Case report

A case report on Dental management of a child with Attention Deficit Hyperactivity

Disorder.

ABSTRACT

One of the most prevalent neurobehavioral disorder among children in school-age population
is attention-deficit hyperactivity disorder.Children with ADHD <have severe levels of
hyperactivity, impulsivity, and inattentiveness. These symptoms have a negative impact on
social and emotional growth as well as academic achievements. Antidepressants and
stimulant medications are typically used to treat it. To get the most cooperation from patients
who have ADHD, dentists treating them must be familiar with the symptoms of the condition
and its accompanying characteristics. The medications used to treat the disorder must also be
known to them because many of these medications have negative effects on the orofacial and
systemic physiology and may interact with.oral therapeutic agents. This case study aims to
report a case of a 10-year-old girl with ADHD and to confer dental management approaches

for all of the significant.oral health problems that these children may have.
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INTRODUCTION

In accordance with the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
(DSM-VTM), ADHD is characterised as a persistent pattern of inattention and/or
hyperactivity-impulsivity that hinders with performing or development, has indications that
are present in multiple circumstances (such as at the house, school, or place of employment;

among peers or family members; in other activities), and has a negative impact on social,




educational, or Academic performance before the age of 12 and for at least six months, a
number of symptoms must be present, together with behaviour that is below the child's level

of development.*?

CASE REPORT

A 10 years old female patient who was diagnosed with ADHD reported to the department of
paediatric and preventive dentistry at ITS dental college, Greater Noida. with the chief
complaint of pain in the lower left back teeth region since 4-5 days. This was patient’s first
dental visit and there was no contributory family history, pre<patal and post-natal history

reported.

The patient’s mother reported that the diagnosis of ADHD was done 2 years back and since
then the child was under medication (Methylphenidate (Ritalin LA)). Patient’s mother also
reported that the patient has a habit of pencil biting. The Intraoral examination revealed no
relevant soft tissue finding but there was deep dental caries in relation to 36 which was tender
on percussion, Dental caries was also seen in 55, 65, 26, 46, and 75;root stump with respect
to 85 was present, Grade Il mobility was seen in 52, 74, 75 and also mildstains and calculus
were present (FIG 1)..dntraoral periapical radiographs were recommended and upon a
thorough clinical and radiographic evaluation, the tooth number 36 (FIG 3) was diagnosed
withchronic.irreversible pulpitis, Grade 1l mobile 52, 74, 75, Dental caries in 55, 65, 26, 46,
74 and Chronic generalized marginal gingivitis. Hence a comprehensive treatment plan was

designed suitable to the child’s condition.

The first visit included a complete oral examination as well as a comprehensive medical and
dental history were recorded.According to the Frankel behaviour rating scale, the patient
exhibiteda positive behaviour so an emergency access opening was done in 36 as the child

was in pain.




In the subsequent appointmentsbehaviour management techniques such as tell-show-do and
audio visual aids were used while oral prophylaxis was carried out which was followed by
restorations of 55, 65, 26, 46, and 75. In the following visits endodontic treatment with
respect to 36 was completed and a Stainless steel crown was placed. (FIG 2, 4). The child
was mostly cooperative but sometimesbecame exceedingly agitated and showed signs of
irritability and even became little uncooperative towards treatment in case of long
appointments. To counter these behaviours morning appointments were scheduled an hour
after the patient had her medication also suitable Non-Pharmacological . behaviour
management technique like positive reinforcement was usedin the form of compliments and
reasonable rewards were given to appreciate good behaviour, and if appointments lasted
longer than expected then frequent breaks/time-outs were given which helped us carry out her

treatment effectively.

DISCUSSION

For a Pedodontic team, treating an ADHD patient can be quite challenging. Nevertheless,
they can be successfully treated provided their treatment needs and level of cooperation are
carefully assessed. The oral health problems that are typically documented in the literature
were all present in this child. ®Dental treatment for children who display behavioural
problems may entail the use of sedation or general anaesthesia. Yet, due to her age and
willingness to cooperate, we were able to successfully treat her without the aid of any
pharmacological means. The failure to take the prescribed medication was only seldom
linked to instances of uncooperativeness. Therefore, it is crucial to check that the patient has
taken the medication before beginning of the dental treatment.®) She was at a significant risk

for developing caries as a result of a combination of xerostomia caused by side effect of the




drugMethylphenidate and also her inability to practise proper oral hygiene. ADHD is believed
to affect between 3% and 5% of school-aged children, with boys outnumbering girls by a
factor of three.Attention deficit hyperactivity disorder is five times more common in males
than in girls, according to Polancyzk et al's systematic review, which estimates the prevalence
at 5.3% worldwide.“’The majority of young children (60%) display signs of both lack of
attention and hyperactivity-impulsivity. However, lack of attention is prevalent in around
25% of individuals with ADHD, and it is frequently associated by slower intellectual
processing and response times.®> The majority of symptoms in the remaining 15% of
individuals pertain to hyperactivity and impulsivity, which are oceasionally (often in middle
or high school) accompanied by alcohol and drug misuse:® Althotigh the majority of theories
centre on aberrant brain activity that is hereditary in nature, the precise cause of ADHD is
still unknown. However investigations have demonstrated that it may be a complex
neurological illness brought on by the combination of:risk factors from the environment,

