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ABSTRACT
Objective: To analyse the Oral Health-Related Quality of Life (OHRQoL) of 6–18-year-old children visiting 
the special needs and paediatric dental clinics of the University of the West Indies (UWI). 
Material and methods: Parents/caregivers of all 6–18-year-old children (n = 201) attending the Special 
Needs Dental Clinic (SNDC) and Child Dental Health Clinic (CDHC) were recruited. The Oral Health Impact 
Profile (OHIP-14), shortened version, was employed. Outcomes calculated were severity, prevalence, and 
OHIP-14 domains. Chi-square and Mann-Whitney U tests, and logistic regression models served for statis-
tical analyses.
Results: Parents/caregivers of children with disabilities (n = 101) and without (n = 100) participated. The 
mean age of the children was 10.6 (3.4 standard deviation [SD]) from the SNDC and 11.3 (2.8 SD) from the 
CDHC. The OHRQoL differed slightly between mean severity scores for children with disabilities (6.41 ± 
9.09) and without (7.01 ± 6.87) (p = 0.020). When adjusted for confounders, OHIP-14 impacts perceived 
occasionally, daily or very often, children with disabilities had poorer OHRQoL.
Conclusions: The overall OHRQoL among the children visiting the UWI dental clinics was poor. The 
OHRQoL was poorer in children with disabilities in terms of oral impacts perceived occasionally, daily or 
very often. Children attending for ‘pain and filling’ had higher odds of having OHIP-14 impact than others.
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Introduction

Poor oral health is a common problem associated with patients 
with special needs worldwide. Persons with special needs have 
general conditions that may cause problems in both their gen-
eral and oral health, and impact their quality of life (QoL) [1]. 
Their poorer QoL may be related to their difficulty in chewing 
and maintenance of their oral hygiene; there appears to be a 
higher prevalence of dental caries in their permanent dentition 
[2]. This population may delay seeking care due to inadequate 
support and a lack of tailored care programmes that address 
their specific needs. Further, they may be unable to differentiate 
oral health issues from other health related ones, ultimately 
leading to dental extractions when dental care is sought late [3].

Oral health is more than just the absence of oral diseases, and 
World Health Organization (WHO) defines it as ‘the state of the 
mouth, teeth and orofacial structures that enables individuals to 
perform essential functions such as eating, breathing and 
speaking, and encompasses psychosocial dimensions such as 
self-confidence, well-being and the ability to socialize and work 
without pain, discomfort and embarrassment’ [4]. Oral health-
related diseases negatively affect self-esteem and oral health-
related quality of life (OHRQoL) [5, 6]. The concept of OHRQoL 
involves patient’s assessment of the impact of their oral health 
on various dimensions of their daily life [7]. These dimensions 

include, for example, impairment, functional limitation, pain, 
discomfort, disability and handicap concerning the effect of 
these oral health dimensions on their QoL [8].

In children with disabilities, such as Down Syndrome, oral 
health impacted various aspects of their lives [7]. Also, for those 
on the autism spectrum disorder, this disability significantly and 
negatively affected the OHRQoL of preschool children and their 
families more than those without autism [7]. In addition, in 
children with cleft lip and palate, the OHRQoL was significantly 
worse than those without, across all dimensions, specifically in 
their social well-being [8, 9]. Both children and adolescents with 
cerebral palsy (CP), experienced a greater negative impact on 
their OHRQoL than those without CP [10]. In addition, dental 
caries negatively impacted the OHRQoL of both populations 
regardless of disability [10].[11]

Several OHRQoL tools have assessed the impacts of oral 
diseases among different age groups in the population. The Oral 
Health Impact Profile (OHIP) [11] is one such tool used for adults 
and recently in child and adolescent populations [12–14]. The 
validity and reliability of this tool are both satisfactory when 
applied to adolescent populations [14, 15]. Parents and 
caregivers of children and adolescents with special needs have 
reported the impact of oral diseases on the OHRQoL [16, 17]. 
However, more research is needed in this important area.
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Trinidad & Tobago (T&T) is a twin-island nation consisting of 
a pleural society in the English-speaking Caribbean. In 2024, 
one-fifth of the population were children under the age of 15 
years and T&T has a high prevalence of non-communicable 
diseases and risk factors [18]. In T&T, all health services, including 
dental care are available at no cost to the public based on 
general taxation of salaries, and privately. However, not all 
public health centres offer dental care nor are they equally 
equipped to offer the full dental services. The inequality in the 
provision of services may lead to inequalities in the OHRQoL, 
especially in more vulnerable groups such as children with 
disabilities. However, there is no information about the OHRQoL 
of children in T&T.

