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Summary.

 

Objectives

 

.

 

Caries relapse after treatment of early childhood caries (ECC) under general anaesthesia (GA)
has been frequently reported. This research used a qualitative method of inquiry to explore parents’ experience of their
child’s treatment under GA, and their perception of the impact of this treatment on their child.

 

Methods.

 

The participants were parents whose children had recently undergone dental rehabilitation under GA. Data was
collected by semistructured, open-ended interviews scheduled at the postoperative appointment. Interviews were audio-taped,
transcribed, checked and coded into a qualitative computer software program for analysis. Data collection and analysis
were done simultaneously, and the interview guide was modified based on responses.

 

Results.

 

Parents were troubled that their child needed a GA and appeared aware of the complications. While some parents
felt ‘guilty’ and struggled to accept this mode of treatment for their child, others felt ‘blameless’, and were convinced
that the GA was ‘preferable’ for their child and superior to conventional treatment. Nonetheless, all parents reported
some levels of anxiety during the GA; they expressed their emotions with ‘fear’, ‘worry’ and ‘concern’. After the GA,
improvement was reported by most parents in their child’s amount of dental pain, sleeping pattern, eating habits and
acceptance of parental toothbrushing. The most common changes in their child’s behaviour mentioned by parents were
increased toothbrushing and decreased consumption of sugary foods. Several children who had had primary teeth extracted
were distressed as a result of this ‘loss’.

 

Conclusion.

 

The general anaesthetic experience was troubling in a variety of ways for both parents and children. However,
an ‘early’ and positive outcome of the GA was a reported improvement in dental health practices. Parents were more
positive about maintaining the health of primary teeth and now knew how to take care of their child’s teeth. Future
exploration is required to reveal if and how the GA experience will affect long-term preventive behaviours.

 

Introduction

 

Extensive dental decay in preschool children, or
early childhood caries (ECC), is a troubling health
problem that can have a profound effect on a child.
The effects of painful teeth on a child’s eating,
sleeping, disposition and healthy development are
well known [1]. Despite the general reduction in
the prevalence of dental caries in industrialized
countries, children from disadvantaged communities
and minority ethnic groups continue to experience
high levels of disease [2,3]. The prevalence of ECC

in British Columbia (BC), Canada, ranges from 10%
to 27% of children entering kindergarten [4]. Each
year, about 5000 BC children under 4 years of age
are treated under general anaesthesia (GA) for ECC
at an annual cost of $10 million [5]. Even more
alarming is the fact that, soon after such costly and
risky treatment, many children develop more decay,
i.e. suffer caries relapse, and need additional extensive
treatment, and in many cases, a second surgery [6,7].

Dental care under GA for preschool children has
been reported to be well-accepted by parents and is
perceived to have a positive social impact on their
child [8–10]. Parents have reported more smiling,
improved school performance, and increased social
interaction after the procedures [10]. Even though
parents often express concern about morbidity related
to dental treatment under GA, the most common
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complaint reported by parents is postoperative pain
as a result of the dental treatment itself [11,12]. In
a survey of 98 children who had dental treatment
under GA, parents were asked whether they would
like their child to be treated under GA again; 81%
of the parents replied positively. No parent responded
completely negatively, but 18·4% of parents indicated
that they would only choose this treatment modality
again if no other solutions were available [13].
Therefore, the event of general anaesthetic surgery
to complete a child’s dental work does not appear
to be as traumatic for both parent and child as might
be expected.

