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SUMMARY

Introduction Children with hearing impairment do not understand speech without specific instructions and can-
not meet daily life requirements. Children with hearing and speech impairment have higher DMFT index and poorer
oral hygiene than healthy children of the same age. The aim of this study was to determine oral health status and the
prevalence of dental caries in children attending The Center for Education and Rehabilitation of Speech and Hearing
in Banjaluka.

Material and Methods The study was conducted as a cross-sectional study and it included 66 children of both gen-
ders, age 3 to 18 years, with deciduous, mixed and permanent dentition. General information about the respondents,
their socioeconomic status, dental hygiene habits and frequency of dental visits were obtained using a questionnaire.
Dental examination was performed using a dental mirror, regular and proximal probe on the daylight, in accordance
with World Health Organization guidelines. Oral examination included: number of present teeth, presence of caries,
restorations, number of extracted teeth. These data was entered in each patient’s dental record. The DMFT index was
used for the assessment of dental status.

Results Results showed that the mean DMFT value in the total sample was 7.79. There was no significant difference
in the DMFT index between genders (p=0.19). The significant difference was not found between children who live
with parents and those who live in foster families (p=0.15). It was observed that the respondents from rural areas had
higher DMFT index (8.68) than respondents from urban areas (5.83). The DMFT index increased with age and school
age (p<0.001). Examined patients were most affected with dental caries (6.62%) and least affected with extracted
teeth (0.38%). It was revealed that 6% of respondents do not brush their teeth, and 25.8% of respondents had never
visited dentist.

Conclusion Children with hearing and speech impairment from Banjaluka have low level of oral health. The DMFT
index, as one of the most important parameters of oral health in these children was much higher compared to Euro-
pean countries and other countries in the region.
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INTRODUCTION

Oral health includes health of mouth, jaws, teeth, throat,
and related tissues. This fact points out the great import-
ance of oral health in everyday life [1]. The American
Academy of Pediatric Dentistry (AAPD) has enabled
primary and comprehensive preventive and therapeutic
health care for persons with disabilities as an integral part
of training in pediatric dentistry. This aims to provide
the best possible care to every person, including those
with special needs. AAPD defines special needs as “any
physical, developmental, mental, sensory, behavioral, cog-

nitive, or emotional disorder or restriction that requires
medical recruitment, medical interventions, and/or use of
specialized services and programs. The condition may be
congenital or acquired and may cause limitations in daily
activities. Providing health care for people with special
needs requires specialized knowledge, increased attention
and adaptation to conditions that deviate from planned
routine” [2].

People with disabilities have increased risk for the
occurrence of oral diseases. Particularly vulnerable pa-
tients to develop these diseases are patients with special
needs or physical disabilities who neither possess ability
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to understand the importance of maintaining oral health
nor responsibility to take preventive actions [3].

A child with a hearing impairment can neither hear
well (even with a hearing aid) nor understand speech
without specific instructions. Such child cannot respond
to current life demands. There are two types of hearing
loss: congenital and acquired (caused by diseases) [4].
Hearing impairment is often associated with speech dis-
orders [5].

A dentist who is dealing with a child with hearing and
speech impairment must change usual therapeutic ap-
proach and involve parents or guardians during examina-
tion. Also, interventions must be implemented carefully
because it is a child with special needs and requirements
[6]. When applying local anesthesia a dentist must be ab-
solutely sure that the treated area is numbed before he/she
starts the procedure. Cases in which incomplete anesthe-
sia during restorative procedures caused regressive behav-
ior of children and they felt betrayed have been reported.
Also, when performing an intervention in children with
hearing loss dentist should take care not to obstruct pa-
tients’ eyes with any device or objects because then their
only way to communicate (eyes) is affected which can
cause restless behaviour. Hyperactive and anxious chil-
dren sometimes need preoperative medication. General
anesthesia is recommended in cases where other therapy
cannot be successfully applied [6].

According to the World Health Organization (WHO),
60-90% of healthy school children worldwide have caries
lesions [7]. The DMFT index in healthy children in USA
is relatively high (3.0), in Europe it is 2.6, while the lowest
value is found in African countries — 1.7 [8]. In Croatia,
the DMFT index in healthy children is very high (6.67) [9].

Brown and Shodel [10] analyzed 32 studies about chil-
dren with special needs and they found out that these
children had poorer oral hygiene than healthy children
of their age. The study of Jain et al. [11] revealed that
children with hearing and speech impairment that attend
special schools had poor oral hygiene and increased need
for dental treatment. The mean DMFT in these children
was 2.61. As very few data about oral health in children
with hearing and speech impairment is available both in
the world and in our country, there was a need for re-
search in depth in this area.

The aim of this study was to assess oral health status
and the prevalence of dental caries in children with hear-
ing and speech impairment attending The Center for
Education and Rehabilitation of Speech and Hearing in
Banjaluka.