The general aim of this study was to analyse the OHRQoL of 
6–18-year-old children with special needs and paediatric 
patients at the University of the West Indies (UWI) School of 
Dentistry. We analysed the parental views of OHRQoL in children 
visiting the Special Needs Dental Clinic (SNDC) and the Child 
Dental Health Clinic (CDHC).

Materials and methods

A cross-sectional study was conducted at the UWI school of den-
tistry, involving two dental clinics with a paediatric population: 
the SNDC and the UWI CDHC. The study included consecutive 
parents/caregivers of all 6–18-year-old children with and with-
out special needs (n = 201) attending the UWI SNDC and the 
CDHC during the period of data collection (July 2022 to February 
2023). Parents/caregivers of children under 6 or over 18 years 
old were excluded. The questionnaire used a validated and 
standardised international survey instrument, the shortened 
version of the English version of OHIP-14. This included 14 ques-
tions concerning the frequency of oral adverse impacts in the 
following seven dimensions: functional limitation, physical pain, 
psychological discomfort, physical disability, psychological disa-
bility, social disability, and handicap [14, 19], with a 1-month ref-
erence period [20, 21] in this study to assess the OHRQoL.

The principal investigator administered these questionnaires 
face-to-face to the patients and their parents in the SNDC, and a 
calibrated researcher also administered these in the CDHC.

The responses were obtained from the parents/caregivers of 
the patients and children who were able to express themselves 
verbally. Since all respondents in the parents/caregivers group 
provided responses, this study reports the parents’ and 
caregivers’ answers and not those of the children. Written 
informed consent was obtained from the respondents who fit 
the inclusion criteria. Participants were not identified in any way. 

Outcome variables

The OHIP-14 used a 5-point Likert scale which ranged from ‘very 
often’ (1) to ‘never’ (5), and ‘I don’t know’ as a 6th option [19]. All 
responses were then coded with the numbers: 0 (=never), 1 
(=hardly ever), 2 (=occasionally), 3 (=fairly often), and 4 (=very 
often) [19, 22]. Three outcome variables were then calculated: 
severity, prevalence, and seven dimensions of the OHIP-14 

domains as described by Rantavuori et al. [22]. The OHRQoL 
severity score was calculated by summing the scores for each of 
the 14 items to give a minimum score of 0, indicating good oral 
health related QoL, and a maximum score of 56 indicating the 
poorest OHRQoL. The prevalence that is the percentage of peo-
ple reporting at least one OHIP-14 impact was calculated at two 
different threshold levels: ‘occasionally’ or ‘fairly often’ or ‘very 
often’ (OFoVo) and ‘fairly often’ or ‘very often’ (FoVo) [22, 23]. This 
measure was given a code of 1 when one or more impacts were 
reported occurring at a specific threshold of OFoVo or FoVo, and 
a code of 0 if not reported. The value for each conceptual dimen-
sion of the seven OHIP-14 domains was then calculated by add-
ing the two item values together [19]: 

1.	 ‘Functional Limitation’: trouble pronouncing words, wors-
ened taste; 

2.	 ‘Physical Pain’: aching in mouth, discomfort eating food; 
3.	 ‘Psychological Discomfort’: feeling self-conscious or feeling 

tense; 
4.	 ‘Physical Disability’: interrupted meals or poor diet; 
5.	 ‘Psychological Disability’: difficulty relaxing, 

embarrassment;
6.	 ‘Social Disability’: irritability, difficulty in doing usual jobs; 
7.	 ‘Handicap’: life less satisfying, inability to function. 

When calculating OHIP summary scores and threshold levels, 
participants with missing values for more than two OHIP items 
(either due to non-response or answering ‘don’t know’) were 
assessed for exclusion from the analysis. However, as there were 
no missing values and not more than two don’t know responses 
for the OHIP items, none were excluded. 

Next, participants were omitted from the analysis if data 
were absent for both items within any of the seven OHIP-14 
domains; there were four such participants. If one item within a 
domain was missing, but a response was provided for the other 
item, the missing value was imputed as 0. Consequently, when 
calculating severity scores, missing values were substituted with 
the sample mean derived from non-missing responses within 
the specific group for the relevant OHIP item (n = 201). The 
number of items recoded as missing varied from 6 to 16 per 
domain. 

