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AćĘęėĆĈę

Treating children under general anaesthesia (GA) has become an essential
phase of dentistry. However, it is of paramount importance for the general
dentists (GDs) and specialist practitioners (SPs) to have adequate knowledge
regarding the necessary treatment criteria and guidelines laid down for treat-
ing children under GA. The present study aims to assess the knowledge and
practice regarding the treatment criteria used for treating children under GA
among GDs and SPs. A convenient sample of 200 participants were enrolled,
and the studywas conducted among GDs and SPs in three different dental col-
leges and hospitals in India. A validated questionnaire was used to evaluate
the knowledge, attitude and practice about the treatment criteria and guide-
lines followed for treating childrenunderGAamong theparticipants. A signiϐi-
cant correlationwas outlined between the different age group of practitioners
and an increase in the number of GA cases performed by them in the last ten
years (p= 0.011), where more number of participants in the age group of 20-
25 years reported an increase in the number of GA cases performed by them in
the last ten years. Another signiϐicant correlation was observed between the
years of experience of practitioners and the number of GA cases performed by
them in the last ten years (p= 0.048). It was found that an increased number of
participants in their initial years of practice (i.e., 0-5 years) preferred treating
children under GA which eventually increased the number of GA cases per-
formed by them in the last ten years. The clinical practitioners should strictly
follow the necessary treatment criteria and guidelines laid down for treating
children under GA in their routine practice. An increasing trend of perform-
ing GA in dentistry have encouragedmore of clinical practitioners for treating
children under GA.

*Corresponding Author

Name: Deepa Gurunathan
Phone: +91-9994619386
Email: drgdeepa28@gmail.com

ISSN: 0975-7538

DOI: https://doi.org/10.26452/ijrps.v11iSPL4.4443

Production and Hosted by

IJRPS | https://ijrps.com

© 2020 | All rights reserved.

INTRODUCTION

Dental caries is the most common chronic widely
prevalent global oral health diseasemostly affecting
children both in developing as well as in industrial-
ized nations (Jurgensen and Petersen, 2009; Bücher
et al., 2014). Dental caries has shown an estimated
prevalence of ϐive times more than that of asthma
in children (Edelstein, 2002). Presence of dental
caries in children until the age of 6 yrs is commonly
known as the “Early Childhood Caries” (ECC). Amer-
ican Academy of Paediatric Dentistry (AAPD) has
deϐined ECC as the presence of one or more
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Table 1: Depicting demographic and practice parameters of participants in the survey
Demographic and Practice
Parameters

Frequency
Analysis (N)

Percentage Analysis
(N%)

p-value

Age (Years) 0.634
20-25 75 37.5%
26-30 78 39.0%
31-35 19 9.5%
36-40 18 9.0%
Above 40 yrs 10 5.0%
Total 200 100%
Gender 0.458
Male 74 37%
Female 126 63%
Transgender 0 0
Total 200 100%
Type of Community Practice 0.332
Rural 6 3.0%
Suburban 50 25.0%
Urban 144 72.0%
Total 200 100%
Type of Practice 0.389
Individual 34 17.0%
Group 21 10.5%
College/Hospital-based 114 57.0%
Academic 31 15.5%
Total 200 100%
Academic Program Practice 0.412
College based 58 29.0%
Hospital based 13 6.5%
University based 129 64.5%
Combined College & Hospi-
tal based

0 0

Combined Hospital & Uni-
versity

0 0

Total 200 100%
Years of Experience (Years) 0.534
0-5 142 71.0%
6-10 43 21.5%
11-15 11 5.5%
Above 15 yrs 4 2.0%
Total 200 100%
Mean± Standard Deviation
Age (Males) 30.95±6.810
Age (Females 27.44±4.945
Overall age 28.74±5.938
Years of Experience (Males) 6.35±5.585
Years of Experience
(Females)