MATERIAL AND METHODS

The study was conducted as a cross-sectional study from
January to April 2010 and it included 66 children of both
genders, aged 3-18 years.

General information about the respondents, socio-
economic status, dental hygiene habits and frequency of
dental visits were obtained using a questionnaire [12].
Dental examination was performed using dental mirror,

regular and proximal probe on the daylight in accordance
with WHO guidelines [13]. Oral examination included:
number of teeth, presence of caries, restorations and
number of extracted teeth. Acquired data was entered in
the dental records for each patient. For the assessment of
dental status, the DMFT (decayed, missing, filled) index
was used. All parents/guardians were explained the pur-
pose of the study and they signed informed consent for
the participation in research.

Statistical analysis was performed using SPSS 15.0
(frequency distribution, ANOVA, t-test). The value p<0.05
was considered statistically significant.

RESULTS

The study included 36 boys (54.55%) and 30 girls
(45.45%). The average age was 10.65 years (SD 4.75). In
this study the presence of deciduous, mixed and perma-
nent dentition was identified (Table 1).

Seven children responded that they brush their teeth
three times a day or more, 34 twice a day, 21 brush their
teeth once a day and 4 of respondents do not brush their
teeth at all (Graph 1).

Graph 2 shows dental visits and 25.8% of children with
hearing and speech impairment reported not even a single

Table 1. Respondents and dentition in examined sample
Tabela 1. Ispitanici i vrsta denticije u ispitivanom uzorku

Number of respondents (%)

Dentition Broj ispitanika (%)
Denticija Total Boys Girls

Ukupno Decaci Devojcice
Deciduous
Mieéna 11(167) 5(13.9) 6(20.0)
Mixed
Medovita 19.(28.8) 11 (30.6) 8(26.7)
Permanent
Sralna 36 (54.5) 20 (55.6) 16 (53.3)
Total
Ukupno 66 (100.0) 36 (100.0) 30 (100.0)
u D naat weash teeth ever -|.1_|,_|'|.- - Once a |.|.L'|.'

Mae pere svakodnevne Jednom dnevng

Twice a day
D puta dnevno

g Three times a day
T paifa dnesno

6%

Figure 1. Frequency of brushing teeth
Grafikon 1. Ucestalost pranja zuba



dental visit while 21.2% of children had not visited dentist
in the past year.

Table 2 shows the correlation between the DMFT index
and gender, the living environment, who do they live with,
and the age of respondents. The average DMFT value of
the total sample was 7.79 (SD 4.87). Male respondents
had higher DMFT index (8.50) than female (6.93), but
the difference was not statistically significant (p=0.19).
Respondents from rural areas had higher values of the
DMEFT index (8.68) than those living in urban areas
(7.13), also with no statistically significant difference
(p=0.20). Children who live with their parents had lower
DMEFT index (7.10) than children who live with foster
family (9.65) or in an institution (9.50), but this difference
was not statistically significant (p=0.15). The DMFT index
increased with age and school age (p<0.001).

Stomatoloski glasnik Srbije. 2013;60(3):139-146

Graph 3 shows the relationship between the DMFT
index and the type of dentition. This index is increasing
with the appearance of permanent teeth. In deciduous
teeth, the dmft index had the lowest value (4.18), while
in mixed dentition it was 7.95. The highest value of this
index was in children with permanent teeth (8.81).

DISCUSSION

People with special needs experience difficulties in using
dental services; therefore, they rarely visit a dentist. There
are three types of barriers they encounter when using
dental services. The first barrier are themselves, the other
barrier is dentist that provides these services, and the
third one are state programs for oral health maintenance
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Figure 2. Last dental visit of respondents
Grafikon 2. Raspodela ispitanika prema poslednjoj poseti stoma-
tologu

Figure 3. DMFT index and types of dentition in examined children
Grafikon 3. Povezanost vrednosti indeksa KEP i vrste denticije kod
ispitivane dece

Table 2. DMFT index in children with hearing and speech disorders in relation to gender, environment they live in and whom they live with
Tabela 2. Vrednosti indeksa KEP kod dece s poremecajem sluha i govora u odnosu na pol, uzrast, sredinu u kojoj Zive i sa kim zive

