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Abstract
Objectives: This work attempted to determine the unmet 
dental treatment needs and self-reported barriers to contin-
ued care, in patients with special needs, attending a dental 
teaching hospital in the English-speaking Caribbean. Meth-
ods: A chart audit of patients who were planned for compre-
hensive treatment for the period from August 1, 2015 to July 
31, 2017 was used to determine the types of treatment re-
quired for the sample of patients. Treatment was classified 
as either urgent, preventive, or restorative. Restorative treat-
ment was further divided into operative, endodontic, peri-
odontic, and prosthodontic treatment. Reasons for not re-
turning to the clinic to complete planned treatment care 
were ascertained via a telephone interview. A non-paramet-
ric McNemar change test for related samples at an alpha lev-
el of 0.05 was used to compare planned treatment with com-
pleted treatment. Results: 34% of patients with special 
needs had comprehensive treatment plans developed for 
the period under investigation. Preventive dental treatment 
was included in most comprehensive plans (96.1%). Large 

proportions of patients also required care for periodontal 
disease (65.7%) and operative management of caries (52.9%). 
While there was no significant difference between preven-
tive treatment planned and received, there were significant 
differences in treatment planned and received for all types 
of restorative care. Major identified barriers included cost, 
accessibility, and psychosocial issues. Conclusions: There 
was an unmet need for restorative and periodontal treat-
ment. Major self-reported barriers to dental care included 
cost, accessibility to care in terms of transportation issues, 
and psychosocial issues.

© 2022 The Author(s). Published by S. Karger AG, Basel 
on behalf of NOVA National School of Public Health
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Resumo
Objetivos: Este trabalho procurou determinar as necessi-
dades não atendidas de tratamento odontológico e as 
barreiras auto-relatadas para o cuidado continuado, em 
pacientes com necessidades especiais, atendidos num 
hospital universitário de odontologia no Caribe Anglófo-
no. Métodos: Foi utilizada uma auditoria de gráfico de pa-
cientes com tratamento abrangente planeado para o 
período de 1 de agosto de 2015 a 31 de julho de 2017 de 
forma a determinar o tipo de tratamento necessário para 
a amostra em questão. O tratamento foi classificado como 
de urgência, preventivo ou restaurador. O tratamento res-
taurador foi ainda subdividido em tratamento cirúrgico, 
endodôntico, periodontal ou prostodôntico. Os motivos 
para não voltar à clínica para concluir o tratamento e os 
cuidados planeados foram apurados por meio de entrev-
ista por telefone. Um teste de mudança não paramétrico 
de McNemar para amostras relacionadas a um nível alfa 
de 0,05 foi usado para comparar o tratamento planeado 
com o tratamento concluído. Resultados: Durante o 
período de investigação, 34% dos pacientes com necessi-
dades especiais tiveram planos de tratamento abrangen-
tes desenvolvidos. O tratamento odontológico preventi-
vo foi incluído na maioria dos planos abrangentes (96,1%). 
Um elevado número de pacientes também necessitaram 
de cuidados para doença periodontal (65,7%) e tratamen-
to cirúrgico de cárie (52,9%). Embora não se verifique dife-
rença significativa entre o tratamento preventivo planea-
do e recebido, houve diferenças significativas no trata-
mento planeado e recebido para todos os tipos de 
cuidados restauradores. As principais barreiras identifica-
das incluem: custo, acessibilidade e questões psicossoci-
ais. Conclusões: Houve uma necessidade não atendida de 
tratamento restaurador e periodontal. As principais bar-
reiras auto-relatadas ao atendimento odontológico in-
cluíram custo, acessibilidade ao atendimento por 
questões de transporte e questões psicossociais.

© 2022 The Author(s). Published by S. Karger AG, Basel 
on behalf of NOVA National School of Public Health

Introduction

The American Academy of Pediatric Dentistry 
(AAPD) defines special healthcare needs as “any physical, 
developmental, mental, sensory behavioral, cognitive, or 
emotional impairment or limiting condition that requires 
medical management, health care intervention, and/or 
use of specialized services or programs” [1]. Evidence 
suggests that patients with special needs are at an in-

creased likelihood of oral diseases [2]. This requires den-
tists and dental team members to tailor the expertise to 
individual patients with special needs.