3.90±3.434

Overall Years of Experience 4.81±4.501
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decayed (non cavitated or cavitated lesions), miss-
ing (due to caries) or ϐilled tooth surfaces (dmfs) in
any primary tooth, in a child of 71 months of age
or younger (Priyadarshini and Gurunathan, 2020)
while severe early childhood caries (S-ECC) in chil-
dren of 3–5 years has been deϐined as having one or
more dmfs in primary maxillary anterior teeth or a
mean dmfs score of >=4 (age 3), >=5 (age 4) or >=6
(age 5) in smooth surfaces (proximal areas) of pri-
mary teeth (AAPD, 2016). Although ECC primarily
being a preventable oral disease, a variable preva-
lence rate of 19.9%-27.9% in high-income countries
to up to 85% in developing nations is still being
observed (Thitasomakul et al., 2006). Majority of
children affected with ECC belongs to lower socioe-
conomic strata having poor health status, suffering
either from undernutrition or malnutrition, lack of
education and awareness, higher health care needs
with inaccessibility to dental services and increased
expenditure are some of the most common rea-
sons for an unmet health care needs (Szilagyi et al.,
2003). However the association between preva-
lence of dental caries and socioeconomic status is
yet to be conclusive as the data suggests that regard-
less of the economic standards, children with the
presence of carious teeth generally experience the
same level of severity (Tinanoff and Reisine, 2009).

High ϐinancial costs associated with the treatment
of ECC imposes a direct ϐinancial burden on fam-
ilies which constitutes a signiϐicant public health
expenditure (Hajishengallis et al., 2017). Besides
the immediate distress and discomfort caused by
recurring toothache due to ECC, it also results in
long term negative oral health impact if not timely
treated and adversely affects the quality of living
in children (Abanto et al., 2011; Pahel et al., 2007).
The signiϐicant consequences of untreated dental
caries/ ECC in children are the frequent recurrence
of pain, decreased appetite, difϐiculty in mastica-
tion, weight loss, difϐiculty in sleeping, behavioural
changes, poor academic performances, increased
risk of hospitalization and emergency dental visits,
thereby affecting the overallwellbeing andquality of
life (Oliveira et al., 2008; Abanto et al., 2011). How-
ever, several studies have outlined that adequate
intervention and proper management can improve
the functional, emotional and social aspects of qual-
ity of living in children with ECC (Mashoto et al.,
2010; Paula et al., 2012).

Treatment criteria for treating children with
dental diseases under GA

Different treatment modalities are available for
treating children both with normal as well as spe-
cial health care needs. However, there are spe-

ciϐic criteria explicitly outlined for treating chil-
drenwith special health care needs (CSHCN).Major-
ity of the children are successfully managed and
treated along the chairside by the implementation
of non-pharmacological behavioural management
techniques such as Tell-Show-Do (TSD), modelling,
positive reinforcement and nitrous oxide conscious
sedation (NOCS). In contrast, uncooperative chil-
dren are managed with more advanced managerial
techniques such as voice control, HOME (Hand over
mouth exercise), HOMAR (Hand over mouth and
airway), passive immobilization (Physical restraint)
and a moderate level of sedation. However, in
very young uncooperative children, GA is consid-
ered to be the most appropriate treatment option,
also taking into consideration several other vital fac-
tors. Children undertaking three sittings of con-
scious sedation (CS) followed by treatment under
GA has proven to be an effective cost-saving treat-
ment plan (Lee and Vann, 2000). In a survey con-
ducted among parents post the GA treatment of
their children, reported signiϐicant improvements in
their children’s quality of living and only fewer chil-
dren experienced post-operative symptoms of oral
pain, difϐiculty in eating, interrupted sleep, irritabil-
ity or behavioural problems during the weaning off
phase of GA post-treatment. However, the prob-
lems encountered by fewer children post-treatment
under GA can be corroborated to their pre-operative
symptoms of chronic dental pain, difϐiculty in eat-
ing and sleeping (Malden et al., 2008). The essen-
tial considerations to be accounted for treating
CSHCN under GA are need of an extensive full mouth
rehabilitation (FMR), underlying medical condition,
behavioural problems, the feasibility of treatment
options by parents, attitude and willingness within
the dental team, ϐinancial considerations, problems
of self-image andother associated co-morbid factors
or physical access (Prabhu et al., 2010; de Nova Gar-
cia and Lopez, 2007). However, a child’s referral for
FMR under GA is generally the same between chil-
dren with and without special health care needs.

