again fared best with a 

mean D3vcMFT of 1.5 (Table 2.8). Overall as a group, the 15-year-olds attending special 

schools had, on average, slightly less dental caries (mean D3vcMFT=2.3) than adolescents 

in the same age group in the general population (mean D3vcMFT=2.6). However, looking 

more closely at the individual special school categories, we see that the moderate 

intellectual disability school category has notably less caries (mean D3vcMFT=1.5) 

compared to the general population (mean D3vcMFT=2.6), while adolescents in the other 

two special school categories had similar levels to 15-year-olds in the general population. 

The percentage of total D3vcMFT that is attributable to untreated decay is highest among 

those with ‘other’ special needs at 45% (mean D3vcT=1.1), followed closely by those with 

a moderate intellectual disability at 42% (mean D3vcT=0.6), while those adolescents with 

a mild intellectual disability had the least untreated decay at only 30% (mean D3vcT=0.8) 

(Table 2.8 and Figure 2.10). Correspondingly, those with a mild intellectual disability had 

the highest percentage of teeth filled and extracted due to decay. Overall as a group, the 

15-year-olds with special needs had similar levels of untreated decay as their counterparts 

in the general population (37% and 36% respectively), and only slightly more teeth 

extracted (7% and 5% respectively) and slightly less filled (56% and 59% respectively). 

The distribution of the number of teeth with caries (Figure 2.9) illustrates the high levels 
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of caries experienced by some adolescents with special needs. For example 10% of 

adolescents with special needs have 8 or more decayed missing or filled teeth; this 

compares with a figure of 5% for the general population. 

 

Table 2.8 Caries at visual level: 15-year-olds.  The mean D3vcMFT and the mean and 

percentage of total D3vcMFT that is attributable to the decayed (D3vcT), missing due 

to decay (MT) and filled due to decay (FT) components 

 

Category of school  
Total D3vCMFT D3vcT MT FT 

N Mean(SD) Mean % Mean % Mean % 

Mild intellectual disability 82 2.7(2.9) 0.8 30 0.3 10 1.6 60 

Moderate intellectual disability 61 1.5(2.2) 0.6 42 0.03 2 0.8 55 

Other 50 2.5(2.8) 1.1 45 0.1 5 1.2 50 

All special schools 193 2.3(2.7) 0.8 37 0.2 7 1.3 56 

                  

RoI (Full Fl) 2002 2062 2.6(2.6) 0.9 36 0.1 5 1.5 59 
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2.3.2.4  Summary 

5-year-olds: 

 Although the moderate intellectual disability school category had the highest 

percentage of caries free children, the mean d3vcmft score for this group was similar 

to that recorded for 5-year-olds attending day care centres and 5-year-olds in the 

general population. This is because a higher percentage of children with a moderate 

intellectual disability had d3vcmft scores of 4 or more.  

 The moderate intellectual disability group had less untreated decay, and more teeth 

extracted and filled, than children in day care centres and the general population. 

12- and 15-year-olds: 

 Of the special school categories included in this survey, the moderate intellectual 

disability category had the lowest levels of dental decay, while the mild intellectual 

disability category had the highest. 

 Children and adolescents with a moderate intellectual disability had notably lower 

levels of dental decay than those in the general population, while those with a mild 

intellectual disability or ‘other’ special needs had higher or similar levels. 

 In the 12-year-old group, the levels of untreated decay were similar among the 

special needs groups and their counterparts in the general population. However, 

decayed teeth were more commonly extracted than filled for those children with a 

mild or moderate intellectual disability, compared to the general population. 

 Overall as a group, 15-year-olds with special needs were receiving a similar pattern 

of treatment for dental caries as their counterparts in the general population. Within 

the individual special needs school categories, adolescents with a mild intellectual 
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disability had less untreated decay and correspondingly more teeth extracted and 

filled than those with a moderate intellectual disability or ‘other’ special needs. 

2.3.3 Comparison with the 1999/2000 ERHA survey 

In the 1999/2000 ERHA survey, caries was recorded only at cavitation level (i.e., visible 

but non cavitated dentinal caries was not recorded). Comparisons of the caries experience 

at cavitation level between the school categories common to both the ERHA survey and 

this survey, i.e., moderate intellectual disability for 5-year-olds and mild and moderate 

intellectual disability for 12- and 15-year-olds, are made in this section.  

The percentage of the sample of 5-year-olds with a moderate intellectual disability who 

had no dental caries (d3cmft=0) was similar, at 73.0% in this survey and 72.4% in the 

ERHA survey. Those 5-year-olds (moderate intellectual disability) who had caries 

suffered greater levels of the disease in the rest of the country with a mean d3cmft score of 

1.4 teeth compared to a score of 1.1 for the ERHA sample (Table 2.9). 

There was a difference between the two samples in the dental caries treatment levels for 

5-year-olds with a moderate intellectual disability. In the ERHA sample, 45% of total 

d3cmft was attributable to untreated decay with the remaining 55% attributed to missing 

teeth; there were no filled teeth. In the rest of the country, 68% of decay was untreated, 

19% was attributable to missing teeth and 13% to filled teeth. These figures are difficult 

to interpret as the data collection in ERHA was carried out three years earlier than that for 

the rest of the country and may either reflect changes in availability of treatment for 

primary teeth among this group since 1999 or geographic variation in practice.   

 

Table 2.9 Caries at cavitation level: 5-year-olds. The mean d3cmft and the mean and 

percentage of total d3cmft that is attributable to the decayed (d3ct), missing due to 

decay (mt) and filled due to decay (ft) components  

 

Category of school  
Total 

% 
Caries 

free 

D3CMFT D3cT MT FT 

n Mean(SD) Mean % Mean % Mean % 

Moderate intellectual disability 37 73.0 1.4(2.8) 1.0 68 0.3 19 0.2 13 

                   

ERHA 1999/2000                  

Moderate intellectual disability 29 72.4 1.1( NA )   NA 45   NA 55   NA 0 

 
NA = Not available 

 

 

In this survey, for caries recorded at cavitation level we see that almost 52% of 12-year-

olds with a mild intellectual disability were caries free compared to 65.8% of children 
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with a moderate intellectual disability (Table 2.10). The difference between the mild and 

moderate intellectual disabilities was also seen in the 1999/2000 ERHA survey, where 

the percentages of caries free children were slightly lower at 50.9% and 62.5%, 

respectively. Despite the higher percentage of caries free children among 12-year-olds 

with a mild intellectual disability in the rest of the country, those with caries had, on 

average, higher levels of dental decay. The average number of decayed, missing or filled 

teeth for children in this sample from outside of the ERHA region was 1.6, compared 

with 1.2 for those in the ERHA sample. The average levels of dental decay recorded in 

the two surveys for the moderate intellectual disability groups were similar at 0.9 and 1.0, 

respectively. 

For the mild intellectual disability group, there was little difference in the pattern of 

treatment given for dental caries from that reported in the 1999/2000 ERHA survey to 

this present survey: Just over 20% of total D3cMFT was untreated, approximately 25% 

was attributable to extractions, and just over 50% to filled teeth. For 12-year-olds with a 

moderate intellectual disability, the level of extractions differed little between the two 

surveys. However, children in this survey had more teeth filled (58% compared to 48%) 

and less untreated decay (25% vs. 35%) than their counterparts in the earlier ERHA 

survey. It is not possible to say whether this difference is due to temporal or secular 

changes or geographic differences in the availability of treatment.  

 

Table 2.10 Caries at cavitation level: 12-year-olds.  The mean D3cMFT and the mean 

and percentage of total D3cMFT that is attributable to the decayed (D3cT), missing 

due to decay (MT) and filled due to decay (FT) components  

 

Category of school  
Total 

% 
Caries 

free 

D3CMFT D3cT MT FT 

n Mean(SD) Mean % Mean % Mean % 

Mild intellectual disability 89 51.7 1.6(2.7) 0.3 20 0.4 27 0.8 53 

Moderate intellectual disability 76 65.8 0.9(1.6) 0.2 25 0.2 17 0.5 58 

                   

ERHA 1999/2000                  

Mild intellectual disability 116 50.9 1.2(NA) NA 22 NA 23 NA 55 

Moderate intellectual disability 40 62.5 1.0(NA) NA 35 NA 18 NA 48 

 
NA = Not available 

 

Fifteen-year-olds with a moderate intellectual disability had notably less dental decay 

than 15-year-olds with a mild intellectual disability. This difference between these special 

needs groups was reported in both the 1999/2000 ERHA survey and this present survey. 

The percentage of caries free 15-year-olds with a mild intellectual disability was slightly 

higher in the sample from outside the ERHA region at 39.0% than in the 1999/2000 

ERHA survey at 34.4% (Table 2.11). Among 15-year-old groups with a moderate 

intellectual disability, 59.0% outside ERHA and 51.6% in the ERHA region were caries 

free. The average number of decayed missing or filled teeth was lower in the 2003 survey 
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than in the 1999/2000 ERHA survey: The mean D3cMFT was 2.4 in the 1999/2000 

ERHA sample compared to 2.2 in the 2003 sample for 15-year-olds attending schools for 

mildly intellectually disabled children; the mean caries scores were 1.4 and 1.2 for those 

attending schools for moderately intellectually disabled children in the 1999/2000 ERHA 

and 2003 samples, respectively. The distribution of the D3cT, MT and FT components 

seen for the mild intellectual disability group in this survey was similar to that seen for 

the group in the 1999/2000 ERHA survey, while the results for the moderate intellectual 

disability categories differed. The moderate intellectual disability category in this present 

survey had a higher level of untreated decay (29% vs. 5%), less teeth extracted due to 

decay (3% vs. 13%) and less filled teeth (68% vs. 82%) than in the 1999/2000 ERHA 

survey. 

 

Table 2.11 Caries at cavitation level: 15-year-olds.  The mean D3cMFT and the mean 

and percentage of total D3cMFT that is attributable to the decayed (D3cT), missing 

due to decay (MT) and filled due to decay (FT) components  

 

Category of school  
Total 

% 
Caries 

free 

D3CMFT D3cT MT FT 

n Mean(SD) Mean % Mean % Mean % 

Mild intellectual disability 82 39.0 2.2(2.6) 0.3 15 0.3 12 1.6 73 

Moderate intellectual disability 61 59.0 1.2(1.9) 0.4 29 0.03 3 0.8 68 

                   

ERHA 1999/2000                   

Mild intellectual disability 93 34.4 2.4 NA 14 NA 10 NA 76 

Moderate intellectual disability 64 51.6 1.4 NA 5 NA 13 NA 82 

 
NA = Not available 

 
 
2.3.3.1 Summary 

 Among 5-year-olds, the level of dental caries recorded for the 2003 sample was 

higher than that reported for the 1999/2000 ERHA sample. Though the level of 

untreated decay was also higher, proportionally more fillings and less extractions 

were carried out in 2003 than in 1999/2000. 

 Among the 12- and 15-year-old groups, the moderately intellectually disabled 

group had lower levels of dental decay than those with a mild intellectual disability. 

This difference between the groups was also found in the 1999/2000 ERHA survey.  