Mean value (SD)
Variable b Srednja vrednost (SD)
Variiabla respondents (%) o~ X d h lled h p
) Broj ispitanika (%) DMF'.I' index Car.l‘es Extracte tget . Fi ec te?t )
KEP indeks Karijes Ekstrahovani zubi | Plombirani zubi
Male 36 (54.50) 8.50 (4.87) 7.22 (4.59) 0.44 (1.10) 0.83 (1.40)
Gender Muski 019
Pol Female '
Al 30 (45.50) 6.93 (4.57) 6.03 (4.26) 0.33 (0.71) 0.57 (1.10)
Zenski
, Urban 38 (57.57) 7.13 (4.89) 5.83 (4.48) 037 (0.82) 0.87 (1.46)
Enviroment Grad 020
Sredina Rural :
Selo 28 (42.43) 8.68 (4.52) 7.75 (4.26) 0.43 (1.10) 0.50 (0.96)
With parents
Sa roditeljima 46 (70.77) 7.10 (4.85) 6.30 (4.46) 0.35 (0.82) 0.46 (1.09)
Live with* Foster family
S kim Zivi® Hraniteljska porodica 17 (26.15) 9.65 (4.36) 7.65 (4.70) 059 (1.28) 141 (1.54) 0.15
Institution
Kolekeiv 2(3.08) 9.50 (3.54) 8.50 (2.12) 0 1.00 (1.41)
Preschool
Predikolski 12 (18.18) 467 (5.66) 467 (5.67) 0 0
Age Primary
Usrast Osnovna tola 41(62.12) 7.56 (4.15) 6.56 (4.09) 0.37 (0.86) 0.61(1.20) <0.001
High
Srednja skola 13 (19.70) 1138 (3.47) 8.92 (3.54) 0.85 (1.41) 1.69 (1.55)
Tocal 66 (100.00) 7.79 (4.76) 6.68 (4.45) 0.39 (0.94) 0.71(1.27)
Ukupno X . . X . . . . .

* missing data for one subject
p - level of statistical significance (t-test; ANOVA)

* nedostaje podatak za jednog ispitanika
p — nivo statisti¢ke znacajnosti (t-test; ANOVA)
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in people with special needs [14]. In the study from UK
it was shown that 63% of children with hearing impair-
ment had at least one problem in communication during
dental visit [15]. The severity of this problem increased
with the severity of hearing loss. About two-thirds of
children (62%) stated that dentists have worn protective
masks when communicating with them. The same study
showed that 69% of children used sign language or some
form of oral communication. These children required a
quiet environment free of background noise and a good
view of the speaker’s face. The dentist has to put a mask
during the examination, but it is recommended to take off
the mask while talking to these children so they can read
from lips. It is necessary that dentist inquires how that
child communicates, and to respect the way of communi-
cation as much as possible. This points out the important
role of parents at each dental examination [15].

One major study that assessed oral health in institu-
tionalized children with special needs showed increased
prevalence of poor oral health among these children com-
pared to healthy children, and worsen situation with age
[1]. In addition to communication problems, children
with hearing loss often have xerostomia (dry mouth)
because they breathe through the mouth and therefore
increased risk of dental caries and periodontal infections
[15,16]. People with long-term xerostomia are susceptible
to cervical and root caries as well as gingivitis. Fluoride
gels with high concentrations of fluoride, available on the
market, can reduce the risk of developing these condi-
tions. However, in these cases the priority is given to oral
hygiene and teeth brushing. These patients need more
close checkups for their oral hygiene monitoring [17].

Our study showed lower level of oral hygiene in chil-
dren with hearing and speech impairment compared to
healthy adolescents similarly to the study performed in
2007 in Croatia [18]. About 51% of examined children
in the current study, nearly 70% of healthy children in
Croatia and almost 93% in Bosnia and Herzegovina, as
shown in the study from 2012, brushed their teeth twice
a day [18, 19]. Compared to 66% adolescents in Croatia
who have seen dentist within one year [18] in Bosnia and
Herzegovina nearly 73% have visited dentist regularly
[19]. In the current study only 33.3% of children have
seen a dentist in the past 6 months. 26% of children with
hearing and speech impairment have never visited dentist
compared to healthy children (about 13%) [19].

The DMFT in children with hearing and speech im-
pairment was 8.5 in males and 6.93 in females, but no
statistically significant difference between these two
groups was found. The results of the current study sig-
nificantly differ from results obtained in other countries:
DMEFT index of healthy children in US was 3.0, in Europe
2.6, while the lowest index was found in African coun-
tries (1.7) [8]. In Croatia, the DMFT index in children
is very high (6.67) [9]. A study conducted among chil-
dren with special needs in Banjaluka (Bosnia and Her-
zegovina) including children age 5-15 years with neuro-
logical disorders without mental retardation, mild and
moderate mental retardation showed high DMFT index
(9.77) among these children [20]. Jain et al. [11] reported

the average DMFT index of 2.61 in children with hear-
ing impairment, whereas that value increased with age
of children. The lowest DMFT index was found in pre-
school children (4.67), slightly higher value in children
attending primary school (7.58), while in high school it
was the highest (11.38). This can be explained by changes
in their lifestyle and diet [11]. One Brazilian study showed
that the incidence of proximal lesions in twelve year old
children can be decreased with appropriate diet and oral
hygiene [21]. For better oral health it is recommended to
reduce intake of refined carbohydrates [22].