Speciϐic criteria outlined for treating children
under GA
The major objective of children being treated under
GA is to eliminate their cognitive, sensory and
skeletal motor activity to facilitate the delivery of
comprehensive, qualitative diagnostic, therapeutic
and/or other dental services. The criteria laid
down by the AAPD for treating children under GA
includes (AAPD, 2005, 2008).

1. Inability to co-operate due to lack of psycholog-
ical or emotional maturity (due to very young
age) and/ormental, physical ormedical disabil-
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ity (developmental delay).

2. Ineffectiveness of local anaesthesia (LA) due
to acute infections, anatomical variations or
allergy.

3. Extremely uncooperative, fearful, anxious chil-
dren or having communication barriers.

4. They require a signiϐicantly longer duration of
surgical procedures.

5. Where the use of deep sedation or GA may pro-
tect the developing psyche and/or reduce med-
ical risks.

6. They require immediate and comprehensive
oral/dental care.

However other possible factors must also be taken
into consideration before a deϐinitive decision is
taken for treating children under GA such as any
alternative behavioural management technique and
treatment, dental needs of the patient, effect on the
quality of dental care, patient’s emotional status
and most importantly parents’ willingness of treat-
ing their children under any appropriate treatment
modality (AAPD, 2008).

Hence, the present study aims to determine the
knowledge of the treatment criteria used by the
GDs and SPs while the secondary objective is to
spread the necessary awareness among the clini-
cians regarding the treatment criteria for treating
children under GA.

MATERIALS ANDMETHODS

Study Design and Ethical Considerations
A multi-centred survey was designed for carry-
ing out the present study which was approved
by the Institutional Scientiϐic Review Board
(SRB/MDS/PEDO/17-18/0056) followed by the
Human Ethical Committee. Keeping in view, the
ethical approval obtained, the responses recorded
from the study participants were not disclosed. The
survey was conducted in three different hospital-
based dental colleges in India among the GDs and
SPs of different ϐields of dentistry who generally
treat children in their routine clinical practice
from November 2017 till April 2018. Prior written
informed consent was obtained from the partici-
pants who were interested in participating in the
survey only after explaining to them the purpose
and objective of conducting the present survey.

Sample Size and Study Tool
A convenient sampling method was adopted for
conducting the survey, and 200 participants were

enrolled in the present survey. Only GDs and SPs
working in different ϐields of dentistry and treat-
ing children in their routine clinical practice were
included. In contrast, practitioners who do not treat
children in their daily clinical practice or hospital
set-up were excluded from the study. Responses
from each participant were obtained in a printed
sheet of the questionnaire. A validated question-
naire was used to record the different treatment cri-
teria followed by the GDs and SPs for treating paedi-
atric patients. However, the reliability and validity
of thequestionnairewas again testedbyapilot study
conducted among the South Indian clinicians before
themain survey. Twenty clinicians treating children
in different hospital set-ups were asked to complete
the survey formandgive their feedback regarding its
appropriateness and framed questions. The process
was repeated at an interval of 7 days, and the same
clinicians ϐilled a similar survey form to determine
the internal validity of the questionnaire to be used
for the survey. Feedback and responses obtained
were further used to make the necessary changes
in the questionnaire and to be suitably used among
clinicians in the main study.

Before ϐilling the responses in the survey form, all
the participants were explained regarding the AAPD
criteria for treating children and also the different
treatment protocols available for treating children
effectively. Such an explanation was provided for
a better understanding of the questionnaire and to
answer the participants’ queries to help them mark
a correct or better assessment/response for every
question. All the collected questionnaires were
manually checked for the completeness of the data,
and any incomplete data in the questionnaire was
considered to be irrelevant for the participant to
answer.