 Among 12-year-olds, for both the mildly and moderately intellectually disabled 

groups, the percentage of caries free children among the 2003 sample was greater 

than among the 1999/2000 ERHA sample. For the mildly intellectually disabled 

group, however, a greater average level of dental decay was reported in 2003 

indicating that although fewer children had caries compared with the earlier ERHA 

survey, those who had the disease had more decayed teeth. 
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 For 12-year-olds with a mild intellectual disability, there was little difference in the 

pattern of treatment received for dental caries between the 1999/2000 ERHA 

survey and this present survey. However, better treatment patterns were found for 

the moderately intellectually disabled group, with a lower proportion of untreated 

decay and greater proportion of fillings reported in the 2003 survey. 

 Among 15-year-olds, in comparison with results from the 1999/2000 ERHA 

survey, lower levels of dental decay were seen for both the moderately and mildly 

intellectually disabled categories. 

 For 15-year-olds with a mild intellectual disability, there was little change in the 

pattern of treatment received for dental caries from the 1999/2000 ERHA survey to 

this survey. For the moderately intellectually disabled group, a higher percentage of 

untreated decay was reported in this survey, with correspondingly lower 

percentages of extractions and of fillings. 

2.4 Fissure sealants 

The percentage of 12- and 15-year-olds with at least one fissure sealant on their 

permanent teeth is shown in Figure 2.11. Note that the 1999/2000 ERHA data represents 

the percentage of children with at least one fissure sealant on their permanent first or 

second molars, while the present study recorded children with at least one fissure sealant 

on their permanent teeth. The measures are slightly different but are broadly comparable 

as fissure sealants are usually placed on molar teeth. While more fissure sealants were 

recorded among the mild and moderate intellectual disability samples in the 2003 survey 

than the 1999/2000 survey, they are still much lower than the levels reported for the same 

age groups in the general population in 2002. Forty-seven percent of 12-year-olds 

attending special schools had at least one fissure sealant compared to 69% of 12-year-

olds in the general population. A similar difference was seen for the 15-year-old group, 

with 48% of those attending special schools having at least one fissure sealant compared 

to 69% in the general population. The prevalence of sealants differed among the school 

categories used in this survey. The 12-year-old group attending schools for the 

moderately intellectually disabled had a lower percentage with any fissure sealants at 

41% compared to approximately half of children in the mild intellectual disability and 

‘other’ school categories. Amongst the 15-year-olds, the ‘other’ special schools had the 

lowest proportion of children with at least one fissure sealant at 36%; this rose to 44% for 

the moderately intellectually disabled children and to 59% for children with a mild 

intellectual disability. The placement of a fissure sealant requires a skilled clinician and a 

co-operative child. As children with more severe disabilities may be less able to co-

operate, this may explain why those children attending schools for mildly intellectually 

disabled children tended to have more fissure sealants present.  

 



 32 

2.4.1 Summary 

 While the prevalence of fissure sealants among children attending special schools 

has increased compared to the levels reported in the 1999/2000 ERHA survey, they 

are still considerably lower than the levels reported for the general population in 

2002. 

2.5 Treatment need for dental caries 

The type and extent of treatment need for dental caries among the children and 

adolescents examined is shown in Tables 2.12, 2.13 and 2.14. When an examiner 

assessed a child for treatment need, the examiner took into consideration not only the 

disease present but also the child’s overall condition and ability to benefit from, and 

undergo, treatment procedures. It is important to note that the treatment recommended for 

a child with special needs may differ from that recommended for a child in the general 

population with the same level of disease, as children with special needs may be less able 

to co-operate or undergo more complex treatment procedures. Consequently, 

comparisons are not made between the treatment needs of this population and children in 

the general population. Treatment need data were not reported in the earlier ERHA 

survey; hence no comparisons can be drawn with this group.  For all age groups, the 

treatment need reported is for all teeth (i.e., primary and permanent) present.  

From Table 2.12 it can be seen that the percentage of 5-year-olds reported as requiring 

any treatment for caries was similar for children attending day care centres (35%) and for 

those attending schools for moderately intellectually disabled children (32%). However, 

the types of treatment required differed: In day care centres, the vast majority of 
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treatment need was for fillings (31%) with only 4% requiring extractions, 4% advanced 

restorations and 2% other kinds of treatment; among the moderately intellectually 

disabled children, 22% required fissure sealants and 16% required fillings. It is 

reasonable to suggest that the difference in the reported need for fissure sealants between 

the day care centres and those with a moderate intellectual disability may be due to the 

age difference between the two groups: Children in the moderately intellectually disabled 

group (mean age=6) were, on average, one year older than children attending day care 

centres (mean age=5); the older children would have had more permanent teeth erupted 

and available for fissure sealing. 

 

Table 2.12 Percentage of 5-year-olds requiring treatment for caries by treatment 

type and the mean number of teeth requiring treatment by school category 

  

Category of school 
Total 

% of Children requiring Mean no. 
of teeth 

requiring 
treatment 

Any 
Treatment Filling FS Ext. 

Adv. 
Rest. Other 

n % % % % % % 

Day care centre  55 35 31 0 4 4 2 1.3 
Moderate intellectual 
disability  37 32 16 22 0 0 0 1.2 

 

Fifty-eight percent of all 12-year-olds attending special needs schools were reported as 

requiring some kind of treatment for caries (Table 2.13). While the percentages requiring 

any treatment were similar for those with mild or moderate intellectual disabilities at 51% 

and 54% respectively, the percentage requiring treatment from ‘other’ special needs 

schools was higher at 76%. The most common types of treatment required in all special 

schools were fillings and fissure sealants. However, a much higher percentage of children 

from ‘other’ schools were in need of fissure sealants (53%), compared to children in the 

moderate intellectual disability (29%) and the mild intellectual disability (19%) school 

categories. Nine percent of all 12-year-olds attending special schools required 

extractions, 2% required advanced restorations and less than 1% required other types of 

treatment. 
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Table 2.13 Percentage of 12-year-olds requiring treatment for caries by treatment 

type and the mean number of teeth requiring treatment by school category 

 

Category of school 
Total 

% of Children requiring Mean no. 
of teeth 

requiring 
treatment 

Any 
Treatment Filling FS Ext. 

Adv. 
Rest. Other 

n % % % % % % 

Mild intellectual  
disability 89 51 38 19 9 1 1 1.7 
Moderate intellectual 
disability 76 54 22 29 9 1 0 2.0 

Other 58 76 29 53 10 3 0 2.8 

All special schools 223 58 30 31 9 2 <1 2.1 

 

The pattern of treatment need reported for the 15-year-old group was similar to that 

reported for the 12-year-old group, with 58% of all 15-year-olds requiring some kind of 

treatment and with adolescents attending ‘other’ special schools most in need of 

treatment (76%) compared to those with mild intellectual disabilities (52%) and those 

with moderate intellectual disabilities (49%). (Table 2.14) The most common types of 

treatment required for the 15-year-olds were the same as for 12-year-olds, that is, fillings 

and fissure sealants. Again, there is a much higher percentage of children attending 

‘other’ special schools in need of fissure sealants at 68%, compared to only 30% of 

children with moderate disabilities and only 21% of children with mild disabilities. Seven 

percent of all 15-year-olds attending special schools required extractions and 3% required 

advanced restorations or other kinds of treatment.  

 

Table 2.14 Percentage of 15-year-olds requiring treatment for caries by type of 

treatment and the mean number of teeth requiring treatment by school category 

 

Category of school 
Total 

% of Adolescents requiring Mean no. 
of teeth 

requiring 
treatment 

Any Treatment Filling FS Ext. 
Adv. 
Rest. Other 

n % % % % % % 

Mild intellectual  
disability 82 52 40 21 5 2 1 1.7 
Moderate intellectual 
disability 61 49 25 30 7 2 2 2.3 

Other 50 76 36 68 12 6 6 4.3 

All special schools 193 58 34 36 7 3 3 2.6 
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2.5.1 Summary 

 Just over 30% of 5-year-olds and 58% of 12- and of 15-year-olds attending special 

needs schools required some kind of treatment for dental caries. 

 The most common types of treatment required for this group of children with 

special needs were fissure sealants and fillings. 

 In the 12- and 15-year-old groups, children and adolescents attending special 

schools for ‘other’ special needs had a greater need for treatment reported than 

children and adolescents with mild or moderate intellectual disabilities. 

 With increasing age, the mean number of teeth per child that required treatment 

increased. 

 

2.6 Trauma  

The examiners assessed upper and lower permanent incisors of the 12- and 15-year-old 

children for traumatic injury. For each incisor with evidence of trauma, the examiner 

recorded the type of trauma sustained (the codes used are in Appendix 2). The report on 

trauma in the ERHA survey included all types of traumatic injury, and thus this is the 

basis for the comparison of the current survey results with the ERHA survey. However, 

comparison of trauma levels excluding enamel trauma and discoloured teeth is more 

robust, as the recording of these conditions is less reliable. Trauma due to enamel 

fractures can be difficult to differentiate from tooth wear. Also, the observation of 

discolouration can vary with lighting conditions and degree of discolouration. Thus, for 

comparisons of trauma levels with children from the general population, trauma of 

enamel fractures and discolouration are excluded.  

Since damage to teeth is a cumulative condition, it can be anticipated that the prevalence 

of trauma would increase with age. This is in fact the case for children and adolescents in 

special schools: The percentage of children with at least one permanent incisor affected 

by trauma increased from 10% for 12-year-olds to 18% for 15-year-olds (Table 2.15). 

Among the special schools, children with a mild intellectual disability had the highest 

levels of trauma. This is contrary to the findings in the 1999/2000 ERHA survey where 

children with a moderate intellectual disability had higher levels of trauma than children 

with mild intellectual disabilities.   
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Table 2.15 Percentage of children with at least one permanent incisor affected by 

trauma (including enamel fractures and discolouration) by school category  

 

 Category of school 

12-year-olds 15-year-olds 

Total With trauma Total With trauma 

n % n % 

Mild intellectual disability 89 13 82 20 

Moderate intellectual disability 74 8 61 13 

Other 58 7 50 20 

All special schools 221 10 193 18 

         

ERHA 1999/2000        

Mild intellectual disability NA 9 NA 12 

Moderate intellectual disability NA 13 NA 19 
 

NA=Not available 

The gender distribution of trauma is shown in Table 2.16. Previous studies have shown 

that traumatic injury of the permanent incisors is more common among males than 

females In this survey, while the percentage of 12-year-olds affected by trauma was the 

same for males and females, in the 15-year-old group the percentage of males with 

trauma was over three times that of females. 

  

Table 2.16 Percentage of all children with at least one permanent incisor affected by 

trauma (including enamel fractures and discolouration) by gender 

 

Age group 
Total With trauma 

n % 

12-year-olds     

 Males 150 10 

 Females 71 10 

15-year-olds     

 Males 121 24 

 Females 72 7 

 

When fractures involving enamel and discolouration were excluded (Table 2.17), the 

prevalence of trauma reported for all special schools decreased from 10% to 5% for the 

12-year-olds, and from 18% to 8% for the 15-year-olds. This made the prevalence of 

traumatic injury to permanent incisors similar to that reported for these age groups in the 

general population (Table 2.17).  
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Table 2.17 Percentage of children with at least one permanent incisor affected by 

trauma (excluding enamel fractures and discolouration) by school category  

 

 Category of school 

12-year-olds 15-year-olds 

Total With trauma Total With trauma 

n % n % 

Mild intellectual disability 89 9 82 11 

Moderate intellectual disability 74 4 61 5 

Other 58 2 50 6 

All special schools 221 5 193 8 

         

RoI 2002 3856 6 3495 9 

Table 2.18 shows the gender distribution of trauma (excluding enamel fractures and 

discolouration). Traumatic injury to permanent incisors was more common among males, 

except for 12-year-olds in special schools. 