Many investigators have attempted to identify the
factors associated with caries relapse after GA den-
tal treatment [6,14–16]. One group of investigators
determined the factors associated with the event of
a second dental GA to be ‘child factors’, including
extensive incisor caries at the time of the GA, a his-
tory of bottle feeding and poor cooperation for den-
tal appointments, and ‘parent factors’, including not
brushing their child’s teeth, a dysfunctional social
situation, and failure to return for follow-ups. As a
result of these findings, the strategies recommended
to improve the long-term dental health of high-risk
children were aggressive treatment of existing caries
at the time of the GA, active postoperative follow-up
and education of the caregivers [16]. In contrast,
other investigators concluded that aggressive dental
surgery for ECC did not result in decreased caries
relapse [17]. None of these investigators explored
whether the GA dental treatment itself had any effect
on modifying parental attitudes, changing their
behaviours related to their child’s oral health, and
as a result, diminishing their child’s risk of relapse.

Understanding the dental GA experience from the
parent’s point of view, and also understanding the
parent’s perception of their child’s response and
feelings about the GA, may help us to understand
why this invasive event is not the cue to action that
one would expect. An exploratory, qualitative approach
will provide a more in-depth understanding of the
parents’ experience than is possible from a purely
quantitative approach [18]. In past decades, qualita-
tive research has provided healthcare researchers
with rich descriptions of parents’ everyday experi-
ences of their child’s health struggles [19,20]. This
methodology is slowly beginning to appear in the
dental literature as well [21,22].

This study was a qualitative exploration of parents’
experiences of their child’s dental treatment under

GA and their impressions of the impact of this treat-
ment on the daily life of their child.

 

Subjects and methods

 

Approval for the study was received from the
Behavioural Research Ethics Board of University of
British Columbia, Vancouver, BC, Canada. One-to-one,
semistructured interviews were conducted by the
first author (M.A.) using an interview guide (Table 1).
In addition, information on demographics, the child’s
feeding pattern and the child’s dental history was
recorded in a short questionnaire. Following each
interview, the interview guide was modified as
necessary in an iterative fashion, based on responses.

The subjects were English-speaking parents from
a variety of ethnic backgrounds whose children had
recently been treated under GA at Monarch Paedi-
atric Dental Centre, a paediatric dental practice in
Burnaby, BC. This private practice has an on-site
general anaesthetic suite. Although the dental centre
is a private practice, the costs of treatment of many
of the children, either with or without GA, are sup-
ported by publicly funded programmes. All referrals
to this specialty practice by general dental practitioners
were because of the child’s behaviour management
issues and need for extensive dental rehabilitation,
which included the extraction of teeth and restorative
dentistry. Only the parents of children under 6 years of
age were recruited for the study. Of the parents
approached to participate, a small number refused
because of time constraints. Interested parents were
interviewed individually at their child’s scheduled
follow-up appointment, 7–14 days after the surgery.
All interviews were conducted either in a quiet area
of the dental office or in the child’s home. The
interviews lasted between 25 and 50 min.

Interviews were audio-taped, transcribed, checked
and coded into the Nvivo software program. The
approach to data analysis was grounded theory [23].
The transcripts were read and reread carefully,
and codes were identified. A listing was made of all
codes. Similar codes were grouped together to create

Table 1. Original interview questions.
 

 

1. How would you describe a healthy mouth?
2. What do you know about baby teeth?
3. What were you thinking and feeling when your child was 

asleep and being worked on by the dentist?
4. How is your child doing after the dental work?
5. What did you learn from your experience? 
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clusters. Clusters were then reduced into meta-
clusters with labels and the labels became concepts.
Similar concepts were grouped together to develop
categories and subcategories [24]. Linkages were
made among categories. Data collection and analysis
were done simultaneously. Saturation of categories
was attempted using a constant comparative approach
to look for examples which represented the category.
Each category that was reasonably full was considered
to be a saturated category. Interviewing continued
until new information did not provide further insight
into the category. Eleven participants were interviewed
before the data were determined to be saturated.

 

Results

 

The demographic information of the children and
parents participating in the study is summarized in
Table 2. Six major categories were identified from
the transcripts (Fig. 1).

