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Comprehensive Dental Treatment under GA:
A Saudi-Based Follow-up Study
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ABSTRACT

Introduction: Children with Special Healthcare Needs (CSHCN)
are considered difficult to maintain oral hygiene and challenging
for caregivers and dentists to attain co-operation in dental
treatment under general anaesthesia. Family Impact Scale (FIS)
and Parental-Caregiver Perceptions Questionnaire (P-CPQ) are
useful tools to assess patient’s oral health quality of life and
caregivers perception.

Aim: To assess the impact of dental treatment under general
anaesthesia on the quality of life and oral hygiene of CSHCNSs,
as perceived by caregivers.

Materials and Methods: This prospective follow-up survey
study was carried out at Dammam Medical Complex, Saudi
Arabia, from December 5", 2019 to December 15™, 2021. The
CSHCN of either gender, aged 12 years, and falling within the
American Academy of Paediatric Dentistry (AAPD) definition of
special-needs patients referred for invasive procedures under
general anaesthesia (American Society of Anaesthesiologists
{ASA}) class | or Il), were included. The baseline and, after a
one-year follow-up, information obtained from two surveys that
were altered from Thompson’s P-CPQ and FIS were decoded
into the numeric ordinal scales Never (“0”), Once or Twice (“1”),
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INTRODUCTION

Special healthcare needs are defined by the American Association
of Paediatric Dentistry (revised 2012) as any body-structural,
age-related, mental, sensory, behavioural, cognitive, or emotional
impairment or limiting state that necessitates medical treatment,
health care provision, and/or specialised services or program
support. The condition may be birth-anomaly, inherited, growing,
or acquired as a result of disease, trauma, or environmental factors,
and it may impose limitations on everyday self-care activities or
significant constraints on a major life activity. Specialised knowledge,
as well as enhanced awareness and attention, adaptation, and
accommodating measures beyond what is considered regular, are
required for health care for individuals with special needs [1].

To address these issues and efficiently cater treatment demands,
paediatric dentists have devised and implemented a number of
management approaches, including accessing anaesthetic services
and/or providing oral health care in a hospital setting with or
without general anaesthesia [2,3]. Some children with especially
insecure medical issues may be able to receive dental care only in
a hospital setting. All authorised advanced paediatric dental training
programs include hospital dentistry as part of the curriculum.
Paediatric dentists are qualified to identify the indications for such
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Sometime (“2”), Always (“3”), and Daily (“4”). Analysis of the
collected data was done by Statistical Package for Social
Sciences (SPSS) version 20.0.

Results: A total of 84 participants were caregivers of CSHCN who
underwent dental procedures under General Anaesthesia (GA),
of whom 77 (91.7%) were mothers and 7 (8.3%) were fathers
of the CSHCN. The mean age of children was 8.29+2.14 years
(Range=3-12 years); 38 (45.2%) were males and 46 (54.8%) were
females. The median FIS after treatment was zero, compared to
the median before treatment which was 2, revealing a significant
impact on being absent from work, a child requiring more care, the
impact of presence, sleeping disturbances, feeling angry, feeling
guilty, and a child disputing or blaming either parent (p<0.001).
Following the pattern of one year post-treatment FIS, median was
0 (Never) for all items including halitosis, pain, food trapped in
palate and teeth, swallow, breath, time, sleep, irritable, frustrating,
nervous, shy, absent, laugh, and continue school (p<0.001).

Conclusion: The modified FIS and P-CPQ evaluations before
and after dental treatment under GA revealed a significant
improvement in the oral health quality of life for those CSHCN, as
well as the impact on their caregivers. Regular check-ups would
be useful for early and non invasive intervention without GA.

Dental care, Disabled children, General anaesthesia, Questionnaire

an approach and provide such care as a result of their training and
expertise [4,5].

Previous studies have covered a wide variety of restorative procedures
done on special-needs patients under general anaesthesia [6,7].
Several researches have demonstrated clinical outcomes of dental
treatment under GA for healthy patients [8-11]; however, relatively
few studies have reported comparable outcomes [12]. Studies have
been published in Saudi Arabia [13-15], but they lack comprehensive
coverage of family impact and children’s oral hygiene problems using
FIS and P-CPQ before and after treatment under GA.

Therefore, the present study aimed to evaluate the patient’s quality
of life and oral hygiene improvement using a questionnaire based
on the perspectives of caregivers of the CSHCN who had received
dental treatment under general anaesthesia. It was anticipated that
the study would add a diversified experience in the literature for
dental practitioners to identify hurdles in oral health quality under GA
from the caregiver’s view point.