In the current study, correlation was observed be-
tween the DMFT index and types of dentition, with the
lowest index value in primary teeth (4.18). The DMFT
index in mixed dentition was 7.95, and in permanent
8.81. Other studies showed lower values of this index. In
Croatia in 2007, a study was conducted in children with
special needs, including children with cerebral palsy,
mental retardation, Down syndrome, autism and hear-
ing and speech impairment, age 3-17 years. In that study
the DMFT index in these children was 3.42 in deciduous
and 5.24 in mixed dentition, while in healthy children it
was 1.43 for deciduous and 5.1 for mixed dentition [23].
Children older than 6 years can independently brush their
teeth. In relation to their physical and psychological dis-
ability, they are in greater risk of caries. According to the
WHO data, more than 60% of European countries have
achieved the target maximum value of the DMFT index
(3) at twelve years of age. Others, including Baltic coun-
tries still have high levels of the DMFT index [23, 24].

There was no significant correlation between the
DMFT index and the environment in which children live
(town or village), or with whom they live (parents, foster
care or collective).

DMFT index as main indicator of the status of teeth
indicated poor dental health in children with hearing and
speech impairment. Although they are physically able to
maintain dental hygiene, the main obstacle is communi-
cation. Often, by mistake, hearing loss is associated with
learning disabilities, and treated as such. In addition, these
patients feel that medical personnel are compassionated,
so they avoid dental visits putting their oral health at
risk [25].

CONCLUSION

Children with hearing and speech impairment attending
“The center for education and rehabilitation of speech and
hearing” in Banjaluka showed low level of oral health. The
DMFT index in these children, as one of the most import-
ant parameters of oral health was higher than in other
European countries and countries in the region. These
children should have adequate dental care with trained
professionals provided. Also, it is necessary to educate
children how to maintain oral hygiene involving parents,
guardians and institutions in the health care program.
The most optimal solution for this population would
be establishment of dental offices within the institution
in which children with hearing and speech impairment



reside (school or collectives in which they live). In these
clinics dentists could educate them about oral hygiene in
order to improve their oral health.

NOTE

The research was conducted within the project No. 19-6-
020-961-112-09 of the Ministry of Science and Technol-
ogy of Republika Srpska.
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KRATAK SADRZA)

Uvod Deca sa oste¢enim sluhom ne razumeju govor bez posebnih instrukcija, te ne mogu da odgovore na svakodnevne zahteve
zivota. Vrednosti indeksa KEP su kod dece s oSte¢enim sluhom i govorom vece u poredenju sa zdravom decom istog uzrasta, a i lo-
Sije odrzavaju oralnu higijenu nego zdrava deca. Cilj istrazivanja je bio da se utvrde stanje zdravlja usta i zuba i prevalencija karijesa
kod dece koja pohadaju Centar za obrazovanje i vaspitanje i rehabilitaciju govora i slusanja u Banjaluci.

Materijal i metode rada Istrazivanje je izvedeno kao studija preseka, a obuhvatilo je 66 dece oba pola, uzrasta od tri godine do 18
godina, sa mle¢nom, mesovitom i stalnom denticijom. Opsti podaci o ispitanicima, njihovom socioekonomskom statusu, navikama
odrzavanja higijene zuba i ucestalosti poseta stomatologu dobijeni su upitnikom. Stomatoloski pregled je obavljen pomocu sto-
matoloskog ogledalceta, stomatoloske prave i aproksimalne sonde pri dnevnoj svetlost u skladu s uputstvom Svetske zdravstvene
organizacije. Stomatoloskim pregledom su utvrdeni: broj zuba, postojanje karijesa, postojanje ispuna i broj izvadenih zuba. Ovi
podaci su upisani u stomatoloske kartone svakog deteta. Za procenu stanja zuba korisc¢en je indeks KEP.

Rezultati Analiza dobijenih rezultata je pokazala da je srednja vrednost indeksa KEP u ukupnom uzorku bila 7,79. Razlika vrednosti
indeksa KEP izmedu polova nije bila statisticki znacajna (p=0,19), kao ni izmedu dece koja Zive s roditeljima i one koja su u hranitel;j-
skim porodicama (p=0,15). Kod ispitanika iz ruralne sredine zabelezena je veca vrednost indeksa KEP (8,68) u odnosu na ispitanike
koji zive u gradu (5,83). U pogledu uzrasta dece, utvrdeno je da se vrednost indeksa KEP povecavala sa godinama starosti i $kolskim
uzrastom (p<0,001). Kod svih ispitanika bilo je najvise zuba zahvacenih karijesom (6,62%), a najmanje izvadenih zuba (0,38%).
Analizom odgovora iz upitnika utvrdeno je da 6% ispitanika uopste ne pere zube, a da 25,8% ispitanika nikada nije bilo kod zubara.
Zakljucak Deca s ostecenjem sluha i govora u Banjaluci vrlo su loSeg oralnog zdravlja. Indeks KEP, koji je jedan od najvaznijih pa-
rametara zdravlja usta i zuba, kod ove dece je mnogo visi u odnosu na decu iz ostalih evropskih zemalja, ali i iz zemalja u regionu.