 

Parents’ concept of oral health

 

Parents’ different concepts of oral health will
affect the health behaviours which they initiate for
their child. The general concept of oral health for
this group of parents was ‘not having any sign of
dental diseases’ (Fig. 2). This group of parents
appeared to have an ‘absence of disease’ approach
to both their oral health and their children’s oral
health. It also appeared that their concerns were
limited to ‘cavities’ rather than a more holistic view

of oral health in general. When asked, ‘How do you
describe a healthy mouth?’ a 29-year-old mother
replied, ‘That’s no cavities at all.’ Parents also
expressed differing levels of satisfaction with their
own oral health. Another mother seemed to normal-
ize the presence of dental cavities because they are
such a common occurrence: ‘I think having a cavity
is OK, because I don’t think there is anybody out
there without a cavity.’ She also expressed doubt about
the effectiveness of prevention and perceived the dis-
ease to be ‘inevitable’; ‘… even if it is preventable,
but it happens’. A 53-year-old father of a 3-year-old
girl suggested that genetic factors enhance the inev-
itability of dental decay: ‘Cleaning the teeth may help
to save them, but genetics is also an important factor.’

 

Dental treatment experiences of parents

 

Parents were also asked about their own experience
as dental patients. Most parents referred to their
childhood dental care in either a positive or a negative
way. A 29-year-old mother of two boys explained:

My own teeth have been fine; we have been in
regular check-ups in the health units; my mom took
us every 3 months or 6 months, so we were OK.

However, another mother complained about her
childhood dental care:

When I was little, my teeth were very bad. Most of
the teeth were pulled out by the dentists, because
we didn’t brush, nobody taught you to brush …

Almost all the respondents described some prob-
lems with their teeth as children and later as adults.
However, most parents did their best to be regular
dental attenders:

We used to go every 6 months, but now the dental
plan covers only once a year.

Dental fear and anxiety as a result of past negative
dental experiences were not reported by this group
of parents. In the words of another mother:

I have excellent dentists; they’ve always been very
skilled, very gentle, I have never had any fear of
the dentist.

 

Child’s dental health

 

Parents were asked about their views on primary
teeth. The contribution of ‘baby’ teeth to eating,

Table 2. Demographics of participants.
 

 

Variable Sample statistic

Inclusion criteria English-speaking parents of 
children under 6 years of age in 
need of general anaesthetic

Number of participants 11
Child
Age range (years) 2·5–6·0
Gender (n):

female 4
male 7

Birth order (n):
first child 5
second or later child 6

dmfs range 6–50
Parents
Gender (n):

mother 8
father 3

Mother’s age range (years) 26–45
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speaking, appearance, and healthy adult teeth was
acknowledged by the parents:

I know baby teeth are very important; if they get
‘rot’ they would destroy the second set; it’s also
related to their digestion and nutrition.

The comment of a 34-year-old mother of three
children, all of whom had had dental treatment
under GA, about the importance of primary teeth
was:

Because of their appearance, a lot of people see
them. If they don’t look nice, the kids get teased
and bugged.

When asked about the cause of dental decay in
primary teeth she remarked:

From breast-feeding so much, even though we
brushed, I guess we were not brushing as best as
we should have been, and from eating things that
they shouldn’t eat like candies, pop …

Some parents simply linked tooth decay to
hereditary factors:

I think we have to blame genetics, some people
are born with strong teeth and some not.

Others described ‘baby’ teeth as being more likely
to get dental decay than adult teeth because of

Fig. 1. Overview of categories and
subcategories: (GA) general anaesthetic.
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children’s feeding habits and poor cooperation with
home-care practices. A 29-year-old mother of two
boys said:

I guess it’s because of the bottle, and the way that
children eat and brush the teeth.

A 45-year-old mother of a 5·5-year-old girl similarly
commented:

I would say it is preventable, but it is very diffi-
cult, because you cannot control what your kids
eat when you send them somewhere.