MATERIALS AND METHODS

This prospective survey-based follow-up study was carried out at
Dammam Medical Complex, Dammam, Saudi Arabia, during a period
of two years from December 5", 2019 to December 15", 2021.
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Ethical approval was obtained from the Institutional Review Board
(IRB), (reference No. RAC-077). Data of 84 CSHCN was retrieved
who had been referred from primary dental care centers, located
in Eastern Province, Saudi Arabia, to Dammam Medical Complex,
a tertiary center accredited advanced paediatric dental training
program institution for the Saudi Board in Paediatric Dentistry.

Sample size calculation: Assuming effect size for the present
study=0.3, the difference of effect sizes reported by Song JS et
al.,, COHIP-14: p<0.001, effect size=1.0; FIS-12: p<0.001, effect
size=0.7, the estimated sample size on 0.3 effect size, 5% level of
significance (a), 80% power was calculated 71 patients of special-
needs [16]. Following a survey based study, target participants
increased by about 20-25%. Hence, the study ended up with
84 participants for evaluation of FIS and P-CPQ scales.

Inclusion criteria: Caregivers family members of CSHCN of either
gender, under the age of 12, those with orthopaedic or physical
deformity, psychomotor retardation, congenital brain impairment,
intellectual or learning disabilities, speech disorders, emotional
disturbances, full or partial blindness, deafness, epilepsy, acquired
disabilities, syndromes, autism spectrum disorder, and class | or |l
of the American Society of Anaesthesiologists (ASA) were included
after taking the informed consent.The World Health Organisation
(WHO) criteria for Children of Special Healthcare Needs was
followed [17].

Exclusion criteria: Those children with ASA class Il or IV, and with
compromised general health due to serious ailments or disabilities
or/and those whose caregivers refused to participate in the study
were excluded.

Study Procedure

The caregivers along with CSHCN attended the GA Pre-assessment
due to pain during the dental examination or suspicion of pain
for application of dental treatment, and then received invasive
procedures such as extractions, amalgam and composite/glass
ionomer restorations, stainless steel and strip crown restorations,
pulp therapy, and the placement of fissure sealants, which were
psychologically threatening to the patient and caused anxiety,
uncooperative behaviour, and pain tolerance when treated under
general anaesthesia, when non pharmacological behaviour guidance
techniques were ineffective.

Following a clinical setting as a Pre-anaesthetic assessment,
patients were reviewed, selected, and prepared, mentioning their
lack of cooperative ability or their medical or disability conditions.
Their treatment was carried under the care of a paediatric dentistry
consultant and involved complete and comprehensive dental
treatment under GA, following the American Academy of Paediatric
Dentistry (AAPD) guidelines. Follow-up recall and examination of
patients that had comprehensive dental treatment under GA was
after one year. For behavioural and well-being purposes, it was
decided at a prior date for each of these children to have their full
dental rehabilitation under general anaesthesia [7]. Their names,
contact information, and chart numbers were added to a waiting list
as per the department policy.

Data were collected from the patients and caregivers to avoid
bias, and because most of the patients, either due to their mental
capabilities or disabilities, would not be able to provide an accurate
expression of their oral health quality of life changes, two simple
written questionnaires adapted from Thomson WM et al., P-CPQ
and FIS were used [18]. The questionnaire was devised by following
FIS and P-CPQ items [17,18] tailored for the present study into
English and translated Arabic versions for the convenience of Arabic
speaking Saudi population.

The parents/caregivers were provided with the questionnaires to
obtain baseline data prior to treatment. For the sake of performing
follow-up on a longitudinal basis after one year, the participants were
provided also with the same questionnaires in order to determine,
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evaluate, and provide a straight-forward declaration of the post-
treatment quality-of-life changes of the patients and their caregivers.
Both FIS and P-CPQ were decoded into a numeric ordinal scale
as Never ‘0’, Once/Twice ‘1’, Sometime ‘2’, Always ‘3’, and Daily
‘4’, which revealed a lower number towards less likely and a higher
number towards more likely occurrence of the particular event. To
test the reliability and validity of the modified survey tools, a sample
of 10 out of the first 30 filled questionnaires from FIS and P-CPQ
was randomly selected for item analysis. Cronbach’s alpha was
found to be 0.925, indicating high item reliability and validity.