Kljucne reci: karijes; deca; posebne potrebe; ostecenje sluha; ostecenje govora

uvoD

Oralno zdravlje obuhvata zdravlje usta, vilice, zuba, grla i pri-
padajucih tkiva. Ta ¢injenica ukazuje na veliki znacaj zdravlja
ovih organa u svakodnevnom Zivotu [1]. Ameri¢ka akademija
pedijatrijske stomatologije (American Academy of Pediatric
Dentistry — AAPD) omogudila je da primarna i obimna pre-
ventivna i terapijska zdravstvena zastita osoba s posebnim po-
trebama bude integralni deo specijalizacije iz decje stomatolo-
gije. Time se nastoji obezbediti najbolja moguca nega svakoj
osobi, pa i osobama s posebnim potrebama. AAPD definise
posebne potrebe kao ,,bilo koji fizi¢ki, razvojni, mentalni, sen-
zorni, bihejvioralni, kognitivni ili emocionalni poremecaj ili
ogranicenje koje zahteva medicinsko angazovanje, zdravstvene
intervencije i/ili upotrebu specijalizovanih usluga ili programa.
Stanje moze biti urodeno ili ste¢eno, a moze izazvati ogranice-
nja u svakodnevnim aktivnostima. Zdravstvena zastita osoba s
posebnim potrebama zahteva specijalizovana znanja, poveca-
nu paznju, prilagodavanje stanju koje odstupa od predvidene
rutine.” [2]

Kod osoba s posebnim potrebama povecan je rizik od bole-
sti oralnog aparata. Nastanku ovih bolesti narocito su podlozni
pacijenti s posebnim potrebama ili fizickim nedostacima koji
nisu sposobni da razumeju znacaj odrzavanja higijene usta i
zuba, niti da preduzmu odgovornost za preventivno delovanje
u o¢uvanju svoga zdravlja [3].

Dete s o$tecenjem sluha je ono koje nema dovoljno dobar
sluh (¢ak i sa slusnim aparatom) da razume govor bez posebnih
instrukcija. Takvom detetu ¢ulo sluha ne moze da odgovori na
svakodnevne zahteve Zivota. Postoje dva tipa o$tecenja sluha:
kongenitalno (urodeno) i steceno (uzrokovano nekim bole-
stima) [4]. Ostecenje sluha je ¢esto udruZeno s poremecajem
govora [5].

Stomatolog koji je svestan zavisnosti deteta s o$tecenim slu-
hom i govorom od roditelja (staratelja) mora promeniti svoj
uobicajeni terapijski pristup, te odmah pri pregledu ukljuciti i
roditelje u ¢itav proces. Intervencije se moraju realizovati pazlji-
vo s obzirom na to da je u pitanju dete s posebnim potrebama i
zahtevima [6]. Pri primeni lokalne anestezije stomatolog mora
biti potpuno siguran da je ona delovala pre nego $to po¢ne sa
drugim procedurama. ZabeleZeni su i slu¢ajevi u kojima je ne-
potpuna anestezija pri restaurativnim zahvatima dovela do re-
gresije u ponasanju tog deteta, pri ¢emu se ono osetilo izdanim,
$to je na kraju dovelo i do otezane saradnje s njim. Prilikom
izvodenja intervencija kod dece s o$tecenjem sluha stomatolog
treba da vodi racuna o tome da pacijentove o¢i ne budu zaklo-
njene nekim aparatom ili predmetom, jer je tada jedino sred-
stvo komunikacije s okolinom (o¢i) ugrozeno, te to kod deteta
moze izazvati burnu reakciju. Kod hiperaktive i vrlo nervozne
dece nekada je neophodno posegnuti za premedikacijom. Opsta
anestezija se preporucuje kada se drugi oblici lecenja pokazu
neuspe$nim [6].



Prema podacima Svetske zdravstvene organizacije (SZO),
60-90% zdrave dece $kolskog uzrasta $irom sveta ima karijes
[7]. Vrednost indeksa KEP kod zdrave dece u Sjedinjenim Ame-
rickim Drzavama je relativno visoka i iznosi 3,0, u Evropi je
2,6, dok je najniza u africkim zemljama - 1,7 [8]. U Hrvatskoj
je vrednost indeksa KEP kod zdrave dece vrlo visok (6,67) [9].