While parents were unhappy about their child
having cavities, losing a tooth was seen as a more
serious problem. A single mother with two
children explained her feelings about her son’s
tooth loss:

A cavity here and there is okay, but like, five teeth
pulled out, it was just ridiculous; it hurt him, and
it’s more or less my fault.

Another mother similarly blamed herself for her
child’s tooth loss:

I feel bad, because I feel that I’ve done something
wrong that his tooth has to go …

 

Stress of life

 

Most parents in this study reported that the stress
of daily life was a barrier to caring for their child’s
teeth. The types of stress experienced by parents in
this study could be classified as: economic (financial
concerns); sociodemographic (employment issues,
marital discord and number of other children);

Fig. 2. Parents’ overview of oral health:
*(SES) socio-economic status.
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maternal psychological (daily tasks of parenting,
worries about a child’s well-being and satisfaction
with the parenting role); and child-related (behaviour,
eating habits and dental health care). One 45-year-
old mother admitted:

If I had a chance, I would have stopped the bottle
earlier. I would have stopped her eating candies
… better diet. Because of the family pressure, I
didn’t have much time for my children.

Most parents did report additional stress around
the time that their child had the GA. However, the
association between day-to-day stress and the
anxiety experienced by these parents during the
GA was reported differently by different parents.
A 26-year-old single mother of two children, aged
3·5 and 2 years, was asked to rate, between 1 and
10, her level of stress as a result of the GA. She
said:

Probably 5, the only problem was getting him to
a dentist.

Of her day-to-day stress level, she said:

I’m a single mom, probably the same, roughly in
between; it’s not, like, a very stressful life

A father of an only child, a 3-year-old girl,
described his overall level of stress:

It’s 5; usually we do quite well.

However, he mentioned an additional stress in the
month before the GA:

I probably would say 7; I have felt more pressure
in the past few months because of my daughter’s
surgery.

 

Experience of general anaesthetic

 

Overall, most parents responded with emotion
(fear, worry, concern) when they first found about
the need for a GA, and again during the time that
their child was in the ‘operating room’. Mothers
seemed to report greater levels of anxiety compared
to the fathers who were interviewed. A 33-year-old
mother of an only child described her feelings about
the GA:

I’ve never known kids had surgery for teeth; I
really panicked, felt like a moron, for bringing a
child at this age through surgery because of
neglect of the teeth.

 While some parents blamed themselves for their
child’s need for dental GA and described their
feeling as ‘guilt’, demonstrated in the above quote,
others felt ‘blameless’ and were convinced that a
GA procedure was the only way to treat a young
child. In the words of a father of a 3-year-old
daughter:

I felt just normal because I knew this is the way
it should be. She is very young.

Nonetheless, emotions like fear and worry were
common in both groups of parents (groups A and
B in Fig. 1):

I knew it was safe, and better than taking them
in and doing everything when they are awake, but
I was scared because he was my son.

The child going to sleep ‘so fast’ was described
as a particularly negative part of the experience. A
mother of the three children said:

I don’t mind them going under GA, but the things
that scare me the most is they go to sleep so fast,
like they die!

In the words of another mother:

They asked me to hold him and suddenly he
dropped off my shoulder; I am telling you, no
mother wants to see that, and then like he
died …

Parents appeared to be aware of the complications
of GA and most considered it a serious procedure
with known risks. In the words of a 44-year-old
mother of a 2·5-year-old:

I was scared. I was thinking, what if he wouldn’t
wake up, and when he wakes up, what if some-
thing is wrong with his brain.

Experiencing a previous GA with other siblings
did not seem to reduce parents’ emotions:

I had similar experience for my daughter, for her
tear ducts, they put her to sleep and did the sur-
gery, I knew, but still I was worried because he
was a different child in a different situation, really
worried about what would happen.

