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ABSTRACT
Cerebral palsy (CP) can be considered a group of disorders
of movement and posture, and it is not attributed to progres-
sive problems occurring in the brain during the fetal period
and the baby, resulting in difficulties in functional abilities.
These functional deficits, as a rule, cause affect the quality of
oral health and quality of life of these patients. This article
presents a literature review on the systemic and dental as-
pects of individuals with cerebral palsy, emphasizing con-
ceptual, epidemiological and clinical aspects, in order to im-
part knowledge to health professionals and thus try to im-
prove attention to overall health in this population group.
However it was concluded that not just impart knowledge it
is necessary also the implementation of public policies that
address the promotion, prevention and improvement of spe-
cialized services for these patients, together with inter-actions
of health that contribute to comprehensive care and im-
provement of services.

KEYWORDS: Socialization, oral health, prevention, move-
ment disorders.

1. INTRODUCTION
Patients with special needs are people who have any

kind of limitation that makes them need special service for
a certain period of your life or even for their lifetime1.
Within this group, are inserted patients with Cerebral Pal-
sy (CP), those patients with brain lesions defined with
nonprogressive disorders of movement and posture. Is
commonly associated with epilepsy as well as abnormali-
ties of speech, hearing, vision, and mental retardation2.

The prevalence of CP hovers around one to two per
1,000 live births Individuals. Any agent capable of injur-
ing the brain during the ripening process of the nervous
system can cause CP2. Regarding prenatal factors in the
general population, estimated to CP Occurs in 35% of
cases, 45% perinatal, and postnatal 15%. Prenatal causes
are related to injuries resulting from the time of fertiliza-
tion until birth, can be determined by viral, parasitic and
genetic malformations neuropathies. Concerning to neo-
natal causes have as causes neonatal anoxia, intracranial

hemorrhage, infection, cranial trauma, prematurity and
low birth weight. Regarding to postnatal causes, from
birth to early childhood, predisposing factors are: menin-
geal infection, encephalitis, cerebral vasculitis and viral
infections such as rubella, cytomegalovirus, herpes virus,
among others3.

Patients with CP present varying degrees of cerebral
functional impairment, such change affects mainly manual
dexterity consequently it fails properly to sanitize the oral
cavity, which provides a greater plaque buildup. Therefore
individuals with CP can be considered as high risk for oral
diseases primarily for periodontal disease4,5.

Intellectual impairment in individuals with CP makes
them unable to understand the importance of oral hygiene
for the control and prevention of oral diseases, preventing
the necessary motivation for effective removal of plaque6,7.
Researchers have suggested the creation of preventive
educational programs, mainly for the control of periodon-
tal disease through education of parents and guardians,
motivating them to take care of oral hygiene, explaining
the importance of reducing the accumulation of dental
plaque to prevent the appearance of inflammatory perio-
dontal disease8.

Periodontal disease represent one caused multifactorial
infection, often from the biofilm accumulation and, de-
pending on its location in the oral cavity, can favor the
proliferation of anaerobic microorganisms inside the
formed bags in consequence this pathology results in a
local production of cytokines, interleukins and prostaglan-
dins as well as in the induction of synthesis of specific
antibodies9.

Long ago, it is related to periodontal disease and other
systemic changes being considered, even as a risk factor
for the onset of atherosclerosis and other cardiovascular
diseases10.

This study through the literature review is to empha-
size the clinical and dental aspects of patients with cere-
bral palsy, emphasizing conceptual, epidemiological and
clinical aspects, in order to impart knowledge to health
professionals and thereby trying to improve health care
overall this population group requiring special service.
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2. MATERIAL AND METHODS
To conduct the Literature Review, extensive research

was carried out in LILACS, BIREME, SciELO and
MEDLINE, using the following search terms: cerebral
palsy, dentistry, medical condition and cerebral palsy.

A total of 1,000 articles published among the years
1980-2013, however only 28 articles were selected found.
It was used as inclusion criterion items that emphasized
the conceptual, epidemiological and clinical features of
patients with CP and had the purpose of transmitting
knowledge to health professionals.

3. LITERATURE REVIEW
Systemic aspects of Individuals with
Cerebral Palsy

In the last two decades, the great advances in imaging
technologies and research in the basic sciences enabled
researchers a different look at the brain of infants and
children with CP. Bad structural formations, damage areas
and genetic mutations associated with abnormal fetal brain
development offers clues about what might be going
wrong during brain development to cause changes that
lead to the CP11.

The CP can result from brain injuries that occur during
the prenatal, perinatal or postnatal. Seventy to eighty per-
cent of PC cases are acquired in the prenatal period and of
unknown causes. Currently, it is estimated that approxi-
mately 6% of patients with congenital cerebral palsy oc-
curred due to birth complications, including asphyxia12.