Statistical analysis

The prevalence of OHIP-14 impacts, at both the FoVo and OFoVo 
thresholds, and variables such as demographics (gender, age, 
ethnicity), parent/guardian, reason for visit, dental attendance 
(last visit to the dentist), rating of child’s oral health were 
reported with frequencies and percentages. The severity and 
domain scores were reported using means, standard deviations 
(SDs), and ranges. Chi-square test and the Mann-Whitney U test 
were used in the statistical analyses. Two sets of logistic regres-
sion were fitted for prevalence outcome (dependent variable) at 
the FoVo and OFoVo thresholds with disability (yes = 1) as the 
independent variable (n = 197). Covariates were dichotomised 
as 0 and 1 were: Gender (male = 1), Age (6–12 = 1), Ethnicity 
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(Afro-Caribbean = 1), Parent/guardian (Mother = 1), Reason for 
visit (Pain+ Filling = 1), Last visit to the dentist (Two years/less = 
Less than one year + One year + Two years = 1), Rating of child’s 
oral health (Excellent+ Very Good = 1). The odds ratios (ORs) 
with 95% confidence intervals (CIs) were used to assess the asso-
ciation between OHIP-14 and these variables. Data were ana-
lysed with Statistical Package for the Social Sciences (SPSS) 
version 26.

Ethical considerations

The protocol for the study was approved by the University of the 
West Indies Ethics Committee (CREC-SA.1609/05/2022). 

Results

During the period of data collection, there were 101 responses 
collected on children with disabilities and 100 without disabili-
ties. The most common disability was autism (21.9%), and 
among the children with disabilities 22.9% were non-verbal. 

Among children with disabilities the mean age was 10.6 (3.4 
SD) whereas among those without disabilities the mean age 
was 11.3 (2.8 SD). Most children (68.3%) with disabilities were 
male, while just over half (52.0%) without disabilities were 
females. Just under one-third (32.3%) of all children had never 
attended the dentist before this visit according to their parents/
caregivers. The majority of first-time attenders were those 
without a disability (44.0%) while the corresponding percentage 
for those with a disability was 20.8%. For children with 
disabilities, the accompanying parent was the mother in 62.4% 
of the cases and 74.0% in children without disabilities. 

Table 1 shows the OHIP-14 impacts at the FoVo threshold 
level. The responses from the parents/caregivers suggested that 
children with disabilities tended to have better OHRQoL than 
children without disabilities in terms of the prevalence of 
impacts occurring fairly or very often with the prevalence being 
29.7% versus 42.0% respectively. 

At the OFoVo threshold, the differences in the responses 
from the parents/caregivers were statistically significant and 
suggested that children with disabilities tended to have better 
OHRQoL than in those with children without disabilities in terms 
of prevalence of impacts occurring occasionally, fairly, or very 
often. These OHIP-14 impacts, showed a prevalence of 52.5% 
versus 74.0% respectively (Table 2).

The mean scores for severity reported by the parents/
caregivers which also included the impacts experienced hardly 
ever, imply that the OHRQoL differed very slightly but statistically 
significantly between the children with disabilities (6.41 ± 9.09) 
and those without (7.01 ± 6.87) (p = 0.020). Nevertheless, the 
maximum severity score was 41 (median: 2.0; range: 0–41) in 
participants of children with disabilities and 33 (median: 5.8; 
range: 0–33) in those without. 

In addition, the responses given by parents/caregivers about 
their children with disabilities, suggested that they tended to 
have poorer OHRQoL impacts than those with children without 
disabilities in the domains of ‘Physical pain’, ‘Physical disability’, 

‘Social disability’ and ‘Handicap’, but better OHRQoL in the 
domains of ‘Psychological disability’ and ‘Psychological 
discomfort’ than children without disability. However, the 
difference was only statistically significant for the ‘Psychological 
discomfort’ domain (Table 3).

When adjusted for gender, age, ethnicity, parent/caregiver, 
‘reason for visit’, ‘last visit to the dentist’, ‘rating of child’s oral 
health’, the OHRQoL did not differ between children with and 
without disability at the FoVo threshold. The variables gender, 
parent/caregiver, ‘reason for visit’, and ‘rating of child’s oral 
health’ had greater effect on the OHRQoL than disability. Males 
had half the odds of having OHIP-14 impact, indicating better 
OHRQoL, than females. Mothers were more likely to report their 
child having OHIP-14 impacts than the fathers or guardians. 
Those attending for ‘pain and filling’ had higher odds of having 
OHIP-14 impact than those attending for ‘cleaning, check-up 
and other’, and those whose oral health was rated ‘excellent and 
very good’ had lower odds of having OHIP-14 impact than those 
with ‘good, fair and poor’ ratings (Table 4). 