Even the mother whose two other children had a
dental GA experience divulged the following:

I think I was more scared than she was; she didn’t
really understand what she had to do, I have been
there with my other children, so I knew.
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Outcome of general anaesthetic

 

After the procedure, parents reported overall
improvement in their child’s well-being. Episodes of
tooth pain decreased and sleeping patterns, eating
habits and toothbrushing improved. A mother of a
3-year-old girl described the outcome:

She has no pain any more and she never wakes
up during the night at all. She brushes her teeth
a lot better now than she used to …

Improvement in brushing habits was reported by
other parents as well:

He has more awareness of his teeth. I think he
cares more about his teeth.

A mother of a 6-year-old child excitedly described
her daughter’s oral hygiene behaviours after the GA:

I was very surprised this morning that she actually
wanted me to floss for her.

However, no matter how pleasing the outcome, it
appeared that the GA dental treatment itself was a
difficult experience for most children. Some parents
even speculated that their child might avoid future
dental visits as a result of long-term trauma after the
GA. Parents repeatedly expressed this opinion:

She/he doesn’t want to come back to the dentist.

Losing teeth was also an issue for many children, and
not only in relation to loss of function 

 

−

 

 the psycho-
logical impact was mentioned to be a concern as well.
The first reaction of some children who lost their front
teeth was tears and crying. Some children immediately
tolerated the loss, while others struggled to get over it:

He was hurt and he is still hurt from it, that’s why
he doesn’t let anyone open his mouth, it bothers
him a lot.

Some parents complained about their child having
eating troubles:

Her eating is not back to where it was before the
surgery, because she is still learning how to eat
without the teeth she had before.

Reports varied on the child’s social interactions
after the GA. Some children had challenges related
to their new condition:

She was complaining that her friends think she is
talking funny. I guess she is not very happy about
losing the teeth.

Conversely, others got pleasure from their dental
treatment:

He thinks he is very cool now that he’s got steel
things on his teeth.

 

Discussion

 

The results reported in this paper are part of a larger
study in which the authors explore oral health
behaviour change in the parents of young children.
Their long-term goal is to develop acceptable and
effective interventions to prevent caries relapse after
oral rehabilitation under GA. To achieve this goal,
they are developing a model to describe the process
of behaviour change in these high-risk families. The
authors hope their model will provide better insights
into the motivators for behaviour change and also
into the barriers to it. While there are many theories
of behaviour change, there is no theoretical model
particularly applicable to parental oral health
behaviours.

A qualitative method of inquiry was undertaken
to help the authors to better understand parents’
experience of their child’s dental GA. The one-to-
one interview provided a safe environment for par-
ents from differing backgrounds to express, in their
own words, how they felt about the GA and their
child’s immediate response to this aggressive treat-
ment. The dental GA is just one event in the life of
a child. Parents’ beliefs about oral health, and their
own dental experiences and other aspects of daily
life, may influence the parents’ and child’s
responses to the GA, and these also need to be
explored.

No agreement exists about sample size in quali-
tative studies. Sample sizes have ranged from as few
as one or two subjects [25,26] to closer to 30 [27].
For the purposes of this study, the 11 in-depth inter-
views provided the authors with a detailed, coherent
and rich description. Similar to other qualitative
studies [27,28], this sample size resulted from satur-
ation of the data, as reflected by repeating themes.
Data saturation is reached when no new information
is forthcoming and nothing new is heard in the inter-
views [23].

 

Parents’ concept of oral health

 

People with different beliefs about oral health
may experience an event like their child’s dental GA
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differently. To better understand parents’ experience
of their child’s dental GA, the authors initially
explored their general thoughts on oral health as
well as their attitude towards the health of primary
teeth.