STATISTICAL ANALYSIS

Statistical Package for Social Sciences (SPSS)-20.0, an International
Business Management (IBM) product from Chicago (USA), was used
to analyse statistical data. Numeric data consisting of the FIS scale
and the P-CPQ scale were presented as mean, standard deviation,
and explored for test of normality by using the Kolmogorov-Smirnov
test that revealed a non Gaussian distribution. Therefore, numeric
data was presented in terms of median and inter-quartile range. A non
parametric Wilcoxon sign-rank test for paired samples was applied
for comparison of before and after treatment FIS and P-CPQ scale
values. Statistical significance was considered if p-value was <0.05.

RESULTS

Among 84 CSHCNSs, 38 (45.2%) were males and 46 (54.8%) were
females. Of these 84 children, 77 (91.7%) had mothers as their
primary caregivers, while 7 (8.3%) had fathers. The mean age of
children was 8.29+2.14 years (ranging from 3 to 12 years). The
most common disability was autism, found in 22 (26.2%) patients,
followed by cerebral palsy in 20 (23.8%), ADHD in 11 (13.1%),
cardiac problems in 8 (9.5%), hypothyroidism in 5 (6%), asthma in
4 (4.8%), epilepsy in 4 (4.8%), cleft lip/palate in 3 (3.6%), hearing
disorder and diabetes mellitus in 2 (2.4%) participants each, while
lymphoblastic lymphoma, ectodermal dysplasia and renal failure
were in 1 (1.2%) patient each, as presented in [Table/Fig-1].

Frequency distribution of children according to types of special
healthcare needs
Autism | 22 (26.7%)
Cerebral palsy | 20 (23.8%)
ADHD 11(13.1%)
Cardiac | 8 (9.5%)
Hypothyroidism | 5 (6.0%)
Asthma | 4 (4.8%)
Epilepsy | 4(4.8%)
Cleftlip/ palate 3(3.6%)
Hearing disorder 1 2 (2.4%)
Type 1 diabetes 1 2(2.4%)
Ectodermal dysplasia |& 1 (1.2%)
Lymphoblasti c lymphoma j 1(1.2%)
Renal failure 1(1.2%)
0 5 10 15 20 25 30

[Table/Fig-1]: Frequency distribution of children according to types of special

healthcare needs.

The FIS following a higher average score 1.40+0.74 before treatment
to a lower average score 0.37+0.54 revealed a highly significant
decrease of the family impact after treatment i.e., (p<0.001). The
similar pattern of overall parent-caregiver perception questionnaire
(P-CPQ) was found before and after treatment respectively
1.74+0.84 and 0.48+0.60 (p<0.001) as illustrated in [Table/Fig-2].

Post treatment median FIS was zero, that corresponds the rating of
“Never” to the items related to absent from work, child need more
care, impact of presence, sleeping disturbance, feel angry, feel
guilty, child disputed and child blame to either the parents (p<0.001)
as compared to before treatment median FIS was 2 that reveals
the rating of “Sometimes” to the items of absent from work, child
need more care, impact of presence and sleeping disturbance of
either parents presented in [Table/Fig-3].
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Scores Before (n=84) After (n=84) p-value

Q2 Q2

Mean+S.D (Qa-Q1) Mean+S.D @3-Q1)

Family Impact Scale 1.75 1.45
FIS) 1.40£0.74 (1.1-2.3) 0.37+0.54 0.82-1.9) 0.001
Parent-caregiver 0.0
scale questionnaire | 1.74+0.84 (O-b 9) 0.48+0.60 | 1 (0-0.6) 0.001
(P-CPQ) '

[Table/Fig-2]: Comparison of modified FIS and P-CPQ overall scores before and
after treatment.
*Significant at p<0.05.