Conversely, when adjusted for gender, age, ethnicity, parent/
caregiver, reason for visit, last visit to the dentist, rating of child’s 
oral health the OHRQoL at the OFoVo threshold, children with 
disabilities had poorer OHRQoL. Children with a disability had 
2.9 times higher odds of having OHIP-14 impact, indicating 
poorer OHRQoL, than children without a disability. In addition, 
‘reason for visit’ had an even greater effect on OHRQoL, with 
those attending for ‘pain’ and ‘filling’ having had 3.9 times odds 
of having OHIP-14 impact than those attending for ‘cleaning, 
check-up and other’ (Table 5). 

Discussion

Our cross-sectional study reports the OHRQoL of children with 
and without disabilities visiting the UWI CDHC and SNDC. The 
OHRQoL of children with disabilities and without disabilities 
was poor in this population of children as reported by their par-
ents/caregivers. The OHRQoL was poorer in children with disa-
bilities than in those without disabilities in terms of oral impacts 
perceived occasionally, daily, or very often. These findings were 
similar to a Brazilian study [1] in which a negative impact on 
their children’s OHRQoL was reported by caregivers of children 
with special needs. In a recent study in China, children with 
autism had a lower OHRQoL compared to those without autism 
[24]. A study from South Africa, on the caregivers’ perceptions 
using the Parent-Caregiver Perception Questionnaire (P-CPQ) 
showed a mean score of 12.9, which was a low score, given the 
range of the questionnaire from 0 to 64 [17]. Furthermore, par-
ents of children with disabilities are often stressed and inun-
dated by the behavioural challenges associated with caring for 
children with disabilities, especially when they lack coping skills 
and support [25].

Children with disabilities

Generally poor oral health status and high caries prevalence 
have been shown to negatively affect the OHRQoL of children 
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with special needs [26], while improvements in OHRQoL have 
resulted following oral treatment in this population [7]. There 
were more males than females in our study, possibly due to 
boys being genetically more disposed to certain disabilities 
than girls, such as in autism [27]. The latter was the most com-
mon disability reported in this population. Interestingly, the 
findings were statistically significant at the FoVo threshold 
with males having half the odds of experiencing OHIP-14 
impact than females. The parents of children with disabilities 
may have been dealing with other serious medical conditions 
and either overlooked or underestimated the impact of oral 
health issues on their children. There may also have been a 
lack of awareness concerning the distinct oral health prob-
lems in their children because of the disability [26]. For 

instance, the children’s expression to pain, may have been 
delayed than the general population, this is commonly seen in 
children with Down Syndrome [28]. In addition, they may not 
be perceived, or may not experience psychological impacts, if 
their cognitive function is impaired, in the same way as those 
without a disability. 

The private practitioner has an important role to play in the 
treatment of this population. Although it may be challenging for 
dentists, due to longer appointment times required to use 
behaviour management techniques; a lack of access to dental 
care by persons with disabilities can increase their unmet needs. 
The key role of both paediatric dentists and general dentists 
cannot be underestimated in transitioning these patients to 
adult dental care.

Table 1.  Prevalence (%) * of OHIP-14 impacts occurring fairly often or very often (FoVo) in children ≤ 18 years of age visiting the Special Needs Dental Clinic 
and Child Dental Health Clinic (CDHC) in Trinidad and Tobago (n = 201).

Variables Children in SNDC 
n = 101 (Valid %)

p-value †
n = 201

Children in CDHC
n = 100 (Valid %)

p-value †
n = 201

FoVo 
Yes 
No

72
129

FoVo 
Yes

FoVo 
No 

FoVo 
Yes

FoVo 
No 0.07

30 (29.7) 71 (70.3) 42 (42.0) 58 (58.0)

Gender 
Male 117 17 (24.6) 52 (75.4) 0.10 15 (31.3) 33 (68.8) 0.04 †
Female 84 13 (40.6) 19 (59.4) 27 (51.9) 25 (48.1)
Age
6–12-year-olds 132 23 (31.9) 49 (68.1) 0.44 20 (33.3) 40 (66.7) 0.03 †
13–18-year-olds 69 7 (24.1) 22 (75.9) 22 (55.0) 18 (45.0)
Ethnicity