Parents’ perceptions of oral health in general may
serve as a barrier to their child’s optimal oral health.
Families ‘practice health’ in two different ways
either with a ‘health promotion’ focus or with an
‘illness prevention’ focus. The ‘health promotion’
families have a broader concept of health compared
to the ‘illness prevention’ families [28]. They are
more sophisticated in their educational strategies
and use approaches associated with developing their
child’s health behaviours [28]. The socio-economic
status and cultural background of families may also
influence their perception of oral health and their
subsequent oral health behaviours [29]. In this study,
most families appeared to be engaged in ‘illness pre-
vention’ rather than ‘health promotion’. They were
more concerned about immediate oral health threats
like dental pain. Before the GA, they had not been
involved in thinking about or planning for their chil-
dren’s oral health.

Furthermore, parental beliefs about their abilities
to control their own and their child’s oral health are
one of the most important motivators to pursue
health promoting behaviours [30]. In this study,
while most parents expressed doubt about their abil-
ity to control dental decay, i.e. dental self-efficacy,
there were some who viewed themselves capable of
avoiding dental decay. However, most parents from
both groups, i.e. those with either high or low dental
self-efficacy, appeared to have low ‘parental self-
efficacy’ related to controlling their child’s oral
health, including their eating habits and oral hygiene
(Fig. 2). They believed ‘it is difficult to prevent den-
tal decay in young children’. The perception of their
limited control over their child’s oral health by these
parents appeared to be related to factors like their
own poor childhood dental care, their inadequate or
incorrect knowledge, limited family income, and
external influences (e.g. access to dental care and
commercial products).

A clear model of regular dental care acquired in
childhood has been related to better dental self-
efficacy, while an unclear model 

 

−

 

 or the lack of any
model 

 

−

 

 has been related to poorer self-efficacy
[31]. In addition, the amount and quality of parental
knowledge about the cause of dental disease may
lead to an overestimation or underestimation of their

abilities to control dental diseases [32]. For instance,
many parents mentioned heredity as the main factor
responsible for dental caries. However, the associ-
ation between genetic inheritance and dental caries
has been demonstrated to be weak and does not pro-
vide a predictable basis for predicting future dental
decay [33]. In addition, families with adequate
financial resources express higher self-efficacy
towards maintaining their child’s oral health. These
families have the greatest probability of having a
regular pattern of preventive care [31,34].

Overall, parents with higher levels of dental self-
efficacy had more of a struggle to accept GA for
their child’s oral rehabilitation and blamed them-
selves for placing their child at such a risk. On
the other hand, parents with lower levels of dental
self-efficacy felt more comfortable and blameless
(Fig. 3).

 

Dental treatment experiences of parents

 

Parents’ negative treatment experiences have been
identified as important determinants of their health
beliefs and subsequent behaviours which may hinder
them seeking professional dental care for their child
[29,35,36]. However, adverse dental experiences
related to pain or discomfort at the dentist, or anxiety
or fear about going to the dentist were not reported
by parents in this study. The newer generation of
parents do not appear to be burdened by previous
negative dental experiences as their own parents were.

 

Child’s dental health

 

Superficial dental health knowledge and an equiv-
ocal attitude towards the health of primary teeth
have been previously reported for parents of at-risk
preschool children [37]. However, parents in this
study appeared to know how to keep their child’s
teeth healthy and expressed an even more positive
attitude towards maintaining the health of primary
teeth as a result of the GA experience. Parents feared
being blamed for their child having extensive dental
decay at such a young age. Consequently, a few mothers
felt ‘guilty’ and blamed themselves. In fact, some
mothers admitted that they might have been able to
prevent their child’s dental troubles. Parental guilt
might be a cue for parents to re-examine their respon-
sibilities for their child’s oral health, to take action
and to change their behaviours related to their
child’s oral health.
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Stress of life

 

Parenting stress is conceptualized as a condition
where the different demands of parenthood result in
a perceived discrepancy between situational demands
and personal resources [38]. Parenting stress has
been found to be associated with a number of nega-
tive consequences, both for parents and for their
children [39–41]. Some parents in this study dis-
cussed the negative influence of daily stress on
their parenting practices and their child’s dental
health. However, other parents seemed to accept
stress as an expected consequence of being a parent.
In addition, different parents reported different levels
of anxiety during the GA. Those parents who, pre-
sumably, preoccupied with more immediate and
pressing family issues, like being a ‘single mom’,
seemed less likely to be influenced by the stress of
the GA. In contrast, parents who had a more peace-
ful life reported an additional stress related to their
child’s GA dental experience.