Q2: Median, Q1: Lower quartile, Q3: Upper quartile
FIS: Never ‘0’, Once/Twice ‘1’, Sometime ‘2’, Always ‘3’, Daily ‘4’
PCPQ: Never ‘0’, Once/Twice ‘1’, Sometime ‘2’, Always ‘3’, Dalily ‘4’

Family Impact

Scale (FIS) Before (n=84) After (n=84) p-value
Mean+SD | Q2(Q3-Q1) | Mean=SD | Q2 (Q3-Q1)

Bither of parents | 4 o5 090 | 2(2-1) | 0264049 | 0(0-0F | 0.001

absent from work

Chidneedmore | 5 g, 406 | 2(3-1) |1.08+1.47 | 0@-0F | 0.001

care

Impact of 167+1.44 | 2(3-0) | 0.61:1.09 | 0(1-0* | 0.001

presence

Sleep "

et ance 1.82¢1.23 | 2(31) | 020:0.72 | 0(0-0) 0.001

Parent feel angry | 1.30+1.25 1(2-0) 0.20+0.64 0 (0-0* 0.001

Parent feel guilty | 1.33+1.19 1(2-0) 0.18+0.60 0 (0-0)* 0.001

Chiddisputed | 74 446 | 0¢1-0) |0.15:067 | 0(0-0¢ | 0.001

with parent

Chid blame to 0.56+1.07 | 0(1-0) |015:068 | 00 | 0.001

parent

[Table/Fig-3]: Average comparison of the modified Family Impact Scale (FIS)
before and after treatment.

*Significant at p<0.05 between before and after observed values by using Wilcoxon sign-rank test.
Q2: Median, Q1: Lower quartile, Q3: Upper quartile
FIS: Never ‘0’, Once/ Twice ‘1’, Sometime ‘2’, Always ‘3’, Dalily ‘4’

Following the pattern of post-treatment FIS, the post-treatment
median P-CPQ scale was also zero, which reveals the rating of
“Never” for all items including halitosis, oral pain, food trapped in
palate and teeth, difficulty in swallowing, breath, take more time to
eat, difficulty in sleep, irritable/quick tempered, frustrating, nervous,
shy, absent from school, avoid laugh, and concentrating at school
as compared to the pre-treatment median value (p<0.001),
presented in [Table/Fig-4].

Perceptions Before (n=84) After (n=84)

Questionnaire p-
(PCPQ) scale Mean+SD | Q2 (Q3-Q1) | Mean+SD | Q2 (Q3-Q1) | value
Halitosis 2.62+1.45 |  3(4-1) | 0.40£1.00 | 0(-0" | 0.001
Oral pain 3.17:0.98 | 3(4-3) | 0.14:054| 0(0-0" | 0.001
Foodtrappedin | 5 5. 441 | 2(31) |019:059| 00 | 0.001
palate

Foodtrappedin | 5 47,157 | 2@3-1) |026:062| 0(0-0° | 0.001
teeth

Difficulty in 1.86+1.45 | 2(3-0) |058+1.20| 0(1-0* | 0.001
swallowing

Mouth breath 145¢1.50 | 1(2-0) | 094154 | 0(1.75-0) | 0.001
fTake Moretime | 4 gsi142 | 2(3-0) | 061x1.22 | 0(1-0F | 0.001
or eating

Difficulty in sleep | 1.89+1.23 |  2(3-1) | 0.38x0.88 | 0(0-0) | 0.001
Imitable/Quick 1.60+1.36 | 1(2-0) |0.35:0.80| 0(0-0" | 0.001
tempered

Frustrated/ 156£1.52 | 1(2-0) |0.69:1.33 | 0(1-0 | 0.001
Depressed

Nervous 1324131 | 10 |039+1.14| 0(@-0" | 0.001
Shy/embarrassed | 1.48+1.48 | 1(2-0) | 0.39+1.02 | 0(-0" | 0.001
Absent from 120+1.24 |  1(-00 |058+121| 0@1-0* | 0.001
school

Avoid laughingin | 4 55,1 53 | 0(1.75-0) | 0.67+1.51 | 0(0-0F | 0.001
front of friends

Difficulty in

concentrating at | 1.02+1.46 |  0(2-0) | 0.64x1.39 | 0(1-0F | 0.001
school

[Table/Fig-4]: Average comparison of the modified parent-caregiver scale
questionnaire (P-CPQ) before and after treatment.

*Significant at p<0.05 between before and after observed values by using Wilcoxon sign-rank test.
Q2: Median, Q1: Lower quartile, Q3: Upper quartile
PCPQ: Never ‘0’, Once/ Twice ‘1’, Sometime ‘2’, Always ‘3’, Daily ‘4’

DISCUSSION

The results of the present study demonstrated a significant decrease
in the mean FIS following one year post-treatment (1.40 to 0.37); the
median was O (Never) for all items revealing a significant effect. An
almost identical pattern of significant decrease in the mean P-CPQ
score (1.74 to 0.48), revealed a significant improvement in the oral
health quality of life of CSHCN.