 

Table  2.18 Percentage of children with at least one permanent incisor affected by 

trauma (excluding enamel fractures and discolouration) by gender 

 

 Age group 

All Special Schools RoI 2002 

Total With trauma Total With trauma 

n % n % 

12-year-olds         

Males 150 5 1876 8 

Females 71 6 1980 5 

15-year-olds         

Males 121 10 1766 12 

Females 72 4 1729 7 

 

The level of untreated trauma was very high among children attending special needs 

schools. Table 2.19 shows the number of children with trauma, the number of children 

with untreated trauma, and the number of children who were reported as requiring 

treatment for their trauma. In the 12-year-old group, of the 22 children with any dental 

trauma, 17 had untreated trauma while 10 were considered as requiring treatment for their 

trauma. Similarly, in the 15-year-old group, the vast majority of those with trauma had 

untreated trauma (29 out of 34) while less than half were considered as requiring 

treatment (14 out of 34). When enamel fractures and discolouration were excluded, the 

level of untreated trauma reduced to just over half of the children with trauma. In general, 

the levels of untreated trauma and the need for treatment of trauma were higher among 

children with special needs than in the general population.  
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Table 2.19  Number of children with traumatised teeth, the number with untreated 

trauma and the number reported as requiring treatment for trauma 

 

  12-year-olds 15-year-olds 

  
With 

trauma 

With 
untreated 

trauma 

Requiring 
treatment 

for 
trauma 

With 
trauma 

With 
untreated 

trauma 

Requiring 
treatment 

for 
trauma 

  n n (%)  n(%) n n(%)  n(%) 

Trauma including enamel fractures and discolouration:       

All special schools 22   17(77*)   10(45*) 34   29(85)   14(41) 

RoI 2002 713 578(81) 153(21) 765 613(80) 196(26) 

Trauma excluding enamel fractures and discolouration:       

All special schools 12   7(58*)   8(67*) 15     9(60*)     9(60*) 

RoI 2002 240 99(41) 79(33) 312 131(42) 109(35) 
 

* Percentage to be read with caution as n<30 

The prevalence of soft tissue trauma due to malocclusion was very low, affecting only six 

children (five males and one female) in the 12-year-old group and three of the 15-year-

olds (two males and one female). 

2.6.1 Summary 

 Ten percent of 12-year-olds and 18% of 15-year-olds had experienced some form 

of dental trauma. 

 When enamel fractures and discolouration were excluded, the prevalence of trauma 

decreased to 5% for 12-year-olds and 8% for 15-year-olds. These levels are similar 

to those reported for these age groups in the general population. 

 Dental trauma was, in general, more common among children and adolescents 

attending schools for mildly intellectually disabled young people. 

 Dental trauma was more common among adolescent males than females. 

 The levels of untreated trauma and treatment need for trauma were for the most part 

higher among children with special needs than in the general population. 

2.7 Oral hygiene 

The oral hygiene of all children was assessed visually. Children were assessed as 

requiring no treatment, as requiring oral hygiene instruction (OHI) only (visual plaque 

could be present but visual calculus was not present) or as requiring oral hygiene 

instruction and professional removal of plaque and calculus. In addition, children were 

classified as being in need of urgent referral if, in the examiner’s opinion, irreversible 
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damage of the tissues would occur if professional advice or treatment were not given 

immediately. The results are presented in Tables 2.20, 2.21 and 2.22.   

All children of around five years of age require assistance from an adult to maintain good 

oral hygiene. In the general population in 2002, 36% of 5-year-olds required additional 

oral hygiene instruction from a hygienist (Table 2.20). A similar percentage of children 

attending day care centres required additional oral hygiene instruction (37%); this 

percentage was higher for those attending schools for moderately intellectually disabled 

children (50%). Seven percent of 5-year-olds attending day care centres required 

professional cleaning of their teeth in addition to professional oral hygiene instruction, 

and 4% of children in this group required urgent referral for advice or treatment to 

prevent irreversible damage to the tissues. In the moderately intellectually disabled 

group, no child was reported as requiring professional cleaning of their teeth, but 3% of 

children were in need of urgent referral. These figures were slightly higher than those 

reported for the general population (Table 2.20). 

 

Table 2.20 Oral hygiene status of the 5-year-old group 

 

Category of school 

  No OHI  OHI  Requiring 

Total  treatment Only + cleaning urgent referral 

N % % %  % 

Day care centre 54 56 37 7   4 

Moderate intellectual disability 36 50 50 0   3 

          

RoI 2002 6657 63 36 1 <1 

 

Only 18% of 12-year-olds attending special schools did not need any treatment for oral 

hygiene, compared to 29% in the general population (Table 2.21). Looking at the results 

by special school category, while those with a mild intellectual disability had the highest 

percentage of children not requiring any treatment, they also had the highest percentage 

requiring professional cleaning of their teeth and the highest percentage requiring urgent 

referral. Almost all of those attending ‘other’ special schools required assistance with oral 

hygiene, but the vast majority in this group required professional instruction only.  
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Table 2.21 Oral hygiene status of the 12-year-old group 

 

 Category of school 

  No OHI OHI Requiring 

Total treatment only + cleaning urgent referral 

N % % % % 

Mild intellectual disability 89 28 48 24   8 

Moderate intellectual disability 75 17  72 11   1 

Other 58 2  86 12   5 

All special schools 222 18  66 16   5 

          

RoI 2002 3883 29 54 17   3 

 

Only 13% of adolescents attending special schools did not require any treatment for oral 

hygiene compared to 34% of the general population (Table 2.22). The pattern of 

treatment need reported was similar to that reported for the 12-year-olds. Again, those 

with a mild intellectual disability had the highest percentage not requiring any treatment 

but also the highest percent requiring professional cleaning. While almost all of those 

attending schools for ‘other’ special needs were recorded as being in need of some 

assistance with oral hygiene, the need was mainly for OHI instruction only. In both the 

mild and moderate intellectual disability groups, 5% of adolescents required urgent 

referral for treatment or advice to prevent irreversible damage to tissues. 

 

Table 2.22 Oral hygiene status of the 15-year-old group 

 

Category of school 

  No  OHI  OHI  Requiring 

Total treatment only + cleaning urgent referral 

N  % % %  % 

Mild intellectual disability 82 17 51 32 5 

Moderate intellectual disability 61 15 67 18 5 

Other 50 4 84 12 0 

All special schools 193 13 65 22 4 

          

RoI 2002 3535 34 45 21 3 

Good oral hygiene is an important contributory factor to good general health. In reality, 

the vast majority of children and adolescents with special needs require some assistance 

from their carers in order to maintain good oral hygiene. The above results suggest that 

there is an urgent need for the training and instruction of children and adolescents with 

special needs and their parents or carers on the maintenance of good oral hygiene. 

Females tended to have better oral hygiene than males; the difference between the 

genders is most marked in the 15-year-old group (Table 2.23). 
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Table 2.23 Oral hygiene status by age group and gender 

 

  
  
Age group 

  No  OHI  OHI Requiring 

Total treatment  Only  + cleaning urgent referral 

n % % %  % 

5-year-olds           

Males 55 51 45 4 4 

Females 35 57 37 6 3 

12-year-olds           

Males 150 17 67 16 4 

Females 72 19 64 17 7 

15-year-olds           

Males 121 7 69 24 6 

Females 72 22 58 19 0 

 

2.7.1 Summary 

 Children and adolescents with special needs required more treatment for oral 

hygiene than children and adolescents in the general population. 

 Approximately 5% of the children with special needs required urgent referral for 

professional oral hygiene advice or treatment in order to avoid irreversible damage 

to the tissues. 

 Females had better oral hygiene than males.  

 There is a need for training of children and adolescents with special needs and their 

carers in good oral hygiene practices. 

2.8 Tooth wear 

The assessment of tooth wear was included in the clinical examination of 12- and 15-

year-old children and adolescents. The twelve teeth from canine to canine in both the 

upper and lower arches were inspected. Tooth wear into the dentine was not common 

among this group of children: It was recorded in only 6% of 12-year-olds (Table 2.24) 

and 7% of all 15-year-olds. Within the different categories of special needs schools, the 

highest percentage of tooth wear into the dentine was seen in children with a mild 

intellectual disability. While tooth wear was more common among males in both age 

groups, the differences between the genders were small (Table 2.25). 
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2.8.1 Summary 

 Tooth wear into the dentine was not common among this group of children with 

special needs. 

 

Table 2.24 Percentage of all 12- and 15-year-olds according to tooth wear status 

 

 Category of school 

12-year-olds 15-year-olds 

  
N 

None or 
wear to 
enamel 

only 

Wear 
into 

dentine 

  
n 

None or 
wear to 
enamel 

only 

Wear 
into 

dentine 

% % % % 

Mild intellectual disability 87 90 10 81 89 11 

Moderate intellectual disability 69 94 6 59 93 7 

Other 57 100 0 50 100 0 

All special schools 213 94 6 190 93 7 

 

Table 2.25 Percentage of all 12- and 15-year-olds according to tooth wear status by 

age group and gender 

 

 Age group  n 
None or wear to enamel only Wear into dentine 

% % 

12-year-olds       

 Males 145 93 7 

 Females 68 96 4 

15-year-olds       

Males 119 92 8 

Females 71 96 4 

 

2.9 Drooling scale 

All children were assessed for the severity rating and frequency of drooling. This 

assessment was made in conjunction with consultation with the teacher or carer of the 

child. The coding system used is given in Appendix 2.  

Drooling was present in 30% of 5-year-olds attending schools for the moderately 

intellectually disabled and 36% of those attending day care centres (Table 2.26). In most 

cases, only mild or moderate drooling was present; however, 7% of children in day care 
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centres and 14% in schools for the moderately intellectually disabled experienced severe 

drooling. Drooling was frequent or constant for 18% of children in day care centres and 

19% of children attending schools for the moderately intellectually disabled (Table 2.27). 

 

Table 2.26 Percentage of 5-year-olds by drooling rating and school category 

 

 Category of school 
Total Dry Mild Moderate Severe  Profuse 

N % % % % % 

Day care centre  55 64 16 13 7 0 

Moderate intellectual disability  37 70 8 8 14 0 

 

Table 2.27 Percentage of 5-year-olds by drooling frequency and school category 

 

 Category of school 
Total Never Occasional Frequent Constant  

n % % % % 

Day care centre  55 64 18 16 2 

Moderate intellectual disability  37 70 11 11 8 

 

Drooling was not a common problem among either the 12-year-olds or 15-year-olds, 

affecting only 14% and 12% respectively and was frequent or constant for only 6% and 

5% respectively. In both age groups, the severity and prevalence of drooling were slightly 

higher among the moderately intellectually disabled children than in the other two school 

categories (Tables 2.28 to 2.31). 