Statistical Analysis
Data obtained from the survey were analyzed using
IBM.SPSS statistics software 23.0 Version. For
descriptive data, descriptive statistics (i.e., percent-
age and frequency analysis) was used. One-way
ANOVA was used for determining the mean and
standard deviation of continuous variables (i.e., age,
years of experience of participants). Pearson’s Chi-
square analysis was used to ϐind out any level of sig-
niϐicance, and a p-value of 0.05 was set as the statis-
tically signiϐicant value for the present study.

RESULTS AND DISCUSSION

A total of 200 participants (74 males and 126
females) in an age range of (20 to >40 years) having
a clinical experience of (1 to >15 years) participated
in the survey.
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Table 2: Decision making (Priority of choices) by participants for treating children under GA
Factors for Treating a Child Under GA Frequency

Analysis (N)
Percentage
Analysis (N%)

Urgency of Treatment

1st Priority 88 44%
2nd Priority 31 15.5%
3rd Priority 32 16.0%
4th Priority 48 24.0%
5th Priority 3 1.5%

Behavioural Issues

1st Priority 53 26.5%
2nd Priority 73 36.5%
3rd Priority 39 19.5%
4th Priority 29 14.5%
5th Priority 4 2.0%

Underlying Medical Conditions

1st Priority 48 24.0%
2nd Priority 58 29.0%
3rd Priority 76 38.0%
4th Priority 14 7.0%
5th Priority 4 2.0%

No. of Cavities/ Teeth to be Treated

1st Priority 11 5.5%
2nd Priority 36 18.0%
3rd Priority 48 24.0%
4th Priority 90 45.0%
5th Priority 15 7.5%

Cost of Treatment

1st Priority 0 0
2nd Priority 2 1.0%
3rd Priority 5 2.5%
4th Priority 19 9.5%
5th Priority 174 87.0%

Extent of Trauma

1st Priority 135 67.5%
2nd Priority 177 88.5%
3rd Priority 92 46.0%
4th Priority 0 0
5th Priority 0 0

Level of Pain

Continued on next page
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Table 2 continued
Factors for Treating a Child Under GA Frequency

Analysis (N)
Percentage
Analysis (N%)

1st Priority 184 92%
2nd Priority 158 79%
3rd Priority 78 39.0%
4th Priority 45 22.5%
5th Priority 12 6.0%

Other Surgeries to be Completed

1st Priority 78 39.0%
2nd Priority 188 94.0%
3rd Priority 94 47.0%
4th Priority 68 34.0%
5th Priority 32 16.0%

Most Qualiϐied to Determine GA for a Child Parents

1st Priority 0 0
2nd Priority 28 14.0%
3rd Priority 96 48.0%
4th Priority 146 73.0%
5th Priority 193 96.5%

Most Qualiϐied to Determine GA for a Child Dentist and Team

1st Priority 168 84.0%
2nd Priority 126 63.0%
3rd Priority 83 41.5%
4th Priority 23 11.5%
5th Priority 9 4.5%

Most Qualiϐied to Determine GA for a Child Physician

1st Priority 28 14.0%
2nd Priority 67 33.5%
3rd Priority 112 56.0%
4th Priority 189 94.5%
5th Priority 0 0

Most Qualiϐied to Determine GA for a Child Anaesthesiologist

1st Priority 197 98.5%
2nd Priority 135 67.5%
3rd Priority 64 32.0%
4th Priority 11 5.5%
5th Priority 2 1.0%
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Table 3: Awareness of AAPD guidelines by the participantsfor qualifying treatment of children
under GA
AAPD Guidelines Qualifying a Child’s Treatment
Under GA

Frequency
Analysis (N)