10 (25.0) 30 (75.0) 0.60 13 (44.8) 16 (55.2) 0.46Afro Caribbean 69

Indo Caribbean 46 5 (27.8) 13 (72.2) 9 (32.1) 19 (67.9)
Mixed 86 15 (34.9) 28 (65.1) 20 (46.5) 23 (53.5)
Parent/guardian

24 (38.1) 39 (61.9) 0.05 33 (44.6) 41 (55.4) 0.04 †Mother 137
Father 34 2 (11.1) 16 (88.9) 5 (31.3) 11 (68.8)
Caregiver 30 4 (20.0) 16 (80.0) 6 (60.0) 4 (40.0)
Reason for visit

7 (58.3) 5 (41.7) 0.01 † 5 (83.3) 1 (16.7) 0.01 †Pain 18

Filling 28 4 (50.0) 4 (50.0) 9 (45.0) 11 (55.0)
Cleaning 21 0 (0.0) 11 (100.0) 6 (60.0) 4 (40.0)
Check-up 114 16 (24.6) 49 (75.4) 13 (26.5) 36 (73.5)
Other 20 3 (60.0) 2 (40.0) 9 (60.0) 6 (40.0)
Last visit to the 
dentist

19 (32.8) 39 (67.2) 0.69 18 (41.9) 25 (58.1) 0.66Less than one year 101
One year 7 2 (50.0) 2 (50.0) 2 (66.7) 1 (33.3)
Two years 20 4 (26.7) 11 (73.3) 1 (20.0) 4 (80.0)
Pain/emergency 8 1 (33.3) 2 (66.7) 3 (60.0) 2 (40.0)
Never 65 4 (19.0) 17 (81.0) 18 (40.9) 26 (59.1)
Rating of child’s 
oral health

0 (0.0) 5 (100.0) 0.05 1 (25.0) 3 (75.0) 0.31Excellent 9
Very Good 29 2 (16.7) 10 (83.3) 4 (23.5) 13 (76.5)
Good 63 10 (32.3) 21 (67.7) 13 (40.6) 19 (59.4)
Fair 75 11 (26.2) 31 (73.8) 16 (48.5) 17 (51.5)
Poor 25 7 (63.6) 4 (36.4) 8 (57.1) 6 (42.9)

*Percentage of subjects reporting at least one OHIP impact at the FoVo threshold.
† p < 0.05 for the (Chi-square test) between children with and without disabilities.
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Paediatric patients

The majority of children who had never visited a dentist before, 
were from the CDHC. This delayed attendance may have led to 
untreated oral problems, pain and infection, and negatively 
impacted their oral health and overall well-being. In addition, 
when adjusted for other variables in the bivariate analyses, the 
children without disabilities had poorer OHRQoL. Irregular 
attendees frequently reported a poor rating of the OHIP-14 [29]. 
Carious lesions, especially when left untreated have been shown 
to be a primary factor negatively affecting the QoL in children 
[30]. Also, there were more adolescent children attending the 
CDHC; and research has shown that perceptions of OHRQoL 
issues may quickly change with the physical and psychosocial 

development of a child [31]. In this study, the models were 
adjusted for age. In addition, the psychological impact of 
OHRQoL tends to increase with age as patients become more 
mindful about the significance of their oral health [32]. This could 
have accounted for the worse mean OHRQoL at the domains of 
‘Psychological disability’ and ‘Psychological discomfort’ in the 
children attending the CDHC. 

Comparison between the two patient groups

Children with disabilities had poorer OHRQoL in the domains of 
‘Physical pain’, ‘Physical disability’, ‘Social disability’, and 
‘Handicap’. However at the FoVo and OFoVo thresholds, children 
without disabilities had poorer OHRQoL. At the time of this 

Table 2.  Prevalence (%) * of OHIP-14 impacts occurring Occasionally or Fairly Often or Very Often (OFoVo) in children ≤ 18 years of age visiting the Special 
Needs Dental Clinic (SNDC) and Child Dental Health Clinic (CDHC) in Trinidad and Tobago (n = 201).
Variables Children in SNDC

n = 101 (Valid %)
p-value †
n = 201

Children in CDHU 
n = 100 (Valid %)

p-value †
n = 201

OFoVo
Yes 
No

127
74

OFoVo 
Yes

OFoVo 
No 

OFoVo 
Yes

OFoVo 
No 0.001†

53 (52.5) 48 (47.5) 74 (74.0) 26 (26.0)
Gender 
Male 117 35 (50.7) 34 (49.3) 0.61 15 (31.3) 33 (68.8) 0.25
Female 84 18 (56.3) 14 (43.8) 11 (21.2) 41 (78.8)
Age
6–12-year-olds 132 39 (54.2) 33 (45.8) 0.59 39 (65.0) 21 (35.0) 0.01 †
13–18-year-olds 69 14 (48.3) 15 (51.7) 35 (87.5) 5 (12.5)
Ethnicity