It remained a great challenge to achieve and sustain optimal oral
health care for children with special needs in comparison to their
peers who are free of any special needs [19]. Individuals with special
needs have a higher pervasiveness of oral disease and the need for
treatment [20]. Studies of oral health of individuals with special care
needs had reported them to have a compromised oral hygiene,
untreated dental disease and a multiple dental extraction [21].
Treatment plan according to the mental and/or physical disabilities
in the present study was similar to a 10-year retrospective study
by Mallineni SK and Yiu CK, where most of the dental treatment
performed under general anaesthesia was of the restorative type [11].

A study by Farsi DJ et al., supports these results with significant
improvement in the impact of oral health rehabilitation on the parent/
caregiver, consistent with the present study findings [22]. In a local
study carried out in Jeddah, prior to Full Mouth Rehabilitation (FMR)
under GA, the impact on OHRQoL was apparently negative, with
overall scores ranging from 12 to 68 and a mean of 43.34+14.83,
OHRQoL improved significantly across the board (p-value <0.05)
[23]. In another local study, the mean pretreatment FIS score
10.64+5.41 reduced to 2.59+2.82 post-treatment, while P-CPQ
scores before and after treatment were respectively 19.41+10.25
and 2.80+3.71, revealing a significant (p<0.001) effect of treatment
under GA on oral health quality of life [24]. Instead of impact scale
measurement, the post-treatment effect among the majority of
patients was observed on eating (35.2%), teeth cleaning (22.0%),
and relaxing activities (15.9%). In a study from Malaysia, caries in
primary teeth was linked to oral consequences in children [25].

In the present study, parent-caregivers perception scores have
changed to “Never” on aspects including halitosis, pain, food
trapped in palate and teeth, swallow, breath, time, sleep, irritable,
frustrating, nervous, shy, absent, laugh and continue school as
compared to pre-treatment. These results are also in accordance
with Mohammed MM et al., who concluded that oral rehabilitation
has an immediate effect on the well-being and improvement in
quality of life of children and their caregivers [26]. Song JS et al.,
used impact scores FIS and P-CPQ based on 14 items of child oral
health impact profile to compare quality of life in relation to the severity
pattern of systemic diseases, and found quite promising results
before and after treatment [17]. The current study outperformed as
compared to the study by Baghdadi ZD et al., in Riyadh, Saudi
Arabia, limited to the P-CPQ and FIS survey instruments, which
appeared to be connected to comprehensive dental care under
GA and were also found to be responsive to praise and validate
for assessing OHRQoL in kids with severe childhood caries [24].
Whereas, in the present study, a comparison of before and after
treatment with regards behavioural changes and oral health quality
of life of CSHCN.
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Limitation(s)

The impact scores (FIS and P-CPQ) were not evaluated in relation
to the type of dental treatment provided to the CSHCN. Parent-
caregivers’ demographic characteristics, such as education level,
employment, family income, and number of children, were not
elicited; instead, the FIS and P-CPQ complete evaluations before
and after were primarily focused.

CONCLUSION(S)
The modified FIS and P-CPQ evaluations before and after
comprehensive dental treatment under GA with follow-up after one
year showed a great improvement in the oral health quality of life
for those CSHCN, as well as the impact on their caregivers. Early
recognition of dental treatment needs via regular check-ups of
special needs patients would be an important tool for early and non
invasive intervention, preventing the rise of comprehensive dental
treatment under GA. The family lives of those patients and their
caregivers were associated and directly affected by pretreatment,
but treatment dramatically improved the quality of life for both
patients and their caregivers.

REFERENCES

[11 American Academy of Pediatric Dentistry. Definition of special health care needs.
The Reference Manual of Pediatric Dentistry. Chicago, lll.: American Academy
of Pediatric Dentistry; 2021:19. https://www.aapd.org/research/oral-health-
policies--recommendations/special-health-care-needs/.

[2] American Academy on Pediatric Dentistry Dental Care Committee, American
Academy on Pediatric Dentistry Council on Clinical Affairs. Policy on
hospitalization and operating room access for dental care of infants, children,
adolescents, and persons with special health care needs. Pediatr Dent.
2008;30(7 Suppl):68-69.

[8] Velan E, Sheller B. Providing dental treatment for children in a hospital setting.
Dent Clin North Am. 2013;57(1):163-73.

[4] American Dental Association Commission on Dental Accreditation. Accreditation
standards for advanced specialty education programs in pediatric dentistry:
Hospital and adjunctive experiences. Chicago, lll.; 2013:34-35.