Percentage
Analysis
(N%)

p-value

Is there a speciϐic age?
Yes 87 43.5% 0.017*
No 45 22.5%
Don’t know 55 27.5%
Not applicable 13 6.5%
Total 200 100%
Minimum age range
0-2 years 12 6.0% 0.012*
3-4 years 36 18.0%
5-6 years 19 9.5%
<5 years 12 6.0%
<7 years 4 2.0%
Any age <18 years 6 3.0%
Not applicable 111 55.5%
Total 200 100%
Is there a minimum no. of teeth for treatment?
Yes 80 40.0% 0.001*
No 59 29.5%
Don’t know 49 24.5%
Not applicable 12 6.0%
Total 200 100%
Minimum range of teeth
<2 teeth 5 2.5% 0.345
3-4 teeth 28 14.0%
5-6 teeth 20 10.0%
>6 teeth 28 14.0%
Not applicable 119 59.5%
Total 200 100%
Is there a speciϐic no. of teeth for extraction?
Yes 66 33.0% 0.010*
No 72 36.0%
Don’t know 50 25.0%
Not applicable 12 6.0%
Total 200 100%
Minimum range of teeth for extraction
<2 teeth 1 0.5% 0.479
3-4 teeth 24 12.0%
5-6 teeth 23 11.5%
>6 teeth 18 9.0%
Not applicable 134 67.0%
Total 200 100%
Is there a speciϐic no. of teeth for restorations?
Yes 80 40.0% 0.002*
No 60 30.0%
Don’t know 50 25.0%
Not applicable 10 5.0%
Total 200 100%
Minimum range of teeth for restorations

Continued on next page
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Table 3 continued
<2 teeth 1 0.5% 0.107
3-4 teeth 27 13.5%
5-6 teeth 33 16.5%
>6 teeth 19 9.5%
Not applicable 120 60.0%
Total 200 100%
Does behavioural problems qualiϐies a child for GA?
Yes 96 48.0% 0.419
No 65 32.5%
Don’t know 35 17.5%
Not applicable 4 2.0%
Total 200 100%
Does developmental problem qualiϐies a child for GA?
Yes 68 34.0% 0.005*
No 96 48.0%
Don’t know 35 17.5%
Not applicable 1 5%
Total 200 100%
Does emergency in a permanent tooth qualiϐies a child for GA?
Yes 20 10.0% 0.329
No 166 83.0%
Don’t know 13 6.5%
Not applicable 1 0.5%
Total 200
Does facial swelling (not severe) qualiϐies a child for GA?
Yes 37 18.5% 0.001*
No 130 65.0%
Don’t know 29 14.5%
Not applicable 4 2.0%
Total 200 100%
Should treatment of cavitated teeth be attempted chair side before being under GA?
Yes 143 71.5% 0.021*
No 37 18.5%
Don’t know 19 9.5%
Not applicable 1 0.5%
Total 200 100%
Should a healthy cooperative 8 years old child with 5 interproximal cavities be treated under GA on
parental request?
Yes 40 20.0% 0.011*
No 150 75.0%
Don’t know 9 4.5%
Not applicable 1 0.5%
Total 200 100%
Is quality of treatment affected under GA?
Yes 46 23.0% 0.015*
No 123 61.5%
Don’t know 20 10.0%
Not applicable 11 5.5%
Total 200 100% 100%
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The mean age of the male participants were (30.95
± 6.810 years), and female participantswere (27.44
± 4.945 years) while the overall mean age of the
participants were (28.74± 5.938 years). The mean
years of clinical experience for male participants
were (6.35 ± 5.585 years) and of female partici-
pants were (3.90 ± 3.434 years) while the overall
mean years of experience of the participants were
(4.81 ± 4.501 years). Comparison of the demo-
graphic and practice parameters between all the
participants using the Pearson’s Chi-square analy-
sis pertaining to age (p= 0.634), gender (p= 0.458),
community practice (p= 0.332), type of practice (p=
0.389), academic program practice (p= 0.412) and
years of experience (p= 0.534) was found to be sta-
tistically insigniϐicant (Table 1).