19 (47.5) 21 (52.5) 0.06 21 (72.4) 8 (27.6) 0.56Afro Caribbean 69
Indo Caribbean 46 14 (77.8) 4 (22.2) 19 (67.9) 9 (32.1)
Mixed 86 20 (46.5) 23 (53.5) 34 (79.1) 9 (20.9)
Parent/guardian

37 (58.7) 26 (41.3) 0.26 55 (74.3) 19 (25.7) 0.04Mother 137
Father 34 8 (44.4) 10 (55.6) 13 (81.3) 3 (18.8)
Caregiver 30 8 (40.0) 12 (60.0) 6 (60.0) 4 (40.0)
Reason for visit

12 (100.0) 0 (0.0) 0.00 † 6 (100.0) 0 (0.0) 0.06Pain 18
Filling 28 5 (62.5) 3 (37.5) 16 (80.0) 4 (20.0)
Cleaning 21 3 (27.3) 8 (72.7) 9 (90.0) 1 (10.0)
Check-up 114 29 (44.6) 36 (55.4) 30 (61.2) 19 (38.8)
Other 20 4 (80.0) 1 (20.0) 13 (86.7) 2 (13.3)
Last visit to the 
dentist

30 (51.7) 28 (48.3) 0.70 35 (81.4) 8 (18.6) 0.23
Less than one 
year 101
One year 7 3 (75.0) 1 (25.0) 3 (100.0) 0 (0.0)
Two years 20 9 (60.0) 6 (40.0) 4 (80.0) 1 (20.0)
Pain/emergency 8 2 (66.7) 1 (33.3) 4 (80.0) 1 (20.0)
Never 65 9 (42.9) 12 (57.1) 28 (63.6) 16 (36.4)
Rating of child’s 
oral health
Excellent 9 0 (0.0) 5 (100.0) 0.05 3 (75.0) 1 (25.0) 0.51
Very Good 29 4 (33.3) 8 (66.7) 11 (64.7) 6 (35.3)
Good 63 17 (54.8) 14 (45.2) 22 (68.8) 10 (31.3)
Fair 75 24 (57.1) 18 (42.9) 28 (84.8) 5 (15.2)
Poor 25 8 (72.7) 3 (27.3) 10 (71.4) 4 (28.6)

*Percentage of subjects reporting at least one OHIP impact at the FoVo threshold.
† p < 0.05 for the (Chi-square test) between children with and without disabilities.
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research, there was a cost attached to all treatment for children 
at the CDHC whereas all the treatment costs for children attend-
ing the SNDC were covered by a grant from the Community 
Chest Limited. This could have accounted for the difference in 
more responses that included the ‘occasionally’ response at the 
OFoVo threshold which showed the reported OHRQoL was bet-
ter in those children with disabilities at this threshold and was 
statistically significant. 

The cost may have resulted in this delayed attendance until 
children from the CDHC were symptomatic and could have 
resulted in a selection of patients based on cost and ability to 

Table 3.  OHIP-14 values and range of dimensions comparing children 
visiting the Special Needs Dental Clinic (SNDC) and Child Dental Health 
Clinic (CDHC) in Trinidad and Tobago (n = 197). 
Dimension Mean ± SD 

SNDC [97]
(Range)

Mean ± SD 
CDHC [100]

(Range)

Mean ± SD
Total [197]

(Range)

p *

Functional 
Limitation

0.45 (±1.16)
(0–6)

0.46 (±1.14)
(0–7)

0.46 (±1.15)
(0–7)

0.616

Physical Pain 1.84 (±2.67)
 (0–8)

1.74 (±2.04)
(0–8)

1.79 (±2.37)
(0–8)

0.334

Psychological 
Discomfort

0.99 (±1.72)
(0–8)

2.09 (±2.30)
(0–8)

1.55 (±2.10)
(0–8)

0.000 *

Physical 
Disability

1.00 (±1.99)
(0–8)

0.75 (±1.35)
(0–7)