 

Table 2.28 Percentage of 12-year-olds by drooling rating and school category 

 

 Category of school 
Total Dry Mild Moderate Severe  Profuse 

N % % % % % 

Mild intellectual disability 89 92 7 1 0 0 

Moderate intellectual disability 75 79 11 5 5 0 

Other 58 88 2 3 5 2 

All special schools 222 86 7 3 3 <1 
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Table 2.29 Percentage of 12-year-olds by drooling frequency and school category 

 

 Category of school 
Total Never Occasional Frequent Constant  

n % % % % 

Mild intellectual disability 89 92 7 1 0 

Moderate intellectual disability 75 80 11 8 1 

Other 58 88 2 3 7 

All special schools 222 87 7 4 2 

 

Table 2.30 Percentage of 15-year-olds by drooling rating and school category 

 

 Category of school 
Total Dry Mild Moderate Severe  Profuse 

N % % % % % 

Mild intellectual disability 82 94 5 1 0 0 

Moderate intellectual disability 60 82 8 8 2 0 

Other 50 84 6 2 8 0 

All special schools 192 88 6 4 3 0 

 

Table 2.31 Percentage of 15-year-olds by drooling frequency and school category 

 

 Category of school 
Total Never Occasional Frequent Constant  

N % % % % 

Mild intellectual disability 82 94 5 1 0 

Moderate intellectual disability 60 82 12 5 2 

Other 50 86 4 8 2 

All special schools 192 88 7 4 1 

 

2.9.1 Summary 

 About one third of 5-year-olds experienced drooling, and about 18% were assessed 

as frequent or constant droolers. 

 Drooling was not common among the 12- and 15-year-olds, affecting only 14% and 

12% respectively, and was frequent or constant for only 6% and 5% respectively. 
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2.10 Overall assessment of treatment need 

An overall assessment of treatment need was made for each child. Children were 

classified as requiring maintenance treatment only, non-urgent treatment or urgent 

treatment.  This categorisation was based on the dentists opinion regarding urgency e.g. a 

large untreated carious lesion causing pain would have been categorised as requiring 

urgent treatment.  The need for treatment increased slightly with age (Tables 2.32, 2.33 

and 2.34). Amongst the 5-year-olds, non-urgent and urgent treatment need was greater 

for children attending day care centres than for those attending schools for the moderately 

intellectually disabled. Seven percent of children from day care centres required urgent 

treatment, 26% required non-urgent treatment and 67% required maintenance treatment 

only. No child attending a school for the moderately intellectually disabled required 

urgent treatment, 19% required non-urgent treatment and 81% required maintenance 

treatment only.  In the 12-year-old group, 69% of all children attending special schools 

required maintenance treatment only, 23% required non-urgent treatment while 8% 

needed treatment urgently. The corresponding percentages for the 15-year-old group 

were 64%, 30% and 6%, respectively. In the 12-year-old age group, urgent and non-

urgent treatment need was greatest amongst children attending schools for the mildly 

intellectually disabled. For the 15-year-old group, non-urgent treatment need was greatest 

amongst children attending schools for the mildly intellectually disabled, and urgent 

treatment need was highest for children attending schools for the moderately 

intellectually disabled.  

 

Table 2.32 Overall assessment of treatment need for the 5-year-old group 

 

 Category of school n  
Maintenance Non-urgent Urgent 

% % %  

Day care centre 55 67 26 7 

Moderate intellectual disability 37 81 19 0 

 

Table 2.33 Overall assessment of treatment need for the 12-year-old group 

 

 Category of school n 
Maintenance Non-urgent Urgent 

% % %  

Mild intellectual disability 88 58 30 12 

Moderate intellectual disability 75 69 24 7 

Other 58 86 12 2 

All special schools 221 69 23 8 
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Table 2.34 Overall assessment of treatment need for the 15-year-old group 

 

 Category of school n 
Maintenance Non-urgent Urgent 

% % %  

Mild intellectual disability 81 54 40 6 

Moderate intellectual disability 61 72 18 10 

Other 50 70 28 2 

All special schools 192 64 30 6 

 

2.10.1 Summary 

 Just over 30% of 12- and 15-year-olds required some kind of non-maintenance 

dental treatment. 

 Five-year-olds attending day care centres had a greater need for non-urgent or 

urgent treatment than those attending schools for children with a moderate 

intellectual disability. 

 In the 12- and 15-year-old age groups, treatment need was greatest amongst those 

attending schools for children with a mild intellectual disability. 

 

2.11 Classification of children according to the Manageability Index 

The Manageability Index (MI) provides information on the level of difficulty involved in 

treating children with special needs, and therefore plays an important role in the planning 

and resource allocation for the dental management of this population. 

The examiners classified each child according to their ability to accept dental treatment 

and whether it was necessary to use adjuncts like sedation or general anaesthesia (GA). A 

summary of the criteria used can be found in the coding sheet (Appendix 2). 

In this study, no form of physical intervention or sedation was used in the clinical 

examination of a child. As reported earlier, of the 653 subjects consenting to take part in 

the study, 51 (8%) were unable to undergo a clinical examination due to an inability to 

co-operate (Table 2.1). Thirty-seven of these subjects were assessed according to the MI 

and their data are included in this analysis. Also included are the MI data for the 12- and 

15-year-olds attending day care centres and 5-year-olds with a mild disability or ‘other’ 

special needs (in total 29 children) excluded from the clinical data analysis due to the 

small number of subjects in each category (Table 2.2). 

The results for all children assessed according to the MI are presented in Table 2.35 and 

Figure 2.12. The most difficult to treat in terms of co-operation, risk to patient and 

demand on resources are those judged as MI Code 3 (will not allow comprehensive 

examination; GA facilities required for invasive dental care) or MI Code 4 (will not 
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allow any examination; GA facilities required for examination and all dental treatment). 

Overall, 108 (19%) of the children assessed according to the MI were classified as Code 

3 and 16 (3%) were classified as Code 4. Children who would accept minimal 

intervention and routine dental treatment but who would require sedation or GA for more 

extensive treatment (MI Code 2) accounted for 146 (26%) of subjects; just over half of all 

children assessed (302, 53%) were likely to accept routine dental treatment while 

conscious and without the need for any sedation or GA (MI Code 1). The 37 children 

who were assessed for MI but who were unable to co-operate on the day of the clinical 

examination accounted for all 16 children classified as Code 4, for 19 of those classified 

as Code 3, and for two of those classified as Code 2. 

 

Table 2.35 Manageability Index for all children by school category 

 

 Category of school 
Total Code 1 Code 2 Code 3 Code 4 

n n % n % n % n % 

Day care centre 95 11 12 42 44 37 39 5 5 

Mild intellectual disability 173 150 87 21 12 1 1 1 1 

Moderate intellectual disability 190 66 35 68 36 49 26 7 4 

Other 114 75 66 15 13 21 18 3 3 

All children assessed for MI 572 302 53 146 26 108 19 16 3 

 

The results seen for the MI, in general, reflect the severity of disability of the children 

attending the different school categories. Day care centres had the largest concentration 

of the more difficult to treat children. This is to be expected as children in day care 

centres tend to be either younger children, or the older children who are so severely 

disabled that they are unable to attend special schools. In the day care centres, 44% of 

children were classified as MI Codes 3 or 4. In schools for the moderately intellectually 

disabled, 30% of children were classified as MI Codes 3 or 4. As one might expect, the 

children with less severe disabilities, i.e., those attending schools for the mildly 

intellectually disabled, were classified as easier to treat. The vast majority (87%) of the 

children attending schools for the mildly intellectually disabled were classified as MI 

Code 1, 12% as Code 2 and only 1% as Codes 3 or 4. The special needs school category 

‘other’ represents a mixture of all levels of disability and this is reflected in the MI 

classifications seen for this group of children with 66% receiving MI Code 1, 13% MI 

Code 2, and a total of 21% MI Codes 3 or 4. The Manageability Index provides a more 

accurate reflection of the severity of disability of a child than his/her school category. 

This is because the MI is an individual classification for the child, whereas within a 

particular school category there can be some variation in the levels of disability attending 

the school. 
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Figure 2.13 shows the MI index for each age group. We see the 5-year-old group were 

the most difficult to treat, with only 10% assessed as MI Code 1 and over twice as many 

with MI Codes 2 and 3 than the 12- and 15-year-old groups. This is partly due to the fact 

that the 5-year-old sample comes only from day care centres and schools for the 

moderately intellectually disabled which cater to children with more severe disabilities. 

However, Figure 2.14 displays the MI Index for the moderately intellectually disabled 

school category, which contains all age groups. In this group of children and adolescents 

of a similar disability level, only 6% of 5-year-olds were classified as MI Code 1 

compared to 42% of 12-year-olds and 48% of 15-year-olds; 44% of 5-year-olds were 

classified as Code 2 compared to 32% of 12-year-olds and 35% of 15-year-olds; and half 

of all 5-year-olds were classified as MI Codes 3 or 4 compared to only 27% of 12-year-

olds and 17% of 15-year-olds. These results confirm that age, as well as severity of 

impairment, is a contributing factor to the level of difficulty in treating a child with 

special needs. 
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2.11.1 Summary 

 Just over 20% of children with special needs were assessed as requiring sedation 

and/or general anaesthesia for invasive dental treatment. 

 Younger children, and those with more severe disabilities, were judged to be the 

most difficult to treat. 
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2.12 Treatment need by Manageability Index 

It is important to look at the type of treatment judged to be required by each of the 

categories of the Manageability Index. This will help in the planning of resources, in 

terms of staff and facilities, required to treat children and adolescents with special needs. 

Of particular interest is the type of treatment judged to be required for those children who 

may be the most difficult to treat, i.e., children with MI Codes 3 and 4, whose treatment 

would require hospitalisation and the involvement of secondary care services (i.e., 

general anaesthetic facilities). Unfortunately, all of the children with MI Code 4 and 19 

(18%) of those with MI Code 3 were unable to be clinically assessed and therefore their 

treatment need is undetermined. Hence, the treatment need reported here for children and 

adolescents who are difficult to treat may be an underestimate of that actually required. 

The number of 5-year-olds with MI Code 1 (eleven children) was too low to present their 

results as a separate group. The results for children with MI Code 1 were, however, 

similar to those seen for children with MI Code 2. Hence, for this report, the results for 5-

year-old children with MI Code 1 and with MI Code 2 have been combined. In each of 

the age groups, the number of children with MI Code 3 is low and estimates should be 

read with caution. However, these estimates do allow us to draw some general 

conclusions regarding the treatment need for the different levels of the Manageability 

Index.  