The psychological effect of anaesthetic induction
on children and their parents has been explored
previously [42], but the association between GA-
related parental anxiety and day-to-day stress was not
examined. Parental distress during the anaesthetic
induction was found to be related to variables such

as discord between mothers and fathers, mothers of
an only child, and mothers or fathers who were
healthcare workers [42]. As in this study, mothers
reported a higher level of anxiety compared with
fathers [42]. Perhaps the difficulty of the experience
for both parent and child helps explain the poor
return for recall assessment that has been repeatedly
observed [43]. The trauma does not seem to encourage
follow-up, and in some cases, may be a discouragement.

 

Experience of general anaesthetic

 

The parents’ preparation for, attitudes and emo-
tions about, and experiences with being present for
their child’s anaesthetic were explored in this study.
Some parents felt well prepared and were satisfied
with their amount of preparation. In some cases,
they thought the GA was preferable for their child
and superior to local anaesthesia. They perceived
GA as the only possible way to successfully treat
their young child. However, in contrast to a previous
report [44], most parents did realize that GA was
potentially hazardous for their child’s health. While
some parents were more concerned about the
dental outcome of the procedures, other parents
experienced increased anxiety and worry during
the GA.

Fig. 3. Parental dental self-efficacy and
their feelings about their child’s general
anaesthetic.
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Outcome of general anaesthetic

 

Parents have frequently reported a positive
impression of dental outcomes after their child’s GA
[10,45]. Similarly, almost all parents in this study
reported improvements in their own and their child’s
oral health behaviours. Most children were pleased
about their new clean mouth and wanted to keep it
that way. The most common changes in child’s
behaviour mentioned by parents were increased
tooth brushing and decreased consumption of sugary
foods. However, these reports were given within
2 weeks of the GA. The question is, will these den-
tally healthy behaviours endure?

It was an interesting, and not previously reported,
finding that some children had difficulties coping
with the consequences of the extraction of their
teeth. Most parents reported their child having
immediate trouble with eating because of the tooth
loss. They also talked the emotional reaction of their
child to tooth loss. Losing a number of teeth was
a shock to many children. Perhaps, if children were
better prepared in advance, both by parents and
dental staff, the loss would not be such a surprise
for them. All dental professionals involved with GA
dentistry should consider how to advise parents on
counselling their child about planned extractions
prior to the appointment. However, overall, most
parents described their children as generally happier
after oral rehabilitation because of general improve-
ment in well-being.

 

Conclusion

 

Parents reported varying levels of anxiety during the
GA. They expressed their emotions as fear, worry
and concern. While some parents felt guilty and

struggled to accept this mode of treatment for their
child, others felt blameless and were convinced that
a GA is preferable and superior to conventional
treatment. Overall, the GA dental experience had
enough of an emotional impact to immediately
motivate parents to consider changing their behaviours
related to their child’s dental health. In fact, an early
outcome of the GA was a reported improvement in
the parents’ and child’s dental health practices, but at
the same time, parents appeared to be overwhelmed
by difficulties in applying new healthy behaviours.

Further understanding of the barriers and the chal-
lenges which parents face to maintaining dentally
healthy behaviours in the long term is needed. Follow-
up interviews are required to explore parents’ long-
term success with preventive behaviours. Only by
enhancing our knowledge and gaining a better
understanding of a parent’s ongoing struggle to ‘do
the right thing’ in relation to her/his child’s dental
health can more meaningful, and thus, more suc-
cessful, interventions be developed. This research is
ongoing as the authors endeavour to follow up these
parents over time.
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