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THE TERM
IOM is known by alternative terms by both 
the international dental community (Table 1), 
and by the indigenous populations, depend-
ing on the country in which it is practised 
(Table 2). Traditionally, among tribes, there 
are many terms for IOM (Table 3).

More recently, Mogensen coined the term 
‘germectomy’ in Uganda, for a more radi-
cal form of practice involving removal of 
primary canines and / or permanent tooth 
germs6–7 which led to missing, impacted or 
malformed permanent canines.

HISTORY
The historical origins of IOM is unknown, 
although canine enucleation has been well 
described in many regions of Africa.8

It is speculated that the practice was intro-
duced to East Africa by colonial dentists and 
subsequently adopted by traditional healers.9 
Incising the gingiva over an erupting tooth 
as a means of decreasing pain was promoted 
in Europe by Joseph Hurlock in 1742 and 
then continued into the twentieth century.9

It was first reported in the 1930s in the 
Neur pagan tribes of Nilotic in Sudan, 
Africa4,6,10 where primary canines of infants 
were enucleated with a piece of iron. In the 
1960s, it was reported among the Maasai, in 
Kenya and subsequently spread to Uganda 
and Tanzania.4 It was later introduced in 

BACKGROUND
There has been increased media coverage 
and published literature about female geni-
tal mutilation (FGM) in the UK and world-
wide,1–3 but very little is known about infant 
oral mutilation (IOM).

We aim to highlight the practice of this 
traditional healing practice involving the 
mouth. This is particularly prudent in light of 
recent increased mobilisation and immigra-
tion from Africa to developed countries over 
the last 20 years.4–5 These young children 
may present to general dental practition-
ers with complex dentitions as a result of 
IOM. This traditional practice is mainly per-
formed in children in Eastern Africa which 
involves the ‘gouging out’ of tooth germs, 
and is carried out by village healers for what 
they deem as medical intervention. We wish 
to raise awareness of this condition and the 
recognition of the dentoalveolar complica-
tions which may present later in life.

Infant oral mutilation (IOM) is a primitive traditional practice involving the ‘gouging out’ of an infant’s healthy primary 
tooth germs. This can lead to transmission of blood-borne diseases such as HIV/ AIDS, septicaemia and death. Other 
complications include eradication and/ or malformation of the child’s permanent dentition. IOM is usually performed by 
village healers in low income countries as an accepted remedy for common childhood illness. The gingival swelling of 
the unerupted teeth is mistakenly thought to indicate the presence of ‘tooth worms’. Crude methods to remove these are 
employed using unsterile tools. IOM has been reported in many African countries. More recently, some immigrants living 
in high income countries, such as the UK, have shown signs of IOM. Our aim is to raise awareness among clinicians about 
the existence of IOM practice being carried out among respective African immigrant groups. We encourage clinicians, 
particularly those working with paediatric patients to inform parents and carers of children with a history of IOM about 
the risks and consequences. As part of child safeguarding policies, dental practitioners and health care professionals should 
intervene if they are aware of any perceived plan that IOM is to be carried out in the future.

1Speciality Doctor; 4Oral and Maxillofacial Consultant, 
Oral and Maxillofacial Head and Neck Surgery Depart-
ment, Homerton University Hospital NHS Foundation 
Trust; 2Principal GDP, Whitehall House Dental Practice, 
Dorset, BH21 3RH; 3Retired GDP.  
*Correspondence to: S. Girgis 
Email: sandra.girgis@nhs.net 

Refereed Paper  
Accepted 19 February 2016 
DOI: 10.1038/sj.bdj.2016.264  
©British Dental Journal 2016; 220: 357-360 

•	 IOM is a primitive traditional practice 
involving the ‘gouging out’ of an infant’s 
healthy primary tooth germs

•	 IOM can lead to systemic complications 
and irreversible damage to the permanent 
dentition

•	 IOM identified in the UK should be 
considered a child safeguarding issue
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Table 1  Alternative terms for Infant Oral 
Mutilation. Reproduced from Gollings and 
Longhurst, Dentaid, 201325

Dental mutilation

Milk tooth extraction

Deciduous canine tooth bud enucleation (DCBE)