Braun (Brown) i Sodel (Shodel) [10] su analizirali 32 studije
dece s posebnim potrebama i pokazalo se da takva deca losije
odrzavaju higijenu usta u odnosu na drugu decu istog uzrasta.
Studija DZejna (Jain) i saradnika [11] je pokazala da je kod dece
s o$te¢enjem sluha i govora koja su pohadala specijalnu $kolu
oralna higijena losa, te da je povecana i potreba za stomatolo-
$kim intervencijama. Srednja vrednost indeksa KEP kod te dece
bila je 2,61. Kako je vrlo malo podataka o oralnom zdravlju
dece s ostecenjem sluha i govora u svetu, pa i kod nas, javila se
potreba za istrazivanjem u ovoj oblasti.

Cilj rada je bio da se provere stanje zuba i prevalencija kari-
jesa kod dece s oste¢enjem sluha i govora koja pohadaju Centar
za obrazovanje i vaspitanje i rehabilitaciju govora i slusanja u
Banjaluci.

MATERIJAL | METODE RADA

Istrazivanje je izvedeno kao studija preseka od januara do aprila
2010. godine, a obuhvatilo je 66 dece oba pola, uzrasta od tri
godine do 18 godina.

Opsti podaci o ispitanicima, njithovom socioekonomskom
statusu, navikama odrzavanja higijene zuba i usta i ucestalo-
sti poseta stomatologu dobijeni su upitnikom [12]. Stomato-
loski pregled je obavljen pomocu stomatoloskog ogledalceta,
stomatoloske prave i aproksimalne sonde pri dnevnoj svetlost
u skladu s uputstvom SZO [13]. Stomatoloskim pregledom
su utvrdeni: broj zuba, postojanje karijesa, postojanje ispuna
i broj izvadenih zuba. Dobijeni podaci su upisani u stomato-
loske kartone svakog deteta. Za procenu stanja zuba kori$¢en
je indeks KEP (K - zub zahvacen karijesom; E — ekstrahovan
zub; P - plombiran zub). Svi roditelji (staratelji) upoznati su sa
svrhom istrazivanja i svojim potpisom su potvrdili dobrovoljni
pristanak za ucesce dece u studiji.

Statisticka obrada podataka je vr$ena u programu SPSS 15.0
(distribucije frekvencije, ANOVA, Studentov t-test). Statisticki
znacajnom smatrala se vrednost p<0,05.

REZULTATI

Studijom je obuhvaceno 36 decaka (54,55%) i 30 devojcica
(45,45%) prosecnog uzrasta od 10,65 godina (SD=4,75 godi-
na). Kod ispitanika utvrdene su mle¢na, mesovita i stalna den-
ticija (Tabela 1).

Na pitanje o navici pranja zuba, sedam ispitanika je odgo-
vorilo da zube pere najmanje tri puta dnevno, 34 je reklo da ih
pere dva puta dnevno, 21 ispitanik je naveo da zube pere samo
jednom dnevno, dok su etiri ispitanika odgovorila da nikada
ne peru zube (Grafikon 1).

Na grafikonu 2 prikazana je poslednja poseta stomatologu,
gde se uocava da ¢ak 25,8% dece s oStecenjem sluha i govora
nikada nije bilo kod zubara i da 21,2% dece nije bilo kod sto-
matologa u poslednjih godinu dana.
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U tabeli 2 je predstavljena povezanost vrednosti indeksa KEP
i pola ispitanika, sredine u kojoj Zive, s kim Zive i uzrasta ispita-
nika. Prose¢na vrednost indeksa KEP u ukupnom uzorku bila je
7,79 (SD=4,87). Vise vrednosti indeksa KEP zabelezene su kod
ispitanika muskog pola (8,50) u odnosu na ispitanice (6,93), ali
razlika nije bila statisticki znacajna (p=0,19), kao i kod ispitani-
ka koji Zive u ruralnoj sredini (8,68) u odnosu na one koji zive
u gradu (7,13), takode bez statisticki znacajne razlike (p=0,20).
Utvrdeno je i da deca koja Zive s roditeljima imaju nizu vrednost
indeksa KEP (7,10) od dece koja zive u hraniteljskoj porodici
(9,65) ili u kolektivu (9,50), ali ova razlika nije bila statistic¢-
ki znacajna (p=0,15). Kada je analiziran odnos uzrasta dece
i vrednosti indeksa KEP, utvrdeno je da se ona povecavala sa
godinama starosti i $kolskim uzrastom (p<0,001).

Grafikon 3 prikazuje odnos indeksa KEP i vrste denticije.
Uocava se da se vrednost indeksa povecava sa pojavom stalnih
zuba. Kod mle¢nih zuba indeks KEP je imao najnizu vrednost
(4,18), dok je u mesovitoj denticiji njegova vrednost bila nesto
visa (7,95). Najvi$a vrednost je zabeleZena kod dece koja su
imala stalne zube (8,81).