0.87 (±1.70)
(0–8)

0.745

Psychological 
Disability

0.80 (±1.50)
(0–7)

1.10 (±1.54)
(0–6)

0.95 (±1.52)
(0–7)

0.056

Social Disability 0.73 (±1.50)
(0–8)

0.40 (±0.91)
(0–4)

0.56 (±1.25)
(0–8)

0.184

Handicap 0.46 (±1.29)
(0–7)

0.35 (±1.03)
(0–6)

0.41 (±1.16)
(0–7)

0.612

 *p < 0.05 (Mann-Whitney U Test)

Table 4.  Logistic regression analysis among parents of children ≤ 18 years 
of age visiting the Special Needs Clinic (SNDC) and Child Dental Health Clinic 
(CDHC) in Trinidad and Tobago at the FoVo threshold (n = 197).
Variables B SE Wald df OR 95% CI p *

Gender -0.7 0.3 4.4 1 0.5 0.3–1.0 0.037 *

Age -0.4 0.3 1.4 1 0.7 0.3–1.3 0.236

Disability 0.3 0.3 0.8 1 1.4 0.7–2.7 0.377

Ethnicity 0.01 0.3 0.001 1 1.0 0.5–2.0 0.971

Parent/guardian 0.9 0.4 5.3 1 2.4 1.1–4.9 0.022 *

Reason for visit 0.8 0.4 4.8 1 2.2 1.1–4.7 0.027 *

Last visit to the 
dentist

-0.007 0.3 0.000 1 1.0 0.5–2.0 0.985

Rating of child’s 
oral health

-1.0 0.5 4.6 1 0.4 0.1–0.9 0.032 *

Constant -0.7 0.6 1.6 1 0.5 0.207

“Prevalence” of Oral Health Impact Profile (OHIP-14) impacts was the 
dependent variable (answering fairly often or very often to one or more 
items = 1). The independent variable is disability (yes = 1). Covariates 
dichotomised as 0 and 1 were: Gender (male = 1), Age (6-12 = 1), Ethnicity 
(Afro-Caribbean = 1), Parent/guardian (Mother = 1), Reason for visit (Pain 
+ Filling = 1) (Cleaning + Check-up + Other = 0), Last visit to the dentist 
(Two years/less = Less than one year + One year + Two years = 1) (Pain/
emergency + Never = 0), Rating of child’s oral health (Excellent + Very 
Good = 1) (Good + Fair + Poor = 0). SE: standard error; df: degree of freedom; 
OR: odds ratio; CI: confidence interval.
*p < 0.05

Table 5.  Logistic regression analysis among parents of children ≤ 18 years 
of age visiting the Special Needs Clinic (SNDC) and Child Dental Health Clinic 
(CHDC) in Trinidad and Tobago at the OFoVo threshold (n = 197).
Variables B SE Wald df OR 95% CI p *

Gender -0.2 0.3 0.3 1 0.8 0.4–1.6 0.600
Age -0.5 0.4 2.4 1 0.6 0.3–1.2 0.125
Disability 1.1 0.4 8.9 1 2.9 1.4–5.9 0.003 *
Ethnicity -0.07 0.3 0.05 1 0.8 0.5–1.8 0.930
Parent/guardian 0.4 0.3 1.5 1 1.5 0.8–3.1 0.215
Reason for visit 1.4 0.5 8.4 1 3.9 1.5–9.7 0.004 *
Last visit to the 
dentist 

0.6 0.4 2.5 1 1.7 0.9–3.5 0.114

Rating of child’s 
oral health

-0.7 0.4 3.1 1 0.5 0.2–1.1 0.078

Constant -0.2 0.6 0.1 1 0.8 0.706

“Prevalence” of Oral Health Impact Profile (OHIP-14) impacts was the 
dependent variable (answering occasionally, fairly often or very often to 
one or more items = 1). The independent variable is disability (yes = 1). 
Covariates dichotomised as 0 and 1 were: Gender (male = 1), Age (6-12 = 
1), Ethnicity (Afro-Caribbean = 1), Parent/guardian (Mother = 1), Reason for 
visit (Pain + Filling = 1) (Cleaning + Check-up + Other = 0), Last visit to the 
dentist (Two years/less = Less than one year + One year + Two years = 1) 
(Pain/emergency + Never = 0), Rating of child’s oral health (Excellent + 
Very Good =1) (Good + Fair + Poor = 0). 
SE: standard error; df; degree of freedom; OR: odds ratio; CI: confidence 
interval.
*p < 0.05

access oral care at the onset of symptoms. Socioeconomic 
factors may also have impacted on attendance which is 
important since these have been associated with poorer 
OHRQoL in children [30]. There may also have been a lack of 
knowledge, by the parents and caregivers, on the significance 
of oral health in relation to general health [17]. This may have 
contributed to the delayed attendance seen in children 
attending the CDHC, since their parents and caregivers are 
responsible for both identifying their oral health need and 
facilitating their dental visit. 