Primary canine enucleation

Canine follicle extirpation

Primary canine enucleation

Dental ablation

Tooth bud extraction

Tooth bud gouging/enucleation

Table 2  Traditional terms for Infant Oral 
Mutilation. Reproduced from Gollings and 
Longhurst, Dentaid, 201325

Ethiopia Killer canine extraction

Kenya Worm tooth extraction

Somalia Ilko dacowo

Sudan Lugbara teeth extraction

Haifat

Tanzania Nylon/plastic  teeth removal

Uganda Ebinyo,
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southern Sudan by refugees from Uganda 
and neighbouring countries.4,6,9

AVETIOLOGY
IOM is essentially based on a cultural belief 
that the swelling in the area of the gums 
associated with un-erupted primary teeth 
causes illnesses such as diarrhoea, prolonged 
fever, vomiting, loss of appetite, dehydra-
tion, infectious diseases,11–16 gastroenteritis,4 
aspiration bronchopneumonia,17 and growth 
retardation.18 Other reported reasons for such 
practice include general malaise or ill health, 
itching gums, crying with an unknown cause 
and failure to suckle.9,19

The perceived medical benefits of IOM 
range from preventing and treating bodily 
symptoms to prevention of the death of the 
baby.6,20 This tends to be more common in 
rural areas, with a less educated population 
and lower socio-economic status.13,16,21–23

The practice of IOM is deeply rooted 
in people’s beliefs and is therefore chal-
lenging to modify or change.21 A study by 
Nuwaha et al. of 215 heads of households 
concluded that more than 80% of respond-
ents used traditional medicine alone or 
in combination with modern medicine to 
treat ‘false teeth’21 in the Bushenyi district of 
Uganda. In Tanzania, Kikwilu et al. report 
that more than 50% of parents took their 
children to a traditional healer after receiv-
ing advice from esteemed members of their 
communities.20 

Kenyan focus groups with mothers of 
Maasi infants older than two years revealed 
that canine tooth buds are thought to be 
associated with bad spirits that cause diar-
rhoea and vomiting, and IOM would provide 
a cure.18 

The underlying causes for such supersti-
tious beliefs is lack of education, poverty, 
lack of belief in medical practice and a lack 
of basic medical infrastructure.19 

In various regions of Africa there have 
been several interventions condemning 
IOM. In Tanzania, since 1983 there have 
been public addresses by political leaders 
and the use of mass media for health edu-
cation messages. In Kenya, non-govern-
ment organisations (NGO), such as Kinga 
Africa, provide free health education and  
awareness of IOM.

In the UK, the oral health charity Dentaid 
has been committed to the eradication of 
IOM since 1999 and in 2008 an action group 
against IOM was set up to examine this com-
mon malpractice and evaluate ways of pre-
venting it.24

However, sociological and environmen-
tal factors are on-going and need to be 
addressed.20 In the west, cultural and deep-
rooted beliefs are challenging to address, 
particularly in migrant communities. IOM 
will continue outside of the native settle-
ments if the healthcare professionals in 
high income countries are not aware of  
its existence. 

PREVALENCE
The practice of IOM has been reported in 
many African countries including Republic 
of the Sudan,  South Sudan, Tanzania, 
Kenya, Ethiopia, Uganda, Somalia, DR 
Congo, Burundi, Chad, Rwanda and Burkina 
Faso.25

IOM is not confined to communities in 
Sub-Saharan Africa, but is now recognised 
and reported in many western countries.26 
There are reports of prevalence of traditional 
extraction of primary canines in Ethiopian 
Jewish children living in Israel (1994), 
Ethiopians living in Sweden (1999), and 
Somali children living in the United States 
(2000).6 Other cases of IOM have also been 
reported in Norway, France, Australia, and 
New Zeland.13,27–28

In the UK, IOM was more common 
among UK‑born children with immigrant 
Somali mothers who did not speak English 
and were from rural and less educated 
communities.8 

Table 3  Traditional terms for ‘tooth worms’. Reproduced from Gollings and Longhurst, 
Dentaid, 201325

DR Congo Dents de refugies (refugee teeth)/ plastic teeth/ false teeth
Meno plastique/ Meno ya ware fugee

Ethiopia Killer canine

Kenya Worm teeth
Plastic teeth, Lacmarach (false teeth)
Kelek ab oik (devil/ satanic teeth)
Abua (devil teeth)
Ebisara (devil teeth)