DISKUSIJA

Osobama s posebnim potrebama otezano je kori$¢enje stomato-
loskih usluga, te one retko posecuju zubara. Postoje tri vrste pre-
preka na koje nailaze prilikom kori$¢enja stomatoloskih usluga.
Prvu barijeru predstavljaju oni sami, drugu ¢ine stomatolozi koji
pruzaju te usluge, a tre¢u drzavni programi za odrzavanje oralnog
zdravlja ovih osoba [14]. U Velikoj Britaniji je uradena studija ko-
ja je pokazala da je 63% dece s oStecenjem sluha imalo bar jedan
problem u komunikaciji prilikom posete stomatologu i da se te-
zina tog problema povecava sa teZinom oste¢enja sluha [15]. Oko
dve trecine dece (62%) je izjavilo da je stomatolog nosio masku
pri komunikaciji s njima. Ista studija je pokazala da se 69% dece
sluzi jezikom znakova ili nekim oblikom usmene komunikacije.
Takva deca zahtevaju tihu sredinu, bez pozadinskih zvukova, i
dobar pogled na lice govornika. Stomatolog mora da nosi masku
tokom pregleda, ali je dovoljno da je skine prilikom obracanja
detetu, kako bi ono moglo da ¢ita s usana. Pri pregledu neophod-
no je da se stomatolog raspita na koji na¢in dete komunicira, te
da postuje takav nacin saradnje koliko je to moguce. To ukazuje
na veliku ulogu roditelja pri svakom pregledu kod zubara [15].

Jedna od ve¢ih studija koja je ispitivala oralno zdravlje dece s
posebnim potrebama koja su smestena u posebne ustanove po-
kazala je da je povecana prevalencija loseg zdravlja usta i zuba
takve dece u odnosu na zdravu decu, te da se situacija pogorsava
sa uzrastom [1]. Osim problema u komunikaciji, deca s o$tece-
njem sluha cesto imaju kserostomiju (suvoca usta) jer di$u na
usta, a time i povecan rizik od pojave karijesa i periodontalnih
infekcija [15, 16]. Osobe sa dugotrajnom kserostomijom pod-
lozne su nastanku karijesa zubnog vrata i korena, te gingiviti-
su. Fluoridni gelovi s visokom koncentracijom fluorida koji se
mogu nadi na trzi$tu smanjuju rizik od pojave ovih stanja. Ipak,
prednost se u takvim sluc¢ajevima daje savetima o odrzavanju
higijene usta i zuba i na¢inima ¢i§¢enja zuba. Takvi pacijenti se
moraju ¢esce javljati na kontrolne preglede, da bi se pratilo kako
odrZavaju higijenu usne duplje [17].

Nase istrazivanje je pokazalo da su higijenske navike pranja
zuba kod dece s oSte¢enjem sluha i govora na nizem nivou u
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odnosu na podatke istrazivanja koje je 2007. godine uradeno
na zdravim adolescentima u Hrvatskoj [18]. Naime, rezultati
nase studije su pokazali da 51% dece zube pere dva puta dnev-
no, dok je u Hrvatskoj to ¢inilo skoro 70% zdrave dece [18],au
Bosni i Hercegovini 2012. godine 93% [19]. U poredenju sa 66%
hrvatskih adolescenata koji su kod stomatologa bili u proteklih
godinu dana [18], u Bosni i Hercegovini njih skoro 73% redov-
no ide kod zubara [19], dok je u na$em istraZivanju pokazano
da je samo tre¢ina dece bila kod stomatologa u poslednjih Sest
meseci. Stomatologa nikad nije posetilo 26% dece s o$te¢enjem
sluha i govora, $to je skoro duplo viSe u odnosu na zdravu decu
(oko 13%) [19].