2.12.1 Treatment need for Caries (tooth decay) by Manageability Index 

The treatment need for caries is presented by age group and Manageability Index in Table 

2.36. In the youngest age group (5-year-olds), the treatment need for caries was slightly 

greater among children with MI Code 3 who are more difficult to treat  (38%, mean 

number of teeth requiring treatment 1.9) than among children with MI Codes 1 and 2 

(32%, mean number of teeth requiring treatment 1.0). In particular, the more difficult to 

treat children had a greater need for fissure sealants and extractions. In the 12-year-old 

group, while the percentage of children requiring some kind of treatment for caries was 

only very slightly higher for those with MI Code 3, the mean number of teeth requiring 

treatment was higher at 2.7, compared to 1.9 for MI Codes 1 or 2. The type or treatment 

required differed among the MI groups. While approximately one third of children with 

MI Codes 1 or 2 required fillings, only 12% of those with MI Code 3 were in need of a 

filling. The greatest need in the MI Code 3 group was for fissure sealants, reported for 

52% of 12-year-olds, compared to 30% of MI Code 1 and 17% of MI Code 2. A different 

pattern of results was seen for the adolescents (15-year-olds). In this group, the need for 

treatment for caries increased as the level of difficulty to treat decreased, with 61% of MI 

Code 1, 41% of MI Code 2 and 29% of MI Code 3 reported as requiring treatment, and 

the mean number of teeth requiring treatment recorded at 2.8, 2.0 and 1.6 respectively. 

Even though the number of adolescents with MI Code 3 is low, and therefore estimates 

must be read with caution, the patterns reported for the 15-year-old group may suggest 

that, as age increases, the level of difficulty involved in treating a child with special needs 

becomes less of a barrier to receiving treatment for caries. This is similar to the result 

reported earlier that both age and severity of impairment were factors in the ability of a 

child to co-operate with a clinical examination, with younger children with more severe 

disabilities being the least able to co-operate. 
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Table 2.36 Treatment need for caries and the mean number of teeth requiring 

treatment by Manageability Index 

 

Manageability Index Code Total 
Any 

Treat Filling FS Ext. 
Adv. 
Rest. Other 

Mean no. of 
teeth 

requiring 
treatment n % % % % % % 

5-year-olds         

MI Codes 1 and 2 63 32 25 8 2 2 0 1.0 

MI Code 3 32 38 25 13 6 3 3 1.9 

12-year-olds         

MI Code 1 149 56 33 30 9 2 1 1.9 

MI Code 2 48 52 29 17 13 0 0 1.9 

MI Code 3 33 58 12 52 3 3 0 2.7 

15-year-olds         

MI Code 1 142 61 47  44 6 4 3 2.8 

MI Code 2 44 41 18 14 9 0 2 2.0 

MI Code 3 24 29* 5* 8* 8* 4* 0 1.6 

 
* Percentage to be read with caution as n<30 

 

 

2.12.2 Treatment need for Trauma by Manageability Index 

The treatment need for trauma by Manageability Index is presented in Table 2.37. Only 

four children with MI Code 3 had trauma: All four had unrestored trauma and two 

required treatment for trauma. 

 

Table 2.37 Treatment need for Trauma (including enamel fractures and 

discoloration) by Manageability Index for 12- and 15-year-olds 

 

Manageability Index Code 

Total with 
trauma 

With unrestored 
trauma 

Requiring treatment 
for trauma 

n n(%) n(%) 

12- and 15-year-olds    

MI Code 1 44 34(77) 19(43) 

MI Code 2 11 9(82*) 3(27*) 

MI Code 3 4 4(100*) 2(50*) 

 
* Percentage to be read with caution as n<30 
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2.12.3 Treatment need for Oral Hygiene by Manageability Index 

In the 5- and 12-year-old age groups, the need for oral hygiene treatment was highest 

among the more difficult to treat children (MI Code 3) (Table 2.38). In the 15-year-old 

group, the need for oral hygiene treatment was similar across the MI Codes. Most of the 

children and adolescents requiring treatment for oral hygiene required professional 

instruction only, while some required both professional instruction and cleaning. It is 

essential to provide children with special needs, and their carers, with professional oral 

hygiene instruction, as an improvement in the oral hygiene of these children will result in 

improved oral health in general and, over time, also lead to less periodontal disease 

among adults with special needs. This has the potential to free up valuable resources such 

as general anaesthetic sessions for other less easily prevented conditions
Error! Bookmark not 

defined.
.  

Table 2.38 Treatment need for Oral Hygiene by Manageability Index 

 

Manageability Index Code Total 
No  

Treatment 
OHI 
only  

OHI 
+ cleaning 

Requiring 
urgent referral 

n % % % % 

5-year-olds      

MI Codes 1 and 2 61 67 33 0 2 

MI Code 3 32 25 63 12 6 

12-year-olds      

MI Code 1 148 21 66 14 3 

MI Code 2 48 13 58 29 13 

MI Code 3 33 9 73 18 0 

15-year-olds      

MI Code 1 142 13 66 21 2 

MI Code 2 44 20 50 30 7 

MI Code 3 24 17* 63* 21* 8* 

 
* Percentage to be read with caution as n<30 

 

2.12.4 Overall Treatment Need by Manageability Index 

Table 2.39 gives the overall assessment of treatment need recorded for the MI Codes 1 to 

3 by age group. The treatment need for all of the children who are the most difficult to 

treat (MI Code 4) and for 18% of children with MI Code 3 is undetermined, as these 

children were unable to undergo a clinical examination under survey conditions, where 

no sedation was used. For all children with MI Code 3 who could be assessed, 74% 

(66/89) required maintenance treatment only, 18% (16/89) required non-urgent treatment 

and 8% (7/89) required urgent treatment. 
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Table 2.39 Overall Treatment Need by Manageability Index 

 

Manageability Index Code Total Maintenance 
Non-

urgent Urgent 

n % % % 

5-year-olds     

MI Codes 1 and 2 63 76 22 2 

MI Code 3 32 66 25 9 

12-year-olds     

MI Code 1 149 70 25 5 

MI Code 2 48 60 25 15 

MI Code 3 33 85 9 6 

15-year-olds     

MI Code 1 141 66 30 4 

MI Code 2 44 52 32 16 

MI Code 3 24 71* 21* 8* 
 

* Percentage to be read with caution as n<30 

 

2.12.5 Summary 

 The treatment need reported here for the more difficult to treat children (MI 

Codes 3 and 4) is likely to be an underestimate of that required, as all children 

with MI Code 4 and 18% of those with MI Code 3 could not be clinically assessed 

under survey conditions. 

 Treatment need for caries was higher among those children who are more difficult 

to treat (MI Code 3) in the younger age group (5-year-olds), and slightly higher in 

the 12-year-old age group. However, in the 15-year-old group the level of 

treatment need for caries reported actually decreased as the level of difficulty 

involved in treating the child increased. 

 The need for fissure sealants is greater among 5- and 12-year-olds who are more 

difficult to treat.  

 Poor oral hygiene is one of the most preventable oral health conditions. It is 

essential that children and adolescents with special needs and their carers be given 

professional oral hygiene instruction, as an improvement in oral hygiene can lead 

to better general oral heath, which has the potential to free up valuable resources 

to deal with less easily prevented conditions. 
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2.13 Resource implications for secondary care: Sedation and/or General 

Anaesthetics 

In a recent survey of the oral health of adults with an intellectual disability in residential 

care in Ireland
1 

an extrapolation of the number of adults judged to be MI Codes 3 or 4 to 

the general population of adults with an intellectual disability showed that secondary care 

services for this group needed to be expanded to meet the needs of this population. A 

similar extrapolation exercise can be performed for the population of children and 

adolescents with special needs. In this survey, approximately 22% of subjects were 

judged as requiring some degree of secondary care, i.e., sedation and/or general 

anaesthesia in order to receive dental treatment (MI Codes 3 and 4). At the time of the 

clinical examination, 53% of the MI Codes 3 and 4 group were judged to require 

maintenance treatment, 13% non-urgent treatment and 7% urgent treatment; 28% could 

not be examined under survey conditions (no sedation used) and hence their treatment 

need could not be determined. Extrapolating these percentages to the general population 

of children and adolescents with special needs (estimated at 15,923 based on the number 

of pupils with special needs in ordinary national schools and in special schools in 

2005/2006 published by the Department of Education and Science (www.education.ie)), 

it can be estimated that currently some 3.5 thousand children (22% of the population) 

would require sedation or general anaesthesia in order to receive dental treatment. An 

estimated 1,857 (53% of this group) would currently require maintenance dental 

treatment, 455 (13% of this group) non-urgent treatment, 245 (7% of this group) urgent 

treatment, and a further 980 (28% of this group) would require sedation and/or general 

anaesthesia in order to determine treatment need. The implication of these data is that the  

current level of secondary care services available to children and adolescents with special 

needs is inadequate and urgently needs to be expanded in order to provide an adequate 

level of oral health care for this group of children.  Prevention of caries for these children 

is most important and should be a priority focus of the health care services because of the 

high probability of requiring general anaesthesia (with its accompanying risks) for the 

provision of what would otherwise be routine care.   

http://www.education.ie/
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Chapter 3 - Results of the Questionnaire Data 

Oral health behaviour and the perceived availability, accessibility and acceptability of 

oral health services to children and adolescents with special needs and their parents were 

assessed through the study questionnaire. All questionnaires completed by parents 

consenting to participate in the study were analysed, irrespective of whether their child 

was able to participate at the time of the clinical examination. In this chapter the results 

from the questionnaire are presented by age group, with any notable differences between 

school categories highlighted. Full details of the results by age group and school category 

are presented in Appendices 3a, 3b and 3c. Where data are available, comparisons are 

drawn between the results for the 15-year-olds with special needs and the results from the 

15-year-olds in the 2002 North South Survey of Children’s Oral Health. 

3.1 Oral Health Behaviour 

3.1.1 Tooth brushing habits 

Age at which brushing began (< 12 months), frequency of brushing (twice a day or more) 

and frequency of snacking on sweet food or drinks (twice a day or less) were found to 

have a significantly beneficial effect in the distribution of caries in the North South 

Survey of Children’s Oral Health in 2002
4
. For children with special needs, the age at 

which tooth brushing began was reported to be before the age of 12 months for less than 

20% of children in each age group, and after 2 years of age for over 25% of children in 

each age group. Between 3% and 6% of parents reported that their children’s teeth were 

not usually brushed (Figure 3.1).  
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The majority of 5-year-olds were brushing once a day (44%), while the majority of 12- 

and 15-year-olds were brushing twice a day (45% and 48% respectively). The frequency 

of brushing among 15-year-olds with special needs was similar to that reported by 15-

year-olds in the general population; however, 3% of 15-year-olds with special needs were 

reported as not usually brushing their teeth compared to 1% of 15-year-olds in the general 

population (Figure 3.2). 

 

 

The vast majority of 5-year-olds were reported to receive help with tooth brushing (86%); 

one would expect that a comparably high proportion of 5-year-olds in the general 

population also receive help with tooth brushing (Figure 3.3). However, the proportion of 

12- and 15-year-olds with special needs receiving help with tooth brushing (close to 

50%) were higher than one would expect among 12- and 15-year-olds in the general 

population. Children with more severe disabilities are more likely to require help with 

tooth brushing. This can be seen in both the 12- and 15-year-old groups, where the 

proportion of children reported to be receiving help was much higher among the children 

attending day care centres and those with a moderate intellectual disability than among 

children with a mild intellectual disability (Appendices 3b and 3c - Q2b). 