In Trinidad and Tobago, the findings of the most re-
cent national census indicate that there are over 52,243 
persons living with a disability [3]. The School of Den-
tistry of The University of the West Indies (SoD) has a 
dedicated special needs clinic (SNC) that addresses the 
dental needs of patients with special needs as part of a 
competency-based curriculum for the training of dental 
students. At this clinic, patients with varying degrees of 
intellectual, developmental, and physical disabilities are 
treated for urgent or episodic issues or dental needs are 
approached comprehensively. Patients/guardians pre-
senting for urgent and episodic care are encouraged to 
return for comprehensive treatment. Comprehensive 
treatment planning would normally happen after inter-
vention either through pharmacological means or dental 
treatment to alleviate the signs and symptoms of acute 
disease. Anecdotal evidence based on the appointment 
schedules of these patients suggested that many patients 
would attend only for urgent or episodic problems, with 
a smaller proportion of patients having comprehensive 
dental management.

Many persons with special needs frequently experi-
ence barriers to oral health care. Barriers noted in a review 
of the literature include cost, fear or anxiety, the perceived 
need for care, location and distance to health facilities, 
and waiting time [4].

The aims of this study were to (1) determine the treat-
ment needs of patients with special needs attending a 
dental teaching hospital, (2) determine the unmet need 
(treatment gap) in treatment provided compared to treat-
ment planned for patients with special needs, (3) investi-
gate the barriers to the completion of planned treatment 
for patients with special needs.

Materials and Methods

A retrospective chart audit of paper-based dental records was 
conducted of patients attending the SNC of the SoD in the period 
from August 1, 2015 to July 31, 2017. The University’s Ethics Com-
mittee granted an exemption to ethical approval (CEC769/11/18). 
Individual records were included in this retrospective audit once 
the following inclusion criteria were met: a recorded medical his-
tory inclusive of the patient’s disability, a comprehensive treat-
ment plan, working telephone contact included in the records, and 
a patient/guardian who was willing to give consent via telephone 
for a short interview by the principal investigator. Charts were not 
included for audit if the patient or guardian could not be reached 
via telephone or no comprehensive treatment plan was completed 
for the patient.
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Treatment needs were assessed by review of recorded treat-
ment plans. Treatment notes were used to ascertain how much 
treatment was completed. Treatment notes were used to identify 
the difference between planned treatment and the completed pe-
riod over the selected period. Comprehensive treatment plans 
were dissected to understand the relative proportions of various 
types of treatment required, such as continued urgent care, pre-
ventive and restorative treatment.

Urgent treatment in this setting included procedures that allevi-
ate pain, infection, and discomfort, such as extraction, pulpal extirpa-
tion, and prescription of antibiotics and/or analgesics. Preventive 
treatment included oral hygiene instructions and dietary advice to 
the patient and/or guardian, scaling, fluoride application, and the 
placement of fissure sealants. Restorative treatment was further 
parsed into operative treatment to manage dental caries, endodontic, 
periodontic, fixed and removal prosthodontic treatment. The num-
ber of patients requiring a certain type of treatment was calculated as 
a percentage of the total number of patient records audited. Com-
pleted treatment was calculated as a percentage of a particular type 
of treatment completed of the total number of records audited. The 
measured outcomes of interest were (1) type of treatment planned 
and (2) unmet treatment, i.e., treatment not received.

Barriers to care were assessed using a short telephone interview 
format, with one open-ended question, “What prevented you from 
returning to the Special Needs Clinic?” to ascertain the reasons for 
not returning to the clinic to complete care of the planned treat-
ment. The answers were recorded and categorized into main bar-
riers of cost, accessibility, psychosocial issues, dental knowledge, 
perceived clinical competence, and other reasons. Patients/guard-
ians were allowed to state more than one reason for not returning 
for treatment. Individual answers were collated and presented as 
percentages relative to the total number of patients/guardians in-
terviewed.

Data was entered into Statistical Package for Social Sciences 
(SPSS) version 27. Frequency distributions were used to rank types 
of treatment needs and self-reported barriers to care. A non-para-
metric McNemar change test for related samples at an alpha level 
of 0.05 was used to ascertain if there were significant differences 
between treatment required and treatment provided for specific 
types of treatment (unmet treatment).