Indeks KEP dece s ostec¢enjem sluha i govora bio je 8,5 kod
ispitanika muskog pola, a 6,93 kod Zenskog, ali ova razlika izme-
du dve posmatrane grupe nije bila statisticki znacajna. Rezultati
studije znatno odstupaju od nalaza u nekim drugim zemljama:
tako je, na primer, vrednost indeksa KEP zdrave dece u SAD
bila 3,0, u Evropi 2,6, a u afri¢kim zemljama 1,7 [8]. Kod dece u
Hrvatskoj vrednost indeksa KEP je bila vrlo visoka - 6,67 [9].
U Banjaluci je uradeno istrazivanje koje je obuhvatilo decu s
posebnim potrebama uzrasta 5-15 godina koja su imala ne-
uroloske poremecaje bez mentalne retardacije i decu koja su
imala blagu ili umerenu mentalnu retardaciju. Rezultati studije
su pokazali visok indeks KEP, ¢ija je vrednost bila 9,77 [20].
Dzejn i saradnici [11] su kod dece s oste¢enjem sluha izra¢unali
prose¢nu vrednost indeksa KEP od 2,61, koja se sa uzrastom
dece povecavala. I u studiji uradenoj na deci s o$te¢enjem slu-
ha i govora utvrdena je statisticki znacajna povezanost uzrasta
dece i porasta vrednosti indeksa KEP. Najniza vrednost je bila
kod dece predskolskog uzrasta (4,67), nesto ve¢a kod dece koja
su pohadala osnovnu skolu (7,58), dok je kod srednjoskolaca
bila najvisa (11,38). To se objagnjava promenama nacina Zivo-
taiishrane [11]. IstraZivanje brazilskih autora je pokazalo da
se incidencija aproksimalnih lezija kod dvanaestogodisnjaka
moze smanjiti odgovaraju¢om ishranom i oralnom higijenom
[21]. Za pobolj$anje oralnog zdravlja preporucuje se smanjeni
unos rafinisanih ugljenih hidrata u dnevnim obrocima [22].

U nasem istrazivanju uocena je povezanost indeksa KEP i
vrste denticije, pri ¢emu je vrednost ovog indeksa bila najniza
kod mle¢nih zuba (4,18). Kod mesovite denticije ona je bila
7,95, a kod stalne 8,81. Rezultati drugih studija pokazuju nize
vrednosti ovog indeksa. U Hrvatskoj je 2007. uradeno istrazi-
vanje na deci s posebnim potrebama, koje je obuhvatilo decu s
cerebralnom paralizom, mentalnom retardacijom, Daunovim
sindromom, autizmom i o$te¢enjem sluha i govora, uzrasta
3-17 godina. U toj studiji vrednost indeks KEP kod mlec¢ne

denticije bila je 3,42, a kod mesovite 5,24, dok je kod zdrave
dece iznosila 1,43 za mle¢nu i 5,1 za meSovitu denticiju [23].
Deca starija od Sest godina su samostalnija i sama peru zube.
U pogledu njihove fizicke i psiholoske onesposobljenosti, kod
njih je vedi rizik za nastanak karijesa. Prema podacima SZO, vie
od 60% evropskih zemalja postiglo je cilj maksimalne vredno-
sti indeksa KEP (3) ve¢ kod dece uzrasta od dvanaest godina.
U drugim zemljama, ukljucujuci i balticke, i dalje se beleZi visok
nivo indeksa KEP [23, 24].

Analizom povezanosti indeksa KEP i sredine u kojoj deca
zive (selo ili grad) nije utvrdena statisticki znacajna razlika, kao
ni kod povezanosti indeksa KEP i sa tim s kim deca Zive (s ro-
diteljima, u hraniteljskoj porodici ili u kolektivu).

Indeks KEP, kao glavni pokazatelj zdravlja zuba, ukazuje na
lose zdravlje zuba dece s ostecenjem sluha i govora. Iako su
oni fizi¢ki sposobni da odrzavaju higijenu zuba i usne Supljine,
osnovnu prepreku u tome ¢ini komunikacija. Cesto se o$tecenje
sluha pogresno veze s poremecajem ucenja, te se takva deca ta-
ko i tretiraju. Osim toga, oni nekada osec¢aju da ih i medicinsko
osoblje sazaljeva, pa su njihove posete stomatologu retke, ¢cime
je i njihovo oralno zdravlje ugrozeno [25].

ZAKLUCAK

Deca s ostecenjem sluha i govora koja pohadaju Centar za obra-
zovanje i vaspitanje i rehabilitaciju govora i sluSanja u Banjaluci
vrlo su loseg oralnog zdravlja. Indeks KEP, jedan od najvaznijih
parametara oralnog zdravlja, kod ove je dece mnogo veci u od-
nosu na decu iz ostalih evropskih i zemalja u regionu. Njima
bi zato trebalo omoguciti odgovarajucu stomatolosku uslugu
s obu¢enim profesionalcima, koja ¢e im biti pristupacnija. Ta-
kode, neophodna je edukacija ove dece o odrzavanju higijene i
njenom znacaju, ali i uklju¢ivanje roditelja, staratelja i ustano-
va u program njihove zdravstvene zastite. Optimalno re$enje
za ovu populaciju bilo bi osnivanje stomatoloskih ambulanti
u sastavu ustanova u kojima deca s oSte¢enjem sluha i govora
borave (8kole ili kolektivi u kojima Zive). U takvim ambulanta-
ma stomatolozi bi vrsili edukaciju o odrzavanju higijene usta i
zuba, ¢ime bi se unapredilo oralno zdravlje ove dece.
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