It is recommended that children under the age of seven use a pea-sized amount of 

toothpaste
6
. This is to avoid young children swallowing excessive amounts of fluoride, 

which could cause fluorosis in the developing permanent dentition. In this survey, 72% of 

parents of 5-year-olds claimed that their children used a pea-sized amount of toothpaste 

to brush their teeth (Figure 3.4). Among 12- and 15-year-olds, approximately one third 

used half a brush head and approximately one quarter used a full brush head. The 15-

year-olds with special needs were reported to be using slightly less toothpaste to brush 

their teeth than 15-year-olds in the general population. This may be explained by the fact 

that more 15-year-olds with special needs were receiving help with tooth brushing, which 

is likely to include help with applying toothpaste to the brush in the appropriate quantity. 
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3.1.2 Snacking habits 

Snacking on sweet food or drink more than twice a day has been shown to be a 

significant factor in the development of caries
4
. While the 5-year-old group had the 

highest proportion snacking on sweet items more than twice a day (20%), it also had the 

highest proportion who were reported as never snacking on sweet items (16%) (Figure 

3.5). Among the parents of the 12-year-olds, 17% claimed that their child had sweet 

snacks more than twice a day, as did 15% of the parents of 15-year-olds with special 

needs. Snacking on sweet items more than twice daily was more commonly reported by 

15-year-olds in the general population at 27%. This may be a factor in the higher level of 
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dental caries reported for 15-year-olds in the general population than among 15-year-olds 

with special needs. 

 

 

 

The parents of the 5-year-olds with special needs were asked if their child had taken any 

liquid medicines over a long period, or taken short courses frequently. Sixty-one percent 

of parents reported that this was the case (Appendix 3a - Q4). Many of these syrup 

medications have a high sugar content and are taken at bed time when the teeth are most 

vulnerable to the effects of sugar.    

3.2 Attitudes to oral health 

This survey has reported that decayed teeth were more commonly extracted than filled 

among children with special needs than among children in the general population. In the 

study questionnaire, parents/carers were asked their preference between having a painful 

permanent tooth filled or extracted. The results are shown in Figures 3.6 and 3.7. Twenty-

six percent of parents/carers of adolescents with special needs preferred having a painful 

back permanent tooth extracted; this is slightly higher than the 19% of parents of 12-year-

olds, 17% of parents of 5-year-olds and the 17% of adolescents in the general population 

opting for extraction (Figure 3.6). In the case of a painful front permanent tooth, the vast 

majority of parents/carers preferred to have the tooth filled, with only 8% of parents of 

15-year-olds, 7% of parents of 12-year-olds, 4% of parents of 5-year-olds and 5% of 15-

year-olds in the general population preferring to have the tooth extracted (Figure 3.7). 
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Parents were asked to categorize their child’s current dental health status. The majority of 

parents of 5-year-olds felt their child was not in need of any dental treatment. Just over 

half of the parents of 12- and 15-year-olds felt that their child required some dental 

treatment (Figure 3.8). Approximately 20% of parents of 12-and 15-year-olds felt their 

child was in need of orthodontic treatment. The level of non-response to this question 

was unusually high at approximately 15%; this may be because parents did not know the 

exact oral health status of their child or may not have considered thjs relevant in a child 

with a disability. 
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3.3 Utilization of dental services 

This section reports on the level of utilization of the dental services currently available to 

this group of children with special needs. Thirty-five percent of children in the five-year-

old group had never been to a dentist, while just over half had their first visit to a dentist 

before reaching the age of 5 years (Figure 3.9). In this age group, the most commonly 

stated reasons for never having been to a dentist were that the child had never complained 

of toothache, that the child had no problems or need for treatment or that the child had 

not yet been called by the health board (school) dentist (Appendix 3a – Q22). Very few 

12- and 15-year-olds had never been to a dentist (6% and 5% respectively). 

Approximately 20% of the children in these older age groups had their first visit when 

less than 5 years of age and just over 50% had their first ever visit to a dentist between 5 

and 8 years of age. Fourteen percent of children from the 12-year-old group and 21% 

from the 15-year-old group had their first ever visit to a dentist when they were 9 years of 

age or older. In all age groups, the most common reason for the first ever visit to a dentist 

was to have a check-up (Figure 3.10). Eleven percent of five-year-olds and 23% of 

children in the two older age groups first visited a dentist because they were sent an 

appointment by a health board (school) dentist. 
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Visiting the dentist ‘every 6-12 months’ was the most common response to the question 

regarding dental visiting patterns (Figure 3.11). The question posed on the frequency of 

visits to the dentist for the 15-year-olds in the general population differs slightly from the 

question posed in this survey for children with special needs in that it excludes visits for 

orthodontic treatment. Bearing this in mind, one could conclude that there were no major 

differences in the frequency of visits to a dentist for the 15-year-olds with special needs 

and 15-year-olds in the general population.  

 

 

 

 

 

For all age groups, the most commonly reported reasons for visiting the dentist were for 

regular 6-12 month check-ups or because they were sent an appointment by a health 

board (school) dentist (Figure 3.12). Over 70% of all children with special needs on 

average had their most recent dental treatment from a health board dentist (Figure 3.13). 

Only about 5% received their most recent treatment from a private dentist; this is much 

lower than the 27% of 15-year-olds in the general population (Figure 3.13). The parents 

of children with special needs were also asked where their child normally receives dental 

treatment. Again the vast majority (over 80% of 12- and 15-year-olds) reported using a 

health board (school) dentist and less than 10% normally used a private dentist. Again 

this differs from the 15-year-olds in the general population, where 67% reported that they 

mainly used a health board (school) dentist and 24% used a private dentist (Figure 3.14). 
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of a private dentist than those with a moderate intellectual disability (Appendix 3a - 

Q20). In the 12-year-old group, children with ‘other’ special needs tended to use private 

dentists more than children with either mild or moderate intellectual disabilities 

(Appendix 3b - Q19). In the 15-year-old group, there were no notable differences among 

the school categories with respect to the use of a private dentist (Appendix 3c - Q19). Of 

the children and adolescents included in this survey, overall 68% claimed to have 

received treatment (examination or other treatment) from the health board (school) dental 

service: this comprised 43% of the 5-year-olds, 73% of the 12-year-olds and 77% of the 

15-year-olds (Appendix 3a - Q24, Appendices 3b and 3c - Q22). The health board dental 

service is being used mainly for routine dental treatment (70%), less often for emergency 

treatment (10%); for 18% of children it was has been used for both routine and 

emergency treatment (Appendix 3a - Q25, Appendices 3b and 3c - Q26 
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In total, 26% (168/653) of all the children and adolescents with special needs included in 

this survey had received dental treatment under general anaesthetic. Only 6% of the 5-

year-olds were reported to have received dental treatment under general anaesthetic; 

however, in the 12- and 15-year-old groups, the need for general anaesthetic was much 
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higher at one in three children (Figure 3.15). The use of general anaesthetic was slightly 

more common in the moderately intellectually disabled and ‘other’ disability groups 

(approximately 35%) than in the mildly intellectually disabled group (approximately 

25%) (Appendix 3a - Q29a, Appendices 3b and 3c - Q28a). Of those children who had 

received a general anaesthetic for dental treatment the majority had done so only once, 

but approximately one third of the children had required a general anaesthetic on two 

occasions and a small number required general anaesthetic on more than two occasions 

(Appendix 3a - Q29b, Appendices 3b and 3c - Q28b). The high frequency of usage of 

general anaesthetic for dental treatment reported here again suggests that the current 

secondary care services available to children and adolescents with special needs is 

inadequate, and needs to be expanded in order to provide an adequate level of oral health 

care for this group of children. 

 

 

 

 

 

3.4 Perceived Availability and Accessibility of dental services 

The availability and accessibility of emergency dental care, as perceived by the parents of 

children with special needs, are shown in Figures 3.16 and 3.17. Just over half of all 

parents believed that if their child had a toothache they could access emergency treatment 

locally that day (Figure 3.16). The health board (school) dentist was the most commonly 

perceived source for emergency dental treatment (just over 40%), followed by private 

dentists (just over 20%) (Figure 3.17). Just over 10% of the parents of the 12- and 15-
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while just over 20% of all parents on average did not know where to go. The perceived 

source of emergency treatment differed slightly among the categories of disability. 

Parents of 5-year-old children attending day care centres thought that emergency 

treatment would be received from either the health board dentist (35%) or a private 

dentist (30%), but a notable number (30%) did not know where to go. The majority of 

parents of 5-year-olds with a moderate intellectual disability thought emergency care 

would be provided by the health board dentist (58%), with a much lower proportion 

reporting from a private dentist (16%); 24% were unsure of where they could seek 

emergency treatment (Appendix 3a - Q19). In the 12- and 15-year old groups, the 

majority of parents of children with mild or moderate intellectual disabilities believed 

emergency care would be provided by health board dentists, while the parents of children 

in ‘other’ schools were more evenly divided among health board dentists, private dentists 

and the dental hospital. More parents of 12- and 15-year-olds with a moderate intellectual 

disability were unaware of where to access emergency care than parents of those with a 

mild disability or ‘other’ special needs (Appendices 3b and 3c - Q18). 
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Parents were asked how long they thought their child would have to wait for an 

appointment with a health board (school) dentist for emergency treatment for relief of 

pain (Figure 3.18).  A high proportion did not know how long they would have to wait: 

this probably reflects the fact that they have not experienced this situation before. Of 

those parents who could put an estimate on this, most thought they would be seen the 

same day or at least the following day. A higher proportion of parents were able to 

express an opinion on how long their child would have to wait for an appointment with a 

health board (school) dentist for routine dental treatment (Figure 3.19). Eleven percent to 

16% of parents believed their child would be seen within a week, while 25% to 29%   

believed they would have to wait less than a month. The proportion of parents who did 

not know how long their child would have to wait for routine dental treatment was 

highest among parents of the 5-year-old group; again this is probably due to the fact that 

a high proportion of the children in this group have not yet been to a dentist. There were 

no notable differences between the disability categories with respect to perceived waiting 

times for an appointment with a health board dentist.  
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Figure 3.19  Perceived waiting time for an appointment for routine  
care with a HSE (public) dentist 

 

Overall, the proportion of parents who reported that they had experienced problems 

getting dental treatment for their child with special needs was low (Figure 3.20). Only 7% 

of parents of 5-year-olds reported ever having problems getting dental treatment; there 

were no notable differences between the disability categories. The two most commonly 
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reported problems for this age group were that the child had not been contacted by the 

health board school dentist, and not knowing what treatment the child was entitled to and 

how to access it (Appendix 3a). Slightly more of the parents of 12- and 15-year olds 

reported having difficulties getting dental treatment for their child, at 12% and 14% 

respectively. In both these age groups, the proportion having difficulty was highest 

among parents with moderately intellectually disabled children, with more marked 

differences between disability groups among the parents of 15-year-olds (Appendices 3b 

and 3c - Q27a). Amongst the relatively small number of  parents of the 12- and 15-year-

olds who reported problems accessing dental treatment for their child, the most 

commonly reported problems were that the child could not be treated locally and had to 

be referred to the hospital or specialized centre, the child was uncooperative or too 

nervous, the child had not been contacted by the health board dentist, not knowing what 

treatment the child was entitled to and how to access it, and that the child was on a 

waiting list for more than six months (Appendices 3b and 3c - Q27b). 
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3.5 Acceptability of dental services 
 

There was a high level of satisfaction, with the vast majority of parents either very 

satisfied, or satisfied, with the service their child received at their most recent visit to a 

dentist (Figure 3.21). 