Table 2 represented the decision making for a pri-
ority of choices by clinicians for treating children
under GA. The highest percentage of priority choice
was given to urgency of treatment (88/44%) fol-
lowed by behavioural issues (53/26.5%), underly-
ing medical conditions (48/24.0%), no. of cavi-
ties/teeth to be treated (11/5.5%). In comparison,
the cost of treatment was given the last (5th) pri-
ority choice (174/87.0%) by participants for deci-
sion making of treating children under GA. Referral
of a child suffering from trauma for treatment under
GA was ϐirst decided by the level of pain (184/92%)
followed by the extent of trauma (135/67.5%) and
other allied surgeries to be completed (78/39.0%).
Decision making based on the clinical and medi-
cal condition of a child for treatment under GA has
been prioritized, to be made ϐirst by an experienced
paediatric Anaesthesiologist (197/98.5%) followed
by the dentist and team (168/84.0%) and then by
physician (28/14.0%) while a decision to be made
by parents were given subsequent priority accord-
ing to the responses of the study participants.

Table 3 represented the knowledge and awareness
among participants regarding the AAPD guidelines
for qualifying treatment of children under GA. Sev-
eral parameters showed a statistically signiϐicant
difference i.e; speciϐic age (p= 0.017), minimum age
range (p= 0.012), minimum number of teeth for
treatment (p= 0.001), speciϐic number of teeth for
extraction (p= 0.010), speciϐic number of teeth for
restorations (p=0.002), developmental problem(p=
0.005), facial swelling (p= 0.001), treatment of cav-
itated teeth (p= 0.021), treating interproximal cav-
ities on parental request (p= 0.011) and quality of
treatment (p= 0.015).

Table 4 represented correlation between partici-
pants’ clinical practice and treating children under
GA. A signiϐicant correlation was found between the

different age groups of participants and an increase
in the number of GA cases performed by them in the
last ten years (p= 0.011). It was found that more
number of participants (12) in the age group of (20-
25 years) reported an increase in the number of GA
cases performed by them in the last ten years.

Table 5 represented correlation between partici-
pants’ years of experience and treating children
under GA. A signiϐicant correlation was observed
between the participants’ years of experience and
the number of GA cases performed in the last ten
years (p= 0.048). It was found that an increased
number (16) of participants in their initial years of
practice (i.e., 0-5 years) preferred more of treating
children under GA which eventually increased their
number of GA cases performed in the last ten years.

The existing literature has already witnessed an
increasingly higher upsurge of treating children
under GA by different practitioners. Several rea-
sons could be outlined for referral of an increased
number of children for treatment under GA, ever
since the signiϐicant rise in peak incidence of S-ECC
in children of very young age (< than six years)
along with their uncooperative behavioural prob-
lem has made parents accept more of atraumatic
treatment protocols such as GA for a more com-
fortable and smoother dental experience of their
children. However many dentists have noticed a
direct link between modern parenting styles and
an increased demand of GA as a suitable treatment
option for their children so that children embrace
positive dental experience during their treatment
and do not perceive any negative or traumatic emo-
tional experience of their dental visits. On the
other hand, parents have also been found to be less
tolerant towards the various non-pharmacological
behavioural management techniques especially the
adverse ones such as voice control, HOME and
passive immobilization (i.e., physical restraint by
papoose board) (Lawrence and Mctigue, 1991;
Eaton and Mctigue, 2005). Behavioural manage-
ment by parents in the household has decreased
over a while and children have become more
strong-willed, deϐiant and temperamental in their
behavioural pattern. However, parents are still will-
ing to accept a suitable behavioural management
technique as part of the treatment plan only if they
arewell informed before its implementation on chil-
dren (Lawrence and Mctigue, 1991).