Somalia Ilko dacowo (fox teeth)

Sudan Lugbara/ Lugwara teeth
Telek
Killer canine
Tooth worm

Tanzania Nylon/ plastic teeth
Lawalawa
Meno ya nailoni (nylon teeth)
Meno ya plastiki (plastic teeth)
Ibino

Uganda Ebinyo  (false teeth)/ Ebinnyo
Two lak
Gidog
Lake jo marak/ Lakijo marach (bad teeth)
Gira kwanya (that which is removed)
Ikela/ Icela 
Ebiino/ Ebino
Bino
Killer canine

Fig. 1  A type of instrument known as an 
empindu to carry out IOM

Fig. 2  A child with a history of IOM

Fig. 3  A Kenyan girl with an orthodontic 
complication following IOM as a child
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Offspring of parents who had emigrated 
from Ethiopia 15–20  years earlier have 
been reported to have greater prevalence of 
missing primary canines and dental defects, 
when compared with the native Israeli par-
ents living in the same low socio-economic 
neighbourhoods.27 

The lack of accessibly to healthcare for 
these communities may be explained by 
the stress of migration which can lead to 
depression, reduced self-confidence, per-
sonal and family crises, low utilisation of 
health services, and unfavourable health 
behaviour.27

THE PRACTICE
IOM is usually carried out by a village 
healer30 with no formal medical training, 
but is recognised by the local community as 
competent to provide health care by using 
vegetable, animal and mineral substances 
and methods in treating disease and disabil-
ity.31 They are a well-established institution 
and are often esteemed members of their 
villages.19

A village healer is a highly recognised, 
respected older woman, family member, 
priest, teacher, religious healer or the tribal 
head,20 who makes a living from ritualistic 
practices like IOM.4,9

IOM is performed in non-sterile condi-
tions using basic sharp instruments such as 
regular knives, razor blades, bicycle spokes, 
finger nails and hot nails without anaesthe-
sia (Fig. 1).4,11,19,26,32–34 

TEETH AFFECTED
The most commonly affected teeth are man-
dibular canines9–10,13,32–34 followed by lateral 
incisors.32 This is due to the fact that man-
dibular primary canine tooth germs are eas-
ily noticed as the whitish buldges.30

Village healers note the pale mandibular 
canine swelling to be abnormal and a cause of 
the child’s illness.30 The tooth follicles resem-
ble worms to some village healers as they are 
soft mineralised masses of tissue (Fig. 2).20

In all cases tooth buds are extracted bilat-
erally9–10,27,30 and affected children would 
have either two or four missing primary 
teeth; more than four in rare cases.30

It is usually performed on children under 
one year of age and affects both boys and 
girls equally.18,30

In Uganda, procedures are carried out 
from six months to three years of age6 with 
the peak ages between 4–18 months.4

COMPLICATIONS OF IOM
Complications of IOM can be systemic and 
local (dentoalveolar).

The systemic complications of IOM 
include anaemia, pneumonia, meningitis, 
tetanus, as well as risk of transmission of 
blood born infections such as hepatitis B, 
and HIV. In severe cases septicaemia can lead 
to death.8,13,20–21,26,30,32

A Ugandan study reported 21% of paediat-
ric admissions were caused by the effects of 
treatment for ‘nylon teeth’ resulting in death.34 
Other complications are listed in Table 4.

Although IOM is carried out in the early 
primary dentition, detrimental and irrevers-
ible impact on the permanent dentition can 
occur later in life (Fig. 2,3).

Enamel hypoplasia with circular hypoplas-
tic defects of the labial surface of the man-
dibular crown,8 and malformation of canines 

and adjacent teeth have been reported.27 
Other dentoalveolar complications include 
retention of primary lateral incisors, mid-
line and occlusal discrepancies, displacement 
and impaction of permanent teeth, ectopic 
eruption, development of peg-shaped and 
invaginated teeth, transpositions, and early 
eruption of permanent teeth where primary 
buds were removed.27