including genetic, biological, psychological, and environmental factors. © 7

Children with ADHD are_five times more likely to have family members who also have the
disease. High rates of drinking disorder, aggressive personalities, psychological disorders,
and anxiety disorders are found in fathers of children with ADHD, and it is likely that they
also had ADHD, ODD(Oppositional Defiant Disorder), or CD (Conduct disorder) as a child
which indicates a genetic connection.” ® Most children with the condition exhibit decreased
total cerebral volumes and significant decreases in both grey and white matter in the frontal
lobes, as determined by various anatomic brain imaging studies which points to disorder’s
vast scope of aetiologies.®Three kinds of ADHD exist, according to the DSM-IVi.e.;
combined, inattentive, and predominantly hyperactive/impulsive. Patients with the mixed
subtype, which is the most common, have symptoms that are consistent with both inattention

and hyperactivity/impulsivity as was the case in our patient. Children who have the mixed




subtype but are too young to show signs of inattention are typically described as having the
mostly hyperactive/impulsive subtype. Inattentive (restrictive), the fourth subtype was added
by DSM-V, occurs when the inattentive criterion is met but no more than two

hyperactive/impulsive symptoms have been present for six months.™ ?

CLINICAL FEATURES

Inattention, hyperactivity, and impulsivity, which are hallmarks of ADHD, typically start to
show up in elementary school. Nonetheless, the diagnosis of ADHD occurs before the age of
4 in 50% of cases, which has also led to the belief that it is a developmental condition. It is
the most prevalent cognitive disorder among school-aged children and,. in about 30% of
instances, it lasts throughout adolescence and adulthood. Developmental issues such
asAcademic/educational challenges (dyslexia and/or ‘language disorders), anxiety,
oppositional-defiant behaviours, problems with fine:motor skills as well as coordination, are
some of the potential comorbidities of this disorder. Additionally, these children also struggle

to retain shorter instructions and suffer from deficiencies in short-term auditory memory. ¢

11)

DENTAL REPERCUSSIONS OF ADHD

The children in this group are more likely to have dental caries because they fail to brush
their teeth adequately and have poor oral hygiene habits, they also have a higher chance of
developing molar-incisor hypoplasia, and suffer trauma. Based on information from the 1997
Health Survey of England, it was concluded that hyperactive children were twice as likely to
sustain a facial or dental injury as the control group. This can be related to their involvement
in violence as a result of conduct disorder especially during adolescent period. These

childrentend to have poor salivary flow as well aselevated plaque indices. They




also frequently display behaviours like nail-biting and bruxism, and experience abuse from

peers. & 12 13)

DENTAL MANAGEMENT APPROACHES

Behaviour modification, Educational (counselling of both parents and child);
Pharmacological management and necessary changes to lifestyle are some of the methods to

manage these cases. 141

Planning oral care for paediatric patients with ADHD includes:

1. Plaque control by integrating correct brushing technique, using mouthwash and
interdental aids like dental floss or interdental brushes.

2. Use of topical fluorides for effective prevention of caries.

3. Pit and fissure sealants can be employed as a preventive strategy in newly erupted
teeth.

4. Diet modification such as:reduction in .consumption of refined carbohydrates and
sugary food.

5. Routine dental check-up-for early detection of dental caries.

6. Behaviour modification techniques such as TSD, positive reinforcement.

7. Behaviour ‘management through pharmacological means such as nitrous oxide
sedation can be employed.

8. Parental counselling and education.

CONCLUSION

Any ambient stimuli have the potential to both positively and negatively impact people
with ADHD hence dentists can face an additional difficulty when treating children with
ADHD. Pedodontists in particular should have the necessary knowledge to be in the

forefront of making accurate diagnosis and needs to be aware of the modifications that




must be made to achieve optimal oral health because of behavioural concerns,
medications, and high risk for oral diseases in these patients.Caries preventive strategies

and regular follow up are recommended for maintaining oral health in ADHD patients.
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FIG 1: Pre-operative Intraoral photographs showing dental caries wrt 55, 65, 26, 36, 46,

and 75.
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FIG 2: Post-operative Intraoral photographs showing restorations in 55, 65, 26, 46 and Stainless

steel crown wrt 36

FIG 3: Pre-operative Intraoral
periapical radiograph of 36

FIG 4: Post-operative Intraoral
periapical radiograph of 36