In the present study, a signiϐicantly less number
of clinicians treated children or preferred treat-
ing children under GA regardless of the preference
given by the parents which is in complete contrast
to another study assessing the parental attitude
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Table 4: Correlation between participants’s clinical practice and treating children under GA
Practice Males Females 20-25yrs 26-30yrs 31-35yrs 36-40yrs >40yrs

Regularly treat children under GA
Yes 9 13 4 7 5 4 2
No 56 87 53 61 12 12 5
Don’t treat at all 0 0 0 0 0 2 3
Not applicable 9 26 18 10 2 0 0
Total 74 126 75 78 19 18 10
p-value Gender 0.310 Age 0.053
In past 10 years no. of GA cases
Increase 7 19 12 4 4 3 3
Decrease 4 2 2 0 2 2 0
Remained the same 2 4 0 5 1 0 0
Not applicable 61 101 61 69 12 13 7
Total 74 126 75 78 19 18 10
p-value Gender 0.326 Age 0.011*
Most preferred airway management for GA cases
Open airwaywith throat
screen

7 14 9 6 3 3 0

Naso-endotracheal tube 45 67 38 49 10 6 9
Laryngeal mask airway 0 9 7 0 1 1 0
Nasopharyngeal airway 22 36 21 23 5 8 1
Total 74 126 75 78 19 18 10
p-value Gender 0.116 Age 0.102

Table 5: Correlation between participants’s years of experience and treating children under GA
Practice Males Females 0-5yrs 6-10yrs 11-15yrs >15yrs p-value

Regularly treat children under GA
Yes 9 13 11 8 2 1 Gender

0.310No 56 87 104 31 7 1
Don’t treat at all 0 0 0 0 0 0
Not applicable 9 26 27 4 2 2 Years of

experience
0.106

Total 74 126 142 43 11 4
In past 10 years no. of GA cases
Increase 7 19 16 7 1 2 Gender

0.326Decrease 4 2 2 2 2 0
Remained the same 2 4 4 2 0 0
Not applicable 61 101 120 32 8 2 Years of

experience
0.048*

Total 74 126 142 43 11 4
Most preferred airway management for GA cases
Openairwaywith throat
screen

7 14 13 8 0 0 Gender
0.116

Naso-endotracheal tube 45 67 77 25 6 4
Laryngeal mask airway 0 9 8 0 1 0
Nasopharyngeal airway 22 36 44 10 4 0 Years of

experience
0.269

Total 74 126 142 43 11 4
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towards behavioural management techniques and
found parents to rank GA as the third most accept-
able pharmacological mode of behavioural manage-
ment technique besides TSD and NOCS (Eaton and
Mctigue, 2005).

Several factors can be accountable for not treat-
ing children under GA by an increased number of
participants in the present survey, which probably
could be due to the additional specialized exper-
tise needed to be acquired for treating children
under GA, which might be lacking in many GDs as
well as in non-paediatric specialists, highly incurred
expenditure of the treatment which make parents
unfavourable towards GA and also the outweigh-
ing risk-beneϐit ratio in subjecting a child under
GA. However, an increasing trend has been recently
observed among parents for treating their children
under GA, which also coincides with the practi-
tioner’s choice and is well reϐlected in their routine
practice. The notable reasons of an increased preva-
lence in treating childrenunderGAaremainly due to
the advanced state-of-the-art technology and facil-
ities available in several hospitals/multispeciality
clinics/surgery centres, clinicians’ reluctance to the
use of CS and the risks involved, increased num-
ber of sittings for FMR under CS, unpredictable
outcomes of CS and an increase in the number of
CSHCN, who requires treatment to be undertaken
exclusively under GA. In the present study, partic-
ipants who preferred treating children under GA
undertook mostly in a university-based hospital set
up having advanced state-of-the-art facilities and
an experienced dental team along with a paedi-
atric anaesthesiologist. Majority of participants in
the survey had their response in agreement to the
decision of subjecting a child’s treatment under GA
to be made jointly ϐirst by a well-trained paedi-
atric anaesthesiologist (197/98.5%) and then by
the dentist/pedodontist and its team (168/84.0%)
after reviewing the medical and health status of
the child, followed by a collateral decision taken
by the physician (28/14.0%) and parents. Most of
the participants considered urgency of treatment
(88/44.0%) with behavioural issues (53/26.5%) in
young children to be the most critical factor respon-
sible for a wise decision making of subjecting chil-
dren for treatment under GA followed by other cri-
teria such as the presence of any underlying medi-
cal condition (48/24.0%), the number of teeth to be
treated (11/5.5%) and associated treatment expen-
diture. In contrast, the level of pain perception was
considered to be pivotal followed by the extent of
trauma and other associated surgeries to be com-
pleted under GA for making a conscientious deci-
sion of subjecting a child with traumatic injuries for

treatment under GA.