[5] Forsyth AR, Seminario AL, Scott J, Berg J, lvanova |, Lee H. General anesthesia
time for pediatric dental cases. Pediatr Dent. 2012;34(5):129-35.

[6] Peretz B, Spierer A, Spierer S, Rakocz M. Dental treatment of patients with
systemic diseases compared to patients with developmental disabilities under
general anesthesia. Spec Care Dentist. 2012;32(1):21-25.

[7] Stankova M, Bucek A, Dostalova T, Ginzelova K, Pacakova Z, Seydlova M.
Patients with special needs within treatment under general anesthesia-meta-
analysis. Prague Med Rep. 2011;112(3):216-15.

[8] Lin YT, Lin YT. Survey of comprehensive restorative treatment for children under
general anesthesia. Journal of Dental Sciences. 2015;10(3):296-99.

[9] Eshghi A, Samani MJ, Najafi NF, Hajiahmadi M. Evaluation of efficacy of
restorative dental treatment provided under general anesthesia at hospitalized
pediatric dental patients of Isfahan. Dent Res J (Isfahan). 2012;9(4):478-82.
PMID: 23162592; PMCID: PMC3491338.

[10]

[l

n2]

3

[14]

18]

[1e]

7]

[18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

[26]

Tarek Ezzeldin et al., QoL improvement in CSHCN Under GA

Khodadadi E, Mohammadpour M, Motamedian SR, Kouhestani F. Failure Rate of
Pediatric Dental Treatment under General Anesthesia. Dent J (Basel). 2018;6(3):25.
Doi: 10.3390/dj6030025. PMID: 29932133; PMCID: PMC6162701.

Mallineni SK, Yiu CK. A retrospective review of outcomes of dental treatment
performed for special needs patients under general anaesthesia: 2-year follow-
up. Scientific World Journal. 2014;2014:748353. Doi: 10.1155/2014/748353.
Epub 2014 Dec 24. PMID: 25610913; PMCID: PMC4290790.

Enever GR, Nunn JH, Sheehan JK. A comparison of post-operative morbidity
following outpatient dental care under general anaesthesia in paediatric patients
with and without disabilities. Int J Paediatr Dent. 2000;10(2):120-25. Doi: 10.1046/
j.1365-263%.2000.00180.x. PMID: 11310096.

Jamjoom MM, Al-Malik MI, Holt RD, El-Nassry A. Dental treatment under
general anaesthesia at a hospital in Jeddah, Saudi Arabia. Int J Paediatr Dent.
2001;11(2):110-16.

Baghdadi ZD, Muhajarine N. Effects of dental rehabilitation under general
anesthesia on children’s oral-health-related quality of life: Saudi Arabian parents’
perspectives. Dent J (Basel). 2014;3(1):01-13. Doi: 10.3390/dj3010001. PMID:
29567920; PMCID: PMC5851165.

Ba'akdah R, Farsi N, Boker A, Al Mushayt A. The use of general anesthesia in pediatric
dental care of children at multi-dental centers in Saudi Arabia. J Clin Pediatr Dent.
2008;33(2):147-53. Doi: 10.17796/jcpd.33.2.r6k1233707g20x30. PMID: 19358383.
Song JS, Hyun HK, Shin TJ, Kim YJ. Effects of dental treatment and systemic
disease on oral health-related quality of life in Korean pediatric patients. BMC
Oral Health. 2018;18(1):92.

World Health Organization. International Classification of Impairments, Disabilities,
and Handicaps. Geneva: World Health Organization, 1980.

Thomson WM, Foster Page LA, Gaynor WN, Malden PE. Short-form versions of
the parental-caregivers perceptions questionnaire and the family impact scale.
Community Dent Oral Epidemiol. 2013;41(5):441-50. Doi: 10.1111/cdoe.12036.
Epub 2013 Jan 21. PMID: 23330809.

Farsi NJ, Farsi DJ, Aldajani MB, Farsi NM, El-Housseiny AA. Sustainability of
improvement in oral health-related quality of life in children after dental treatment.
patient prefer adherence. 2021;15:271-81. Doi: 10.2147/PPA.S288571. PMID:
33603346; PMCID: PMC7882446.

Waldman HB, Rader R, Perlman SP. Health related issues for individuals with
special health care needs. Dent Clin North Am. 2009;53(2):183-93.