Results

Of the 300 files assessed during the review period, only 
102 charts (34%) met the inclusion criteria. The remainder 
of patients either could not be contacted (54%) or only re-
ceived urgent treatment (12%). The age of patients in this 
audited sample ranged from 7 to 82 years. Table 1 shows the 
demographic information and types of disabilities of the 
patients whose records were audited. Table 2 shows the per-
centages of types of treatment planned versus the percent-
ages of treatment received together with significance. When 
types of treatment were ranked, most patients required pre-
ventive treatment followed by periodontal, restorative, and 
urgent care in that order. Endodontics and prosthodontics 
– fixed or removable – were treatments least planned for 
patients with special needs. Table 3 lists the percentages of 
self-reported barriers described by patients/guardians in 
completing dental treatment at the clinic. Major identified 
barriers to accessing continued care at this clinic included 
cost, accessibility, and psychosocial issues.

Discussion

Clinical audits can measure patient outcomes and fa-
cilitate quality improvement in healthcare. Dentistry has 
followed the lead of medicine and used clinical audit as a 

Table 1. Frequency distributions of demographic and disability 
information

Number of 
participants 
(n = 102)

Percentage of 
participants (%)

Age
<25 years 43 42.1
>25–50 years 37 36.3
50+ years 22 21.6

Gender
Male 51 50
Female 51 50

Ethnicity
Afro-Trinidadian 41 40.2
Indo-Trinidadian 33 32.4
Mixed 27 26.5
Chinese 1 1

Disability
Developmental 28 27.6
Intellectual 33 32.4
Physical 41 40

Table 2. Percentage of patients showing treatment planned vs. 
treatment received together with significances (p values with 
asterisks indicate significances between planned and received 
treatment)

Treatment 
planned (%)

Treatment 
received (%)

p value

Emergency 48 40.2 0.15
Preventive 96.1 93 0.25
Periodontal 65.7 55.9 0.01*
Operative 52.9 33.3 0.00*
Endodontic 13.7 6.9 0.02*
Prosthodontic 9.8 3.9 0.00*
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measure to ensure that care is being provided in line with 
best care standards [5]. Specifically, clinical chart audits 
can ensure that quality improvements in patient manage-
ment are continuous and align with quality care for all 
patients [6].

Within the competency-based curriculum, at the SoD 
students are taught to comprehensively manage the den-
tal needs of patients holistically, taking into consideration 
other factors such as the medical and social health of the 
patient. Within the clinical teaching curriculum, all pa-
tients should be planned for comprehensive treatment or 
encouraged to return for comprehensive treatment plan-
ning and care.

This clinical audit of treatment plans for patients with 
special needs revealed that preventive treatment was 
planned for most patients attending the clinic. Vozza et 
al. discuss the general principles of health promotion and 
disease prevention when individualized risk assessment 
is taken into consideration [7]. Comprehensive treat-
ment planning for patients with special needs that incor-
porates risk assessment in formulating treatment plans 
including prevention can facilitate acceptance of treat-
ment plans by patients and guardians. The audit revealed 
that most patients who had been planned to receive pre-
ventive care did have such care delivered. This augurs 
well for this population being studied given that recent 
evidence suggests that persons with special needs con-
tinue to demonstrate a high risk for the development of 
oral diseases [8]. This is evidenced by high prevalence 
rates of oral diseases ranging from 48 to 67% depending 
on age [8]. Preventive treatment in a population of pa-
tients with special needs would most likely also have 
higher rates of acceptance amongst both patients and 
guardians, similar to a population of younger children, 

given the noninvasive nature of preventive treatment 
strategies [9]. It would be particularly relevant for the 
groups of patients with intellectual disabilities who have 
higher reported issues in dealing with dental procedures 
[10].

There was no statistically significant difference be-
tween patients who had planned and received future ur-
gent care. This meant that most patients requiring future 
urgent treatment received such treatment. This contrasts 
with reported literature, where many patients with devel-
opmental and intellectual disabilities require urgent man-
agement under general anesthetic due to a lack of coop-
eration with dental personnel [11, 12]. This could be ex-
plained by the sample of patients under review. Patients 
with physical disabilities are more likely to be cooperative 
compared to those with intellectual disabilities to sit for 
comprehensive examination and treatment planning. 
This statistical non-significance between planned and re-
ceived urgent care could be attributed to the relatively 
high percentage of persons (40%) with physical disabili-
ties only in this sample.

The treatment needs of this audited population align 
with that of other studies and local populations of pa-
tients with special needs [13]. This audit confirmed that 
patients with special needs had treatment needs consis-
tent with high rates of caries and periodontal disease 
[14]. Statistically significant differences were noted in 
planned and received treatment for operative dentistry, 
periodontics, endodontics, and prosthodontics, meaning 
that such planned treatment was not received. Generally, 
special needs patients with developmental or intellectual 
disabilities receive restorative care such as placement of 
restorations and periodontal management under general 
anesthesia [15]. In this clinical audit, patients with intel-
lectual and developmental disabilities accounted for 60% 
of patients with special needs. At the SoD teaching hos-
pital, services requiring general anesthesia are not read-
ily available for patients with special needs and dental 
services under general anesthesia must be rationalized 
within a wider and under-resourced hospital setting in 
terms of operating room availability and trained anesthe-
tists.