Regarding the knowledge and awareness of the
AAPD guidelines by the participants for qualifying
treatment of children under GA, only (87/43.5%)
of participants outlined that there is a speciϐic
age range for children to be treated under GA
and (36/18.0%) of participants mentioned children
with a minimum age range of (3-4 years) to be the
most suitable individuals for treatment under GA.
(80/40.0%) of participants reported that a mini-
mum number of teeth are required and should be
at least greater than six teeth (28/14.0%) to qual-
ify for treatment under GA. (66/33.0%) of partici-
pants also outlined that a speciϐic number of teeth
are required for extraction and need to be at least 3-
4 teeth (24/12.0%) to be considered for treatment
under GA while (80/40.0%) of participants stated
that a speciϐic number of teeth are required for per-
forming restoration and should be a minimum of 5-
6 teeth (33/16.5%) to qualify for treatment under
GA. Presence of behavioural (96/48.0%) and devel-
opmental problems (68/34.0%) in children was
considered to be the important qualifying param-
eters by a majority of participants for subjecting
children to be treated under GA. However in the
present survey almost (96/48.0%) of participants
did not qualify developmental problem to be the
ϐirst or major factor responsible for treating chil-
dren under GA which could be probably due to the
presence of advanced systemic ailment in children
that would contraindicate their treatment under
GA. (166/83.0%) of participants did not accept the
treatment of a single permanent tooth in a child
under GA and rather preferred treatment to be done
by the chair-side.

Similarly, children with facial swelling of not so
higher severity were disqualiϐied by a majority
of participants (130/65.0%) for treatment under
GA. Majority of participants (143/71.5%) reported
that treatment of cavitated teeth in children should
be attempted ϐirst by the chairside, before being
treated under GA.

Similarly, a majority of participants (150/75.0%)
also did not accept the treatment of a healthy
cooperative eight years old child with ϐive inter-
proximal cavities under GA on parental request.
In the present study, a majority of participants
(123/61.5%) reported that no notable difference is
observed in the quality of treatment provided under
GA and neither do the process of GA affects the stan-
dard of treatment. Signiϐicantly few participants
(12) in the age group of 20-25years reported an
increase in the number of GA cases performed over
the last ten years, which probably could be due to
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the increased acceptance of this treatment for young
children among the parents and practitioners. A
similar correlation was also observed between the
participants’ years of experience and an increase
in the number of GA cases performed over the last
ten years, which showed that more of young prac-
titioners with a minimum of 5 years clinical expe-
rience (16) mostly preferred treating young chil-
dren under GA. There has been a voiced concern
over the past few years on the inappropriate use of
GA for treating children and not implementing ade-
quate behavioural management skills for managing
children for effective delivery of treatment by the
chairside. However, the important goals of treat-
ing young children under GA is not just rendering
comprehensive quality treatment but also instill-
ing in them a positive dental attitude. The present
study found increased acceptability among the par-
ents and practitioners for treating children under
GA despite the several factors negating the use of GA
in children. The disparity in the recruitment of an
equal number of GDs and SPs for reporting the ques-
tionnaire to obtain a balanced opinion can be con-
sidered to be a signiϐicant limitation of the present
survey.

CONCLUSIONS

Use of GA in both medical and dental practices has
its own positive contribution. However, one should
be highly cautious enough of its judicious use in chil-
dren. Many imperative criteria should bemet before
treating childrenunderGAand should be strictly fol-
lowed by clinicians to ensure safety and efϐicacy of
the treatment, thereby promoting increased accept-
ability of GA for children among parents and practi-
tioners.
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