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ABSTRACT

Intellectual disability (ID) is one of the most common develop-
mental disorders of childhood. Intellectual disability formerly 
known as mental retardation is a disability characterized by 
significant limitation in both intellectual function and adap-
tive behavior as expressed in conceptual social and practical 
adaptive skills. This disability originates before the age of 18. 
Intellectual disability affects the mind, body and everyday life 
skills like thinking, talking and self care. People with disability 
often need extra help to attain and preserve good health which 
includes oral hygiene. Poor dental health which is prevailing 
in most of these children may further compromise their mental 
health; both of which may affect their psychological well being. 
There are numerous obstacles in delivering quality dental care 
under local anesthesia (LA) in ID children because of various 
behavioral problems. So general anesthesia is a safer and 
preferred option for such patients and currently it is a widely 
accepted treatment modality in rendering oral care in ID patients. 
This article describes a unique case of esthetic rehabilitation 
of maxillary anterior teeth in a 16 years old male patient under 
general anesthesia who was diagnosed with mild ID and sei-
zure disorder.
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INTRODUCTION

Intellectual disability (ID) formerly known as mental 
retardation is a disability characterized by significant 
limitation in both intellectual function and adaptive 
behavior as expressed in conceptual social and practical 
adaptive skills. This disability originates before the age 
of 18.1 Such lower intellectual functioning will lead to 
reduced ability to adapt to the needs of daily living which 
includes personal care.2

Intellectual disability is one of the most common 
developmental disorders of childhood. In India, incidence 
of the same is 3.1% in rural and 0.9% in urban area 
National Sample Survey Organisation (NSSO). According 
to International Classification of Diseases (ICD) 10 of 
World Health Organization (WHO) (2007), ID can be 
classified based on intelligence quotient levels as mild 
(50–69), moderate (35–49), severe (20–34), and profound 
(< 20).3

Many people with ID also have other comorbid 
conditions, such as cerebral palsy, seizure or psychiatric dis- 
orders, attention deficit hyperactivity disorder, or 
problems with vision, communication and eating. 
Though language and communication problems are 
common in people with ID, motor skills are typically 
more affected when a person has coexisting conditions.4

Intellectual disability affects the mind, body and 
everyday life skills like thinking, talking and self care. 
People with disability often need extra help to attain 
and preserve good health. Oral health is no exception.5 
Children with ID are the most vulnerable group as far as 
oral health is concerned because of the dependence on 
others for the management of self care.6 Children with 
severe ID and those from lower socioeconomic status are 
predominantly at risk with high dental needs and poor 
access to care.7 Regular usage of sweetened medications, 
slow oral clearance of food, preference for carbohydrate 
rich foods, impaired salivary flow are the common 
reasons for increased dental needs in people with ID.7,8 
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The most common oral health problems seen in patients 
with ID are poor oral hygiene, periodontal diseases, 
dental caries, malocclusion, etc. Prevalence of untreated 
dental caries, is however, high in patients with ID.5

One of the major drawbacks in rendering care, 
especially oral care to these patients is that the medical 
and dental teams work as two separate entities making 
cross referrals difficult. This often leads caregivers to 
seek dental care when symptoms dictate rather than for 
preventive care. Lack of awareness about the different 
modalities of available dental services among caregivers 
and low socioeconomic status are the other obstacles in 
delivering proper oral healthcare.9 Poor dental health 
which is prevailing in most of these children may further 
compromise their mental health; both of which may affect 
their psychological well being.

Though chairside dental treatment can be attempted 
in those with ID with behavioral modification techniques, 
there are numerous obstacles in delivering quality dental 
care under local anesthesia (LA) in ID children because 
of various behavioral problems like hyperactivity, 
impulsiveness, stubborn or fearful behavior, etc. So gen-
eral anesthesia is a safer and preferred option for such 
patients and currently it is a widely accepted treatment 
modality in rendering oral care in ID patients.10 

This article describes a unique case of esthetic 
rehabilitation of maxillary anterior teeth in a 16 years 
old male patient under general anesthesia who was 
previously diagnosed with mild ID and seizure disorder.

CASE REPORT

A 16-year-old male patient was referred from a private 
dental clinic to the Department of Dentistry, Pushpagiri 
Medical College Hospital, Thiruvalla. The patient pre-
sented with a chief complaint of painful decayed upper 
front teeth which was hampering his facial esthetics.

The medical history of the patient revealed mild ID 
and seizure disorder since childhood which was verified 
by a thorough evaluation of the patient at the Department 

of Neurology, Pushpagiri Medical College Hospital. 
There was no relevant family history for the same. Dental 
treatment history (as told by the parent) revealed multiple 
previous failed chairside attempts at rendering dental 
care including oral prophylaxis, restoration and extrac-
tion under LA as the patient was uncooperative.

Intraoral examination of the patient’s tongue, lip 
mucosa, buccal mucosa, hard and soft palate, and 
sublingual region revealed no pathological findings. 
Patient’s oral hygiene was poor and presented with 
chronic generalized marginal gingivitis. Teeth numbers 
12, 11, 21, 22, 44 had deep multi surface caries which had 
an impact on his facial appearance and esthetics (Fig. 1). 
A root stump was seen in relation to 36. Considering the 
patient’s medical and emotional status, dental treatment 
was decided to be carried out under general anesthesia 
and informed consent was taken from the parents. Since 
the patient was not cooperative for intraoral radiographic 
examination, an orthopantomogram (OPG) (Fig. 2) was 
taken and a provisional treatment plan was formulated 
which comprised of root canal treatments of 13, 12, 11, 
21, 22, 23, 44 followed by placement of metal ceramic 
crowns for the same. Extraction of 36 root stump, oral 
prophylaxis, sealants in all remaining molars and 
premolars and fluoride application was also planned.