Are considered neonatal risk factors for PC prematuri-
ty at birth less than 32 weeks gestation babies weighing
less than 2.5 kg, delayed intrauterine growth, intracranial
hemorrhage and trauma. About 10% to 20% of patients
acquire cerebral palsy after birth, brain injury, mainly due
to bacterial meningitis, viral encephalitis, hyperbiliru-
binemia, collision vehicle accidents, falls, or domestic
violence, child abuse13.

Cerebral palsy was classified according to their ana-
tomical and clinical aspect, emphasizing the motor symp-
tom, which is the main element of the clinical picture.
According to the National Institute of Neurological Dis-
orders and Stroke (2013)12, we have the following break-
down: Spastic or Pyramid, Choreoathetosis or Extrapy-
ramidal, Ataxic and Mixed12.

Seventy to eighty percent of individuals with cerebral
palsy with clinical features of spasticity with extensor
muscle hypertonia and adductor of the lower limbs, in-
creased deep tendon reflexes, tremors, weakness, and the
spasticity of the lower limbs is very intense, results in the
position scissor, to try to put the patient standing. The ath-
etoid type or dyskinetic cerebral palsy affects 10-20% of
patients with characteristic involuntary movements where
can be observed changes in muscle tone of dystonia type,
with variations more or less, during the move or in main-

taining posture. Abnormal increase in slow movements
and contortions of the hands, feet, arms or legs, are exac-
erbated during periods of stress and absent during
sleep4.14-17.

The rarest form is ataxic cerebral palsy, which occurs
in 5 to 10% of patients and predominantly affect the bal-
ance and coordination. These patients roam with a broad
base of gait and tremors that have complicated the per-
formance of daily activities that require fine motor skills.
In the ataxic forms there are important alterations of bal-
ance and motor coordination, associated with clear muscle
hypotony. Mixed forms are characterized by different
combinations of pyramidal, extrapyramidal motor disor-
ders, ataxic-pyramidal or pyramidal, extrapyrami-
dal-ataxic17.

In addition to the loss of motor functions, most CP
cases involving losses of intellectual, hearing, visual or
sensory. In severe cases, the carrier rigidly assume the
fetal position, presented in communication disability and
total dependence. Already, other patients at a moderate
level PC, have a mild lack of motor coordination. As for
the intellectual involvement, 30% of those affected by CP
have mental retardation, with intelligence quotient (IQ)
below the mean, others may be educated reaching a satis-
factory intellectual performance16.

In order to have a development on activities that stim-
ulate your potential, you need to motor stimulus, sensory,
auditory and visual, and in this respect, the family is fun-
damental18. However, not always the family is prepared to
take care of a patient with cerebral palsy. Mothers, who
are usually the primary caregivers, can have a negative
impact on their health and quality of life, but it is not yet
possible to say whether the clinical and demographic fac-
tors are decisive for this loss. A recent study evaluated the
quality of life related to health (QVRS) of mothers of
children and adolescents with cerebral palsy (CP) com-
pared to mothers with healthy children. Mothers of chil-
dren and adolescents with CP have physical and mental
negative impact on QVRS compared with mothers of
healthy children and adolescents19. The higher the intensi-
ty of depressive symptoms, the greater the impairment in
QVRS mothers. Maternal age, patient's age, maternal ed-
ucation, employment and some dimensions of QVRS son
revealed association with maternal QVRS19.

According to Miura (2007)20 not only the family, but
everyone involved in various areas such as Dentists,
Physiotherapists, Speech Therapists, Psychologists, Doc-
tors, Occupational Therapists, Teachers, social workers are
essential to form a multidisciplinary team able to promote
the greatest degree of possible independence, respecting
the neurological potential of each.

The focus of rehabilitation treatment was recently
transferred to the neurological rehabilitation in response to
growing evidence of neuroplasticity. This approach aims
to improve the development and function, taking ad-
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vantage of the innate ability of the brain to change and
adapt over the life of the patient. As the life expectancy of
individuals with cerebral palsy is similar to the general
population, therapies must be developed to meet the needs
of older adults with this deficiency21.

Dental Aspects
There is no specific oral diseases associated with CP.

Frequent oral diseases are the same that afflict the popula-
tion in general. They differ in the approach and the tech-
niques to develop dental treatment22. Dental caries, gingi-
val changes, occlusion problems, enamel hypoplasia,
bruxism and dental trauma are some of the most frequent
oral manifestations and severe in individuals with CP due
to motor difficulties presented by the majority of these
patients23.