 

 

Parents were asked if they were satisfied with the availability of information on the health 

board (school) dental service for their child. Specifically they were asked if they were 

satisfied with the information available on where to find out about the health board dental 

service, how their and their child’s rights were protected under this service, and where to 

complain if they were not satisfied with any aspect of the health board dental service. 

Overall, approximately half of the parents of the 5-year-olds with special needs were 

satisfied with where to find information on the health board dentist (Figure 3.22). 

However this masks a difference between the parents of children in day care centres 

(44% satisfied) and parents of children with a moderate intellectual disability (62% 

satisfied) (Appendix 3a - Q23a). Just over 60% of parents of the 12- and 15-year-olds 

with special needs were satisfied with where to find information on the health board 

dentist (Figure 3.22). There were no notable differences among the different disability 

categories in the 12-year-old group; in the 15-year-old group, 74% of parents of children 

with a mild intellectual disability were satisfied, compared to 55% of parents of children 

with ‘other’ special needs and only 47% of parents of children with a moderate 

intellectual disability (Appendices 3b and 3c - Q21a). 
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Sixty percent of parents of 5-year-olds with special needs were satisfied with the 

availability of information on how their rights and the rights of their child were protected 

within the health board dental service (Figure 3.23). Again, satisfaction was higher 

among parents of children with a moderate intellectual disability (67%) than parents of 

children in day care centres (55%) (Appendix 3a - Q28b). Seventy-three percent of 

parents of 12-year-olds and 65% of parents of 15-year-olds with special needs were 

satisfied with the availability of information on the protection of their rights (Figure 

3.23). In these older age groups, parents of children with a mild intellectual disability 

were again slightly more satisfied than parents of children with ‘other’ special needs and  

the parents of children with a moderate intellectual disability were least satisfied 

(Appendices 3b and 3c - Q21b). 
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There was less satisfaction with the availability of information on where to complain if 

not satisfied with the health board dental service, with only 41% of parents of 5-year-

olds, 52% of parents of 12-year-olds and 46% of parents of 15-year-olds expressing 

satisfaction with this issue (Figure 3.24). The only notable difference among the 

disability categories was that the parents of 12-year-old children with a mild intellectual 

disability were again the most satisfied group (Appendix 3b - Q21c). 
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treatments covered: the results are shown in Figure 3.25. Satisfaction levels were very 

high with approximately 35% of parents very satisfied and nearly 60% satisfied with the 

range of treatments covered. There were slightly more parents of children with moderate 

intellectual disabilities who were dissatisfied than in the other special need categories 

(Appendices 3b and 3c - Q25a). 

 

 

 

 

The parents of all children with special needs who had been treated under the health 

board (school) dental service were asked to express their overall level of satisfaction with 

this service. Again the level of satisfaction was very high, with 27% to 33% very satisfied 
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3.6 Principal differences observed in questionnaire responses according 

to Manageability Index (MI) Code 

The principal differences observed in the questionnaire responses according to the MI 

Code are highlighted in Tables 3.1, 3.2, 3.3 and 3.4. As there were insufficient numbers 

of children with MI Codes 3 or 4 in each of the individual age groups to present reliable 

estimates by age group, the data are presented for all age groups combined. Any marked 

differences between the age groups are, however, highlighted. 

As reported earlier, children with more severe disabilities are more likely to require help 

from their carers to maintain good oral hygiene. This is reflected in the high percentage 

of children with MI Codes 3 or 4 who were reported to be receiving help with brushing 

(86% ) compared to children with MI Codes 1 or 2 (45%) (Table 3.1).  

 

 

Table 3.1 Tooth brushing habits by MI Code 

 

Tooth brushing habits 
MI Codes 
 1 and 2 

MI Codes 
 3 and 4 

  n % n % 

Does anyone help your child brush his/her teeth?        

Child brushes own teeth 224 53 11 9 

Teeth not usually brushed 10 2 6 5 

Mother/Father/Guardian 185 43 100 81 

Brother/Sister 2 1 2 2 

Nanny/Carer/Childminder 6 1 4 3 

Total 427 100  123 100  

 

 
Figure 3.26 Overall are you satisfied with the Health Board (school) 

service your child receives? 
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The health board (school) dentist is the dental service normally used for 82% of children 

with MI Codes 1 or 2, compared to 69% of children with MI Codes 3 or 4 (Table 3.2). 

Overall, 8% of children with MI Codes 3 or 4 would normally use the dental hospital for 

treatment, compared to 5% of children with MI Codes 1 or 2. All of the children with MI 

Codes 3 or 4 who would normally use the dental hospital were from the 12- and 15-year-

old age groups. Differences between the MI Codes were more marked among the older 

age groups.  Among 12-year-olds, 16% (7/44) of children with MI Codes 3 or 4 normally 

received their treatment at the dental hospital compared to 4% (8/139) of children with 

MI Codes 1 or 2. In the 15-year-old group, the percentages were 10% (3/31) compared to 

5% (9/168) respectively. A higher proportion of children with MI Codes 3 or 4 (17%) 

compared to children with MI Codes 1 and 2 (7%) have never been to a dentist. This 

difference is most marked among 5-year-olds, where 38%  (17/45) of MI Codes 3 and 4 

have never been to a dentist compared to 25% (15/60) of MI Codes 1 and 2. Thirty-six 

percent of children with MI Codes 1 or 2 normally went to the dentist because they had 

been sent an appointment by the health board (school) dentist, compared to 24% of those 

with MI Codes 3 or 4. 

 

 

Table 3.2 Utilization of dental services by MI Code 

 

Utilization of dental services 
MI Codes 
 1 and 2 

MI Codes 
 3 and 4 

  n % n % 

Which type of dental service does your child normally use?        

Private dentist 27 6 4 3 

Health Board(school dentist) dental clinic 345 82 83 69 

Dental Hospital 19 5 10 8 

My child has never been to the dentist 29 7 21 18 

Other 1 <1 2 2 

Total 421  100 120 100  

Why does your child normally go to the dentist?        

Check-up every 6 months/at least once a year 130 31 34 29 

Check-up every two years 43 10 10 9 

When I/child feel need for treatment 30 7 12 10 

Childs is in pain/has problem 29 7 9 8 

Sent appointment by Health Board (school) dentist 151 36 28 24 

Child never been to dentist 31 7 20 17  

Other reason 3 1 4 3 

Total 417  100 117 100  

 

Overall, 49% of parents of children with MI Codes 3 or 4 believed that they could access 

emergency treatment locally compared to 54% of parents of children with MI Codes 1 or 

2 (Table 3.3). This difference was most marked among the parents of the 15-year-olds, 

where 38% (12/32) of parents of adolescents with MI Codes 3 or 4 believed this, 

compared to 51% (87/170) of parents of adolescents with MI Codes 1 or 2. Overall, 15% 

of parents of children with MI Codes 3 or 4 had experienced problems getting dental 

treatment for their child; this is only slightly higher than the 12% of parents of children 
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with MI Codes 1 or 2. Again, this difference was more marked in the 15-year-old age 

group, where 30% (6/20) of parents of MI Codes 3 or 4 reported experiencing difficulty 

compared to 13% (21/161) of parents of MI Codes 1 or 2. For the 5-year-old group, this 

difference was 11% (4/37) compared to 6% (3/49) respectively, while only a small 

difference was observed in the 12-year-old group, 14% (6/43) compared to 12% (22/181) 

respectively. 

 

Table 3.3 Perceived availability and accessibility of dental services by MI Code 

 

Perceived Availability and Accessibility of dental services 
MI Codes  
1 and 2 

MI Codes  
3 and 4 

  n % n % 

If your child had toothache today could you get emergency 
treatment locally?        

Yes 230 54 59 49 

No 69 16 22 18 

Don't know 124 29 40 33 

Total 423 100  121 100  

Where would you get this emergency treatment?        

Private dentist 94 23 24 21 

Health Board (school) dentist 175 43 41 35 

Dental Hospital 44 11 19 16 

Don't know 95 23 31 27 

Other  4 1 2 2 

Total 412 100  117  100 

Have you ever experienced problems getting dental treatment 
for your child?        

Yes 46 12 16 15 

No 345 88 90 85 

Total 391  100 106  100 

 

Parents of children with MI Codes 3 or 4 are less satisfied than parents of children with 

MI Codes 1 or 2 with respect to the level of information available on the health board 

(school) dentist (Table 3.4). Forty-three percent  of  parents who have children with MI 

Codes 3 or 4 were not satisfied with where to find information on the health board 

(school) dental service compared to only 29% of parents of children with MI Codes 1 or 

2. In the case of information on their rights within the service, 26% of parents of children 

with MI Codes 3 or 4 were dissatisfied compared to 19% of parents of children with MI 

Codes 1 or 2. Forty-three percent of parents of children with MI Codes 3 or 4 were 

dissatisfied with where to find information on where to make a complaint compared to 

34% of parents of children with MI Codes 1 or 2. These differences are more notable 

among the parents of the 12- and 15-year-olds than among the parents of the 5-year-olds. 
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Table 3.4 Acceptability of dental services by MI Code 

 

Acceptability of dental services 
MI Codes 
 1 and 2 

MI Codes 
 3 and 4 

  n % n % 

Are you satisfied with the availability of information on where 
to find information on the Health Board(school) dentist? 

       

       

Yes 257 64 58 50 

No 119 29 50 43 

Not relevant to me 29 7 9 8 

Total 405 100  117 100 

Are you satisfied with the availability of information on how 
you/your child's rights are protected within the Health Board 
(school) dental service?     

Yes 256 69 65 61 

No 72 19 28 26 

Not relevant to me 45 12 14 13 

Total 373 100  107  100 

Are you satisfied with the availability of information on where 
to complain if you are not satisfied? 

       

       

Yes 160 46 48 46 

No 118 34 45 43 

Not relevant to me 67 19 11 11 

Total 345 100  104 100  

 

3.7 Summary  
 

 Close to half of 12- and 15-year-olds with special needs were deemed to require 

help with tooth brushing. Other tooth brushing habits of the children and 

adolescents with special needs are similar to those one would expect to see in the 

general population. 

 

 The frequency with which children and adolescents with special needs visit the 

dentist is similar to that reported by adolescents in the general population. 

However, most of the dental treatment for children with special needs is being 

provided by the health board (public) dental service, with much lower proportions 

of these children being treated by private dentists than in the general population. 

 

  One in three 12- and 15-year-olds with special needs have received dental 

treatment under a general anaesthetic  

 

 Of these 45% of 12 year olds and 33% of 15 year olds had received two or more 

general anaesthetic for dental treatment. 
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 Manageability was an important factor in determining whether a child had been to 

the dentist by age 5.  One quarter of the more manageable 5 year old group had 

never been to a dentist whereas this rose to 38% for children requiring special 

facilities for a checkup. 