In a study by Hanssanli et al. 87% of chil-
dren had undergone extraction of mandibu-
lar primary and permanent central incisors 
in a dental cast study of 6–8 and 12-year-
old Kenyan children. When compared 
with other comparable groups, there was a 
marked decrease in inter-canine distance, 
mandibular anterior arc circumferences and 
mandibular length.35 Other complications are 
listed in Table 5.4–6,8,20,26–27,33,35 

CHILD PROTECTION AGAINST IOM 
– GLOBALLY AND IN THE UK
It is well established that the practice of 
Female Genital Mutilation (FGM) has been 
a criminal offence in the UK since 1985 
(Prohibition of Female Circumcision Act). 
This has now been superseded by a 2003 act 
where it is now an offence for any person in 
England, Wales and Northern Ireland to per-
form FGM; or assist a girl to carry out FGM 
on herself. This includes non-UK nationals 
or residents performing FGM outside the UK 
on a UK national or permanent UK resident. 
This is, in fact, punishable by a prison sen-
tence between 4–14 years.36

No such law exist in the UK for IOM. 
Healthcare professionals may not be aware 
of IOM due to the limited literature and 
publicity.

In the United National Convention on the 
Right of the Children in 1989, world leaders 
agreed the rights and protections of children 
(under 18 years of age) globally.37

In the UK, NHS England published a 
framework intended to support NHS organi-
sations to fulfil their statutory child safe-
guarding duties.38

As a dental profession, we share the 
responsibility of upholding the welfare of 
children and we are governed by the General 
Dental Council’s standards guidance. This 
clearly states that the dental team has an 
ethical obligation to take appropriate action 
if concerned about the possible abuse of  
a child:

‘Find out about local procedures for the 
protection of children and vulnerable adults. 
You must follow these procedures if you sus-
pect that a child or vulnerable adult may be 
at risk because of abuse or neglect.’39

The Care Quality Commission also outlines 
safety standards and regulations required to 
be met by dental service providers:

Table 4  Systemic complications of IOM

Death

Diarrhoea

Fever

Vomiting

Septicaemia

Anaemia

Pneumonia

Meningitis

Tetanus

Uncontrolled bleeding

Blood born infections (HIV, Hep B)

Contamination of wounds

Table 5  Dento-alveolar complications of IOM

Missing primary and/or permanent incisor and 
canine teeth

Missing/ dilacerated lateral incisors

Enamel hypoplasia of canine/ adjacent teeth

Unusual/ectopic incisor and canine tooth positions

Malformation of canine teeth

Early eruption of permanent teeth

Canine transposition

Development of peg-shaped and invaginated teeth

Rotations

Eruption deviations

Retention of primary lateral incisor

Odontomes

Reduced mandibular dimensions/arch width

Midline and occlusal discrepancies

Osteomyelitis

Noma

BRITISH DENTAL JOURNAL  VOLUME 220  NO. 7  APR 8 2016� 359

© 2015 British Dental Association. All rights reserved



GENERAL

‘Ensure that government and local guid-
ance about safeguarding people from 
abuse is accessible to all staff and put into 
practice.’40–41

IOM is a harmful practice with negative 
consequences including death. It requires a 
long-term and sensitive approach by clini-
cians, and discussion among African parents 
and carers who often have deeply rooted 
cultural beliefs. Simplistic health education 
approaches that are available in the west 
may not be sufficient to change their tradi-
tional ritualistic beliefs. Trained and skilled 
counsellors with an in-depth understanding 
of African cultures are needed to tackle these 
negative cultural beliefs and practices, often 
mistaken as a medical intervention. Like 
FGM, IOM should be made a child protection 
issue not just in the UK, but also in African 
countries in order to raise the awareness of 
this harmful practice.

CONCLUSION
Healthcare professionals practising dentistry 
in the UK often provide a service in richly 
diverse and multi-ethnic communities. IOM 
should be considered when patients present 
with dental anomalies, particularly affect-
ing the canines, without an obvious cause. 
We should recognise the odontogenic seque-
lae and complications of IOM, particularly 
among those who are African refugees or 
migrants.

A sensitive approach and communica-
tion from clinicians is essential in educat-
ing the parents and carers, as they often 
hold deep seated core values and cultural 
traditions. Should a dental practitioner or 
healthcare professional perceive possible 
planned IOM to be carried out in the par-
ents’ native country, it should be managed 
in accordance with the child’s safeguard-
ing policies.
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