In this study, there were more mothers who attended with 
children without disabilities. When adjusted for other variables, 
mothers reported their children having higher odds of 
experiencing OHIP-14 impacts daily or very often compared to 
fathers and other caregivers. Since mothers have been shown 
to be better proxies in children with special health care needs, 
this may have impacted on the responses in those with 
disabilities [33]. Furthermore, dental caries may significantly 
and negatively impact the OHRQoL [10]. It can also affect 
several dimensions of OHRQoL, including functional limitation, 
physical pain, psychological discomfort, and physical disability. 
This study did not assess the caries experience of the 
population; therefore, we are unable to conclude whether the 
lower OHRQoL was attributable to oral health status or the 
disabilities themselves. However, in 2019 just less than one-
third of the child population had untreated caries of both in 
the deciduous teeth and permanent teeth [34]. Thus, children 
with higher caries experience compared to those without may 
have accounted for the poorer OHRQoL observed. 
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National aspects

In T&T, oral care is available at clinics through private, govern-
ment, and the UWI dental school. In government clinics, oral 
care is provided by dental nurses for children from age 2 to 12; 
and includes preventive, restorative, and extraction services 
[35]. Dental treatment for children over 12, is provided by den-
tists, and is often limited to extractions. There is a long wait time 
at government clinics which do not offer services to children on 
a daily basis. In addition, for those with special needs; the UWI 
SNDC is the only one of its kind, that offers specialised services 
to this population of patients at a reduced or no cost. These fac-
tors combined with the generally high costs of private dental 
care may have accounted for the high utilisation of services at 
the UWI dental clinics for children.

Affordability for dental care is a major issue in T&T, since most 
dental services are accessed through private practitioners in the 
Caribbean nation. The Oral Health Survey of school children in 
T&T, conducted in 2004, showed a higher Decayed, Missing, 
Filled Teeth (DMFT) score in the 6–8-year-olds versus the 12- and 
15-year-olds [36]. Accessibility may also have played a part in 
the children not visiting a dentist previously, since the there are 
few dentists with 15 at public dental clinics and the other 258 in 
private practices in 2006 [36].

Strengths and limitations

This study is the first of its kind in this population and demon-
strated the OHRQoL among the two groups of children visiting 
the university clinics. The groups of children were compared and 
possible confounders were adjusted for in the logistic models. In 
addition, this research used experienced and calibrated examin-
ers to administer the questionnaires with a reliable methodol-
ogy based on similar research in this field. Furthermore, the 
responses from the parents and children were compared, and 
they showed alignment in the OHRQoL. Similar agreement on 
OHRQoL between children and their parents at a group level 
based on the total scores have been observed earlier [37]. The 
inclusion of the option ‘don’t know’ in the questionnaire ensured 
content validity by parents who did not have to presume a 
response or omit it altogether [37]. Although using parents as 
proxies in this study was necessary with many non-verbal chil-
dren, this is a limitation since their knowledge about their chil-
dren’s subjective emotional and social experiences, particularly 
when away from their parents, may not have been fully encap-
sulated in these responses [37]. Given the cross-sectional design 
of this study, these results cannot be used to determine the 
cause-and-effect relationships or be generalised. 

Given that preventive approaches and regular oral health 
examinations may maintain good OHRQoL [6], we propose 
regular dental attendance in rural and urban communities with 
comprehensive treatment. This would be empowered by 
comprehensive oral health education for parents and caregivers, 
and the removal of cost for comprehensive dental care to all 
children, especially those with special needs. These can be 
funded through government and community programmes. 

Conclusions

This research highlighted the OHRQoL of children with and 
without special needs in T&T. The overall OHRQoL was poor, 
especially in those with special needs. However, at the both 
FoVo and OFoVo thresholds and domains: ‘Psychological 
Discomfort’ and ‘Psychological Disability’; children without disa-
bilities in this population had worse OHIP-14 impacts. Delayed 
attendance and cost may have influenced these results. 
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