Significant observations in unmet need could also be 
attributed to self-reported barriers to access continued 
care. Cost of care was reported as the main self-reported 
barrier. Although the cost of dental services at the SoD is 
heavily subsidized as compared to treatment at private 
dental offices, 34.5% of patients still found that the cost 
was prohibitive. Some parents and patients noted the 
lack of insurance and government assistance/grants 

Table 3. Self-reported barriers to continued dental treatment

Barrier No. of 
responses

Percentage (%) 
of responses

Cost 35 34.3
Accessibility 34 33.3
Psychosocial issues 22 21.6
Dental knowledge 19 18.6
Treatment duration 7 6.9
Clinical competence 3 2.9
Other

Waiting time 2 2.0
Dental fear 2 2.0
Recall 2 9.8
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made it impossible to pay for patient care or prioritize 
over medical health care. This is in contrast to other ju-
risdictions where dental management of patients with 
special needs is fully funded by government agencies 
[16].

Approximately one-third of the respondents indicated 
that accessibility was a major challenge, specifically the 
distance to the clinical facilities, cost of transportation, 
and lack of transport. This is in keeping with the work of 
de Gutierrez et al., who suggested certain patients with 
special needs, such as those with cerebral palsy, report 
greater physical barriers in accessing dental care [17]. de 
Gutierrez, however, did not find transportation to be a 
major barrier to accessing dental care by patients with 
special needs [17].

Psychosocial issues were identified in 21.6% of respon-
dents as a barrier to continuing treatment. These issues 
may be defined as concerns involving or relating to both 
the social and psychological aspects of a patient’s and/or 
guardian’s life such as occupational or financial stress or 
perceptions of need [18]. Patients and guardians stated 
illnesses, lack of time off from work, no familial support 
system, and dental fear or patient behavior as some of the 
psychosocial issues which prevented them from return-
ing for treatment.

Exactly 18.6% of respondents to the telephone inter-
view reported unawareness that further treatment was 
planned or did not understand the importance of further 
planned dental care. This highlights the importance of 
communication with patients and caregivers regarding 
holistic dental management. Communication must also 
include oral health education and promotion with an em-
phasis on the importance of returning for continued care 
to mitigate against further severe disease.

Only a small proportion of respondents listed dissat-
isfaction with the perceived clinical competence of den-
tal students, interns, or dentists providing treatment. 
This could be related to the fact that care happens with-
in the confines of a teaching hospital. Dental manage-
ment of patients with special needs within the SoD is 
facilitated mainly with the use of behavioral manage-
ment and modification of treatment strategies. Since 
students themselves are now learning these strategies, 
patient management can take long periods. The expo-
sure of dental students to patients with special needs in 
the undergraduate curriculum however can improve 
future access of patients with special needs to dental 
care [19].

Limitations of the study include the use of a non-prob-
ability or convenience sample of patients attending a sin-

gle clinic. Such sampling frameworks can reduce the ex-
ternal validity of the study and not make the study’s find-
ings broadly generalizable to the wider population. Since 
only 34% of all available charts were included for audit 
based on the inclusion criteria this could lead to selection 
bias. In this instance given that the sample of patients be-
ing reviewed formed less than half of all patients seen dur-
ing this period, a true and complete representation of per-
ceived barriers was not captured by this research. For this 
reason, the authors suspect that unmet dental treatment 
need is much higher and additional identified barriers of 
care could be uncovered. Future research should focus on 
assessing the treatment needs and perceived barriers to 
care of a greater proportion of patients attending the 
SNC.

Conclusions

This retrospective chart audit revealed that patients 
with special needs attending the SoD for dental treatment 
had mainly preventive and urgent treatment completed 
at the SNC. There was an unmet need for restorative and 
periodontal treatment. Major self-reported barriers to 
dental care included cost, accessibility to care in terms of 
transportation issues, and psychosocial issues. Provision 
of preventive care can mitigate against the development 
of future dental disease; however, strategies need to be 
developed to understand how other identified treatment 
needs of patients with special needs can be addressed to 
alleviate disease progression
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