Park JS, Anthonappa RP, Yawary R, King NM, Martens LC. Oral health-related quality
of life changes in children following dental treatment under general anaesthesia:
A meta-analysis. Clin Oral Investig. 2018;22(8):2809-18. Doi: 10.1007/s00784-
018-2367-4. Epub 2018 Feb 9. PMID: 29427008.

Farsi DJ, Farsi NJ, El-Housseiny AA, Turkistani JM, Farsi NM. Impact of dental
rehabilitation on oral health-related quality-of-life in healthy children and those
with special health care needs. J Contemp Dent Pract. 2018;19(4):367-74.
El-Meligy O, Maashi M, Al-Mushayt A, Al-Nowaiser A, Al-Mubark S. The effect
of full-mouth rehabilitation on oral health-related quality of life for children with
special health care needs. J Clin Pediatr Dent. 2016;40(1):53-61.

Baghdadi ZD. Effects of dental rehabilitation under general anesthesia on children’s
oral health-related quality of life using proxy short versions of OHRQoL instruments.
Scientific World Journal. 2014;2014:308439. Doi: 10.1155/2014/308439. PMID:
24592163; PMCID: PMC3922005.

Berhan Nordin EA, Shoaib LA, Mohd Yusof ZY, Manan NM, Othman SA.
Oral health-related quality of life among 11-12 year old indigenous children in
Malaysia. BMC Oral Health. 2019;19(1):1-10.

Mohammed MM, Sharaf Aly A, Bakry Nevine S. Assessment of oral health related
quality of life for children with special health care needs after oral rehabilitation
under general anesthesia (cross sectional study). Alexandria Dental Journal.
2020;45(3):122734.

PARTICULARS OF CONTRIBUTORS:

1. Consultant, Department of Paediatric Dentistry, Medical Director of the Complete Saudi Board Program in Paediatric Dentistry, Dammam Specialised Dental Center,

Dammam Medical Complex, Dammam, Eastern Province, Saudi Arabia.

©

Eastern Province, Saudi Arabia.

O N o

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Intisar Ahmad Siddiqui,

Building No. 7404, Al-Nawras, Mutanabi Street, King Faisa Road, Dammam,
Dammam, Saudi Arabia, Eastern Province, Saudi Arabia.

E-mail: iasiddig@iau.edu.sa

AUTHOR DECLARATION:

e Financial or Other Competing Interests:
e Was Ethics Committee Approval obtained for this study? Yes

¢ \Was informed consent obtained from the subjects involved in the study? Yes
L]

None

For any images presented appropriate consent has been obtained from the subjects.

Journal of Clinical and Diagnostic Research. 2023 Mar, Vol-17(3): ZC24-2C27

PLAGIARISM CHECKING METHODS: WanHetal]

Senior Registrar, Department of Paediatric Dentistry, Dammam Specialised Dental Center, Dammam Medical Complex, Dammam, Eastern Province, Saudi Arabia.
Consultant, Department of Paediatric Dentistry, Former Medical Director of Paediatric Dentistry, Dammam Specialised Dental Center, Dammam Medical Complex, Dammam,

Lecturer, Department of Dental Education, College of Dentistry, Imam Abdulrahman Bin Faisal University, Dammam, Eastern Province, Saudi Arabia.

Consultant and Head, Department of Paediatric Dentistry, Dammam Specialised Dental Center, Dammam Medical Complex, Dammam, Eastern Province, Saudi Arabia.
Board Resident, Department of Paediatric Dentistry, Dammam Specialised Dental Center, Dammam Medical Complex, Dammam, Eastern Province, Saudi Arabia.
Specialist, Department of Paediatric Dentistry, Dammam Specialised Dental Center, Dammam Medical Complex, Dammam, Eastern Province, Saudi Arabia.
Fellowship Resident, Department of Endodontics, Dammam Specialised Dental Center, Dammam Medical Complex, Dammam, Eastern Province, Saudi Arabia.

ETYMOLOGY: Author Origin

e Plagiarism X-checker: Oct 28, 2022
* Manual Googling: Dec 09, 2022
e Thenticate Software: Dec 17, 2022 (7%)

NA

Date of Submission: Oct 14, 2022
Date of Peer Review: Nov 28, 2022
Date of Acceptance: Dec 19, 2022

Date of Publishing: Mar 01, 2023


http://europeanscienceediting.org.uk/wp-content/uploads/2016/11/ESENov16_origart.pdf