Altered dietary patterns, as frequent intake of carbo-
hydrates and adding substances "thickeners" milk are
common in the daily lives of individuals with CP. Other
predisposing factors for tooth decay are: inability to per-
form their own oral hygiene, pasty diet, prolonged reten-
tion of food residues in the oral cavity by inability of lan-
guage to promote the self-cleaning of the mouth after
feeding, dental occlusion disorders and hypoplasia enam-
el22,23,24.

In 2005 a group of 124 non-institutionalized patients
with CP underwent assessment of primitive reflexes and
pathological children and its effect on tooth decay and oral
hygiene25. The presence/ absence of the primitive oral
pathological reflexes of sucking, swallowing, biting and
coughing was evaluated by observing the reaction of pa-
tients after a stimulus. The authors suggest that the more
severe are the most frequent neurological damage is the
presence of bite reflex and consequently the greater the
risk of oral diseases in the population because of the diffi-
culty in performing adequate oral hygiene25.

Guerreiro & Garcia (2009)2 conducted an epidemio-
logical survey in order to determine the oral health status
and associated factors in 41 children with cerebral palsy.
The variables were socioeconomic factors, risk factors for
the development of oral diseases, access to dental care,
caries index, periodontal disease, malocclusion and dental
fluorosis. The children assessed were aged from one to
twelve years. The authors concluded that children with
cerebral palsy showed high levels of gum damage and
caries experience, mainly in the primary dentition and
severe malocclusion in most cases. The study shows that
in addition to quantitative need for care, it is also neces-
sary to improve the quality of consultations of these pa-
tients. Almost all of the subjects who had access to dental
care showed no satisfactory treatments. Take into account
the difficulty of access and lack of resolution of accumu-
lated demands, it is important that it be made available not
only for this population, but for all persons with disabili-
ties, appropriate location, and public action programs in

oral health integrated with multidisciplinary actions2.
Huang et al. (2010)27 evaluated the state of oral health

and treatment needs of institutionalized children with cer-
ebral palsy in Taiwan. Were examined 345 children with
cerebral palsy aged ≤ 18 years, residents in the institutions.
The dental examination was performed according to the
criteria of the World Health Organization protocol. The
index of primary teeth decayed, extracted or filled
(CPO-D) for children with cerebral palsy with 5 years of
age was 7.00 ± 6 73, the rate of permanent teeth decayed,
missing and filled (CPO-D), for ages from 12 to 18 years
was 2.50 ± 3.17 and 7.42 ± 5.48, respectively. The need
for dental treatment increased with increasing age and
degree of disability. The researchers suggest the need to
promote education in oral health of parents, cares and
nurses, and integrate prevention programs from childhood,
encouraging dentists to create a dental care system to this
disabled population27.

Patients with cerebral palsy have a reduced function of
self-cleaning of the oral cavity because of the difficulty of
swallowing his own saliva and abnormal movements of
the tongue and facial muscles. To minimize this problem,
one must give greater importance to the microbiological
and clinical diagnostics to detect patients who have higher
risk of developing periodontitis25.

In a recent study evaluated the existence of an associa-
tion between attention/executive functions and develop-
ment of dental caries in individuals with cerebral palsy
(CP)28. Seventy-six children with CP were selected from a
physical rehabilitation center in a school that serves chil-
dren with this disability. The control group consisted of 89
children without neurological impairment. The socioeco-
nomic status, the presence of teeth with cavities, the de-
gree of motor impairment and intellectual, executive func-
tions and attention were evaluated. The average age of
participants was 8.9 years (DP = 3.56). The CP group had
a significantly lower performance (p <0.05, Mann-Whit-
ney test) compared to the control group. Based on clinical
diagnosis (CP or control group), intellectual and motor
impairment function, the important explanatory variables
for the presence of teeth with cavities were evaluated in
Complex Figure Rey Test (OR = 0.941) and the subtest of
Digits Range of Wechsler Intelligence (OR = 0.581). The
authors concluded that, after controlling intellectual func-
tion, clinical diagnosis and motor impairment, deficits in
executive functions and attention increased the chances of
tooth decay development in children with cerebral palsy28.

4. CONCLUSION
After the moment that can classify the type of cerebral

palsy that the person has the etiology and the problems
associated with them, you can develop a plan of treatment
and/or monitoring able to maintain oral and general health
of these special patients.

However it was concluded that it is not just impart



Hanna et al. / Braz. J. Surg. Clin. Res. V.13,n.2,pp.35-38 (Dec 2015 – Feb 2016)

BJSCR Openly accessible at http://www.mastereditora.com.br/bjscr

knowledge it is also need to make the implementation of
public policies that address the promotion, prevention and
improvement of specialized services for these patients,
together with inter-actions of health that contribute to
comprehensive care and improvement of services.
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