 

 Few parents of children with special needs reported problems getting dental 

treatment for their child. Those who did report problems tended to be parents of 

children with more severe disabilities, the main problems being that the child 

could not be treated locally and had to be referred to a hospital/specialized unit, or 

that the child was un-cooperative/nervous of treatment. 

 

 Parents, in general, expressed a high level of satisfaction with the services being 

provided by the (school) dentist. Among the 12- and 15-year-old groups, parents 

of children with mild intellectual disabilities tended to be more satisfied than 

parents of children with moderate intellectual or other special needs. 

 

 Parents of children with more severe disabilities expressed a higher level of 

dissatisfaction with the amount of information available on the health board 

(school) dentist than parents of children with less severe disabilities.  

 

 There is a need for more information to be made available to all parents of 

children with special needs on where to complain if they are not satisfied with any 

aspect of the service being provided by the health board (school) dentist. 
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Appendix 1 – Project Teams 

Clinical Survey Teams 
Health Board Dental Examiner Dental Recorder 

Midland Health Board Dr. Orla O’Conor Hogan Ms. Caroline Gallagher 

Mid-Western Health Board Dr. Cora McCarthy Ms. Deirdre McNamera 

 Dr. Imelda Counihan Ms. Geraldine Darcy 

 Dr. Margi Houlihan Ms. Michelle Geraghty 

North Western Health Board Dr. Ciaran Rattigan Ms. Barbara Lowry 

South Eastern Health Board Dr. Louise Lowry Ms. Clair Mahony 

 Dr. Margueretta Kelly Ms. Geraldine O’Keeffe-Mackay 

Southern Health Board Dr. John Jones Ms. Joanne McGrath 

 Dr. Ger Breen Ms. Johan Oregan-Moran 

Western Health Board Dr. Bob McNulty Ms. Winnie O’Flaherty 

 

User Group & Contributors (Children Special Needs Survey) 
Dr. Gerard Gavin, DoHC   

Dr. Elizabeth Barrett, DoHC 

Dr. Margaret Shannon, DoHC 

Dr. David Clarke, Principal Dental Surgeon, ECAHB  

Dr. Anne O’Neill, Principal Dental Surgeon, NAHB  

Dr. Colleen O’Neill, Principal Dental Surgeon, SWAHB 

Dr. Maria Kenny, Principal Dental Surgeon, MHB 

Dr. Daniel O’Meara, Principal Dental Surgeon, MHB 

Dr. Mark Henry, Senior Dental Surgeon Special Needs, MHB 

Dr. Joe Hogan, Senior Dental Surgeon Special Needs, MHB 

Dr. Michael Mulcahy, Senior Dental Surgeon Special Needs, MHB 

Dr. Maurice Delaney, Principal Dental Surgeon, MWHB 

Dr. John Kelly, Principal Dental Surgeon, NEHB 

Dr.  Mary O’Farrell,   Principal Dental Surgeon, NEHB  

Dr. Joe Mullen, Principal Dental Surgeon, NWHB 

Dr. Brian Mercer, Senior Dental Surgeon Special Needs, NWHB 

Dr. Dan Thompson Senior Dental Surgeon Special Needs, NWHB 

Dr. John Jones, Principal Dental Surgeon, SHB 

Dr. Mary O’Connor, Principal Dental Surgeon, SHB 

Dr. Michael Thornton, Principal Dental Surgeon, SHB 

Dr. Padraig Creedon, Principal Dental Surgeon, SEHB 

Dr. Marie Tuohy, Principal Dental Surgeon, SEHB 

Dr. Sharon Casey, Senior Dental Surgeon Special Needs, SEHB 

Dr. Maura Haran, Senior Dental Surgeon Special Needs, SEHB 

Dr. Matt Walshe, Principal Dental Surgeon, WHB  

Dr. Antoinette Nolan, Senior Dental Surgeon Special Needs, WHB 

Professor June Nunn, Trinity College Dublin 

 

Trainers  
Dr. Helen Whelton, Principal Investigator, Director, Oral Health Services Research Centre and 

Senior Lecturer in Dental Public Health and Preventive Dentistry, University College Cork 

Dr. Evelyn Crowley, Senior Research Fellow, University College Cork 

Professor June Nunn, Trinity College Dublin 
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Dental Nurse assisting trainers 
Ms. Theresa O’Mahony, Research Assistant, University College Cork 

 

Project Group - University College Cork 
Dr. Helen Whelton, Principal Investigator 

Dr. Evelyn Crowley, Senior Research Fellow 

Ms. Virginia Kelleher, Data Analyst 

Ms. Angela Murphy, Statistician/Report Writer 

Ms. Theresa O’Mahony, Research Assistant 

Ms. Maria Tobin, Projects Manager  

Mr. Michael Cronin, Statistician 

Ms. Edel Flannery, Statistician 

Ms. Ann Daly, Senior Executive Assistant 

Ms. Elspeth Cameron, Senior Executive Assistant 

Ms. Liz Flynn, Senior Executive Assistant 

Ms. Ita Rattray, Executive Assistant 

Ms. Eileen MacSweeney, Research Assistant 

Ms. Maura Gallagher, Research Assistant 

Ms. Susan O’Donovan, Personnel Manager 
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Appendix 2 – Clinical Record Form and Coding Sheet 

  

Page 1: National Survey of Children attending Sp. Needs schools and Day Care 

Centres– Clinical Record Form 

     

Examiner Name & No:  ____________________Recorder Name & No:   _______________ 

School No.        

  

                               HB(1)     Examiner(2)      Subject (3) 001 - 999 

Subject No.     Gender   Name_____________________ 
               Day                 Month  Year                      Day                  Month          Year 

DOB   19  DOE.      20   

 
 

F. Rinse    F. Tabs   F. Water  Parent M/C  Child M/C   

 

MOC       FOC                   Unable to examine tick  
 

    
 
DROOLING SCALE TRAUMA OF INCISORS (12 AND 15)                       SOFT TISSUE  
(ALL)    UR                      UL                                TRAUMA (ALL) 

Rating                                         RX NEED                   

                2      1      1     2 

Frequency          

        LR                            LL 
   
 

   
   

TREATMENT NEED      PART A         TOOTH WEAR      

ORAL HYGIENE        (12 AND 15) 
(ALL) 

      PART B    
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HB(1)    Examiner(2)      Subject (3) 001 - 999 

Page 2  Subject No.            

           
 UR                                                      MAXILLA                                                  UL 

 

Tooth 

 

1.8 1.7 1.6 1.5 1.4 1.3 1.2 1.1 2.1 2.2 2.3 2.4 2.5 2.6 2.7 2.8 

 

Presence 

 

155               170 

 

Condition 

 

185               194 

 

Rx Needed 

 

323               338 

 

 LR                                                    MANDIBLE                                                  LL 

 

Tooth 

 

4.8 4.7 4.6 4.5 4.4 4.3 4.2 4.1 3.1 3.2 3.3 3.4 3.5 3.6 3.7 3.8 

 

Presence 

 

355               370 

 

Condition 
385               394 

 

Rx Needed 

 

523               538 

 

 

 

Manageability Index   

 
 
 
 

Overall Treatment Status  
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Coding Sheet: Survey of 

Children attending Special 

Needs Schools and Day Care 

Centres : Sept 2002 
 

Please note that this is a summary of 

the Codes only: You must read the full 

protocol for complete details of the 

conditions under each Code 

 

Gender 

1 Male 

2 Female 

 

Drooling Scale 

Rating 

1 Dry; never drools 

2 Mild; only lips wet 

3 Moderate; lips and chin wet 

4 Severe; clothing soiled 

5 Profuse; clothing, hands and tray 

moist and wet  

Frequency 

1 Never drools 

2 Occasional drooling (Not everyday) 

3 Frequent drooling (every day) 

4 Constant drooling 

 

Trauma to Permanent Incisors 

0 No evidence of trauma 

E Enamel Fracture (not restored) 

1 Discolouration 

2 Fracture involving enamel and 

dentine (not restored) 

3 Fracture involving enamel, dentine 

and pulp (not restored) 

4 Missing due to trauma 

5 Acid-etch composite restoration 

6 Semi-permanent restoration 

7 Permanent restoration 

8 Denture present 

B Bridge 

P Implant 

X Assessment cannot be made 

 

Treatment Code for Trauma 

1 requires treatment 

0 no treatment required 

X Not applicable – no trauma present 

 

 

 

 

Soft tissue trauma due to malocclusion 

0 Soft tissue trauma absent 

1 Soft tissue trauma present 

X could not assess 

 

Oral Hygiene Assessment 

Part A 

0 no treatment required 

1 OHI 

2 OHI + professional cleaning 

Part B 

R Urgent referral 

Put a line through box or leave blank if 

not Code R  

 

Tooth Wear 

0 No wear into dentine 

1 Wear into dentine or + 

X Unable to assess 

 

Caries 

Presence of teeth 

A Permanent tooth present 

P Deciduous tooth present 

U Permanent tooth 

unerupted/congenitally absent 

E Permanent tooth extracted due to 

caries 

C Deciduous tooth extracted due to 

caries 

G Permanent tooth extracted due to 

perio. 

B Deciduous tooth extracted due to 

ortho. 

M Permanent tooth missing due to 

other reasons 

K Permanent tooth extracted for 

reasons unknown 

R Deciduous tooth present with a sinus 

tract 
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Condition Status 

R Fissure Sealant 

S No Caries 

V Visual Caries 

D Decayed, cavity 

F Filled Amalgam 

G Filled Non-Amalgam  

K Filled Amalgam and Primary Decay 

Y Filled Amalgam and Secondary 

Decay 

L Filled Non-Amalgam and Primary 

Decay 

Z Filled Non- Amalgam and 

Secondary decay 

C Crowned 

Q Crowned and Decayed 

T Trauma 

X Excluded 

 

Treatment Need – Each Crown 

0 No treatment 

1 one surface restoration 

2 two surface restoration 

3 three or more surface restoration 

4 Fissure sealant or PRR 

5 Crown 

6 Pulp treatment/caries/filling 

7 Pulp treatment/caries/crown 

B Extraction/caries 

W Extraction/other reasons 

R Replacement/removable prosthesis 

F Replacement/fixed bridge 

S Replacement/resin bonded bridge 

V Veneers 

X other treatment 

  

Manageability Index 

1 Child is likely to accept routine 

dental care 

2 Child will accept minimal 

intervention 

3 Child will not allow comprehensive 

examination; GA required 

4 Child will not allow any 

examination: GA required 

 

Overall Treatment Need Status 

1 Maintenance 

2 Non-urgent 

3 Urgent 
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Appendix 3a – Questionnaire for Parents (Carers) of 

children aged 4 – 6 years 

(see attached Excel worksheet) 
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Appendix 3b – Questionnaire for Parents (Carers) of 

children aged 11 – 13 years 

 

(see attached Excel worksheet)
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Appendix 3c – Questionnaire for Parents (Carers) of 

adolescents aged 14 – 16 years 

(see attached Excel worksheet) 
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