Intraoperative Period

Patient was admitted to the hospital one day prior and 
preanesthetic evaluation was completed. Nil per oral 
(NPO) was observed for 6 hours prior to the procedure. 
Nasotracheal intubation was carried out in order to obtain 
unobstructed access into the patient’s mouth, which was 
kept open using a mouth prop. A saliva ejector was used 
to control oral moisture, and aspiration was prevented by 
placing moist sterile gauze in the pharyngopalatine area.

Initially full mouth prophylaxis was carried out 
and the oral cavity was rinsed with 2% chlorhexidine.11 
After caries excavation, root canal treatment of six 
maxillary anterior teeth and tooth 44 were completed 

Fig. 1: Severely mutilated maxillary anterior teeth Fig. 2: Preoperative orthopantomogram
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using portable dental X-ray (DX3000, DEXCOWIN, 
Korea), VistaScan (indirect digital imaging system, Durr 
dental AG Germany), NSK iPex digital apex locator and 
ProTaper rotary system (Dentsply). Three percent sodium 
hypochlorite and normal saline were used as irrigants. 
Obturation was completed with ProTaper gutta percha 
points (Dentsply). AH plus (Dentsply) was used as the 
root canal sealer (Fig. 3). Access cavity was sealed with 
Filtek Z350 XT composite (3M ESPE). Following root 
canal therapy (RCT), crown preparation of the six anterior 
teeth was completed and temporary acrylic crowns 
were fabricated and cemented using zinc oxide eugenol 
cement. Sealant (Clinpro 3M ESPE) was applied to all 
susceptible pits and fissures of all molars and premolars. 
Extraction of root stump 36 was also carried out.

Postoperative Period

The oral cavity was cleaned thoroughly and retro- 
pharyngeal gauze was removed. Extubation was 
successfully accomplished following which the patient 
was transferred to the recovery room, where he recovered 
uneventfully. All dental procedures were completed 
without any problems, and the entire procedure took about 
2 hours. After an oral examination, he was discharged 
from the hospital the next day with proper home care, 
oral hygiene and dietary instructions. Patient reported 
to Department of Dentistry after one week, during 
which metal try in for 21, 22, 23, 11, 12, 13 was done. 
Permanent metal ceramic crowns were  cemented without 
necessitating any adjustments (Fig. 4). The patient and 

the parents were instructed on maintaining a proper oral 
hygiene. The patient was then placed on a 3 months recall.

DISCUSSION

General anesthesia (GA) ensures efficient delivery of 
comprehensive dental treatment in a single appointment 
and necessitates little or no cooperation of the child. 
However, it is often the last resort because of the expense 
and risk-benefit considerations.12,13 In addition, some 
parents may find it hard to accept dental treatment for 
their children under GA.14 It is an alternative to chair-
side treatment under LA. It is a method of choice in some 
cases especially for medically compromised patients who 
cannot tolerate longer treatment times which may be 
unavoidable in complete oral rehabilitation situations. For 
patients with ID and seizure disorder, GA is an excellent 
alternative. The aim of treatment under GA is to restore 
the child’s oral health in a single visit, allowing behavior-
modification methods to be introduced more readily 
afterwards.15 The various advantages of GA include 
reduced intraoperative patient awareness and recall, 
possibility of prolonged treatment time, complete control 
of airway, breathing and circulation. Besides these, GA 
can also be administered rapidly and is easily reversible. 
The demerits like increased cost, need for hospital stay 
and GA complications, however, are far outweighed by 
the benefits of carrying out the treatment under GA.

In a study conducted in Mangalore, India in about 
2823 children about 561 children with ID were identified, 
with 37.3% (209) in the rural with a prevalence rate of 
3 per 1000 and 62.7% (392) in the urban area having a 
prevalence rate of 5 per 1000.16 Some Indian studies have 
reported a prevalence rate of psychiatric disorders in 
children ranging from 2.6 to 35.6%.17 Prevalence rates 
ranging between 1/1000 and 6/1000 are reported from 
Ghana, Thailand, and Cuba. The prevalence of magnetic 
resonance (MR) was higher among males than in females 
(p < 0.001) which are in support with other studies,18 but 
there was no notable sex difference between rural and 
urban areas.

Overall facial appearance plays a major role in the 
emotional development of patients with mild mental 
retardation. In the present case, on completion of esthetic 
oral rehabilitation, an enhanced self confidence, well 
being and an increased motivation for maintaining good 
oral hygiene was observed and reported by the parent.

Dental caries has evolved as a major public health 
problem in developing countries like India with the 
trend showing a constant increase.19 Studies have shown 
that dental caries not only affects child’s appearance but 
it also affects learning Leaf et al,20 behavior Gradella 
et al,21 nutrition and general health Benzian et al.22 

Fig. 3: Postoperative orthopantomogram

Fig. 4: Cementation of metal ceramic crowns
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Awareness about the importance of dental health and 
various caries preventive measures should be made 
among the parents and caregivers of ID children. A 
multidisciplinary approach which includes medical and 
dental professionals should be carried out in order to 
enhance the quality of care given to ID children.23

CONCLUSION

This approach of using GA offers the advantage of pro-
viding extensive complete oral rehabilitation in a short 
period of time and in a single visit, allowing immediate 
relief of pain, even with little or no cooperation from the 
patient. However, it has little effect in promoting oral 
health and acceptance of routine dental care.
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