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ABSTRACT

Objective: To assess the deliberate use of a parental presence/absence (PPA) intervention as a behavior
management technique to manage uncooperative children as well as its association with age.

Study Design: Cross sectional study.

Place and Duration of Study: Study was conducted at department of Paediatric dentistry, Rehman College of
Dentistry, Peshawar, from Jan to Apr 2019.

Methodology: Practice patient records were examined over a period of 3 months, during which Frankel behavior
ratings were made for each patient. About 2 to 14 years olds were included in the study who had no previous
dental treatment, accompanying by their parents. Sixty one children were selected out of 200 who showed un-
cooperative behavior Frankl 1 and Frankel 2. Their parents were asked to step out of the operatory until the
patient become cooperative.

Result: The study included 61 children out of 200 who showed uncooperative behavior according to Frankel’s
behavior rating scale. The result showed significance in age group 4-6year, kinder garden (p=0.035).

Conclusion: The Parental Presence/Absence technique (PPA) can be successfully used in gaining the cooperation
of children displaying negative behavior aged 4-6, thus minimizing the need for other more aversive Behavior

management techniques (BMT’s).
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INTRODUCTION

Children visiting dental office exhibit a mar-
ked fear and anxiety about their dental procedure
which often culminatesin a wide variety of ne-
gative attitudes and behaviors There fore, a ple-
thora of behavior management techniques are
employed for children during theirdental treat-
ment to lessen their fear and anxiety so that the
dental practitioners can inspire a positive patient
dental attitude, deliver good-quality dental care,
establish communication and build a trustworthy
relationship between the child and the dental
team Wright!, suggested that a “positive dental
atti-tude” was the aim of behavior management.
In 1895, McElroy wrote: “Although the operative
dentistry may be perfect, the appointment is the
failure if the child departs in tears2.

Behavior management techniques (BMT’s)
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are considered pertinent in pediatric dentistry. In
the absence of such set of skills, dentists would
not be able to deliver appropriate and safe treat-
ment. There are several non-pharmacological
BMTs such as tell-show-do, positive reinforce-
ment, distraction, voice control, nonverbal com-
munication, and parental presence/absence.
While the techniques are used separately, they
can also be used in combination. The application
of the BMTs relies heavily on patients” needs and
conditions as well as the dentist preference and
skills and the approval of parents2.

Parental presence/absence (PPA) is common
type of the nonpharmacological BMTs. In this
technique, the parental presence is used as a
factor to manage the child’s negative behavior to
dental management2. Whether a parent should be
present or not during a dental appointment is a
dilemma among pediatric dentists because com-
plete parental separation might cause emotional
trauma to the childé. In addition to that, some
parents would not agree on their children being
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out of sight, which will be ahindrance to the
dental.

Literature on dental and psychological
aspect differed in opinions on this technique.
Olsens, stated that a child should not be isolated
from the parent at the first appointment as it
helps in the psychological analysis of the future
child behavior. Frank et al*. 2 investigations
showed that children of age 3-4 years were more
cooperative when mother was presentin the ope-
ratory. The author concluded that proper instruc-
tions given to the mother can help in establishing
a good rapport between the child and the dentist.
Lewis and Law5, found no difference between the
mother-presence and mother-absent groups. The
rational of the study was to access effectiveness
of PPA technique as effective BMT as well as its
association with age.

This article explains the deliberate use of
PPA technique to improve child cooperation in
one dental visit. The aim of this study was to
assess the relative success of PPA techniqueand
its association with age as a BMT in the pediatric
dentistry and to gain child's cooperation without
causing traumatic impact as a result of complete
parental separation.

METHODOLOGY

This cross sectional study was conducted in
the Department of pediatric dentistry, Rehman
College of Dentistry, Peshawar, Pakistan over
a period of 3 months (January 2019- April 2019).
Informed consent was taken from all the patients
and ethical approval was taken from ethics
review board (IERB) of Rehman College of den-
tistry (EC Ref. No: RCD-20-03-007) prior to data
collection. All trained paedodontists provided the
dental treatment with trained dental auxiliaries
from the pediatric department. The subjects for
this study were 61 children selected from a sam-
ple of 200 children by non-probability sampling
technique (using WHO calculator), who showed
uncooperative behavior over the period of 3
months. The inclusion criteria for the study was;
No previous dental experience (first visit) ages of
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2 to 14 years, Mentally and physically healthy,
Children accompanying parents.

Treatment provided ranged from simple
scaling to restorative pulp therapy and extraction.
The data variablesincluded age, gender,presence
of parents, and assessment of patient’s behavior
before and after the application of PPA technique.

We divided the children into 4 groups.
Group 1 preschool children (age 2 to 3), group 2
kinder-garden (age 4-6), group 3 primary school
(age 7 to 9), and group 4 middle school (age 10
to 14). Behavior rating of children were obtained
using Frankl’s behavior rating scale 4-point.
Index to obtain cooperation level described in
(table-I). These ratings were made for every asp-
ect of a child’s dental treatment. All healthy chil-
dren demonstrating cooperative behavior (Frankl
3 and Frankl 4) according to Frankl behavior
rating scale were excluded from this study.

Table-I: Franklbehavior rating scale.

Rating | Description

Definitively Negative: Refusal of
treatment, crying forcefully, fearful, or
any other overt evidence of extreme
negativism

Negative: reluctant to accept treatment,
uncooperative, some evidence of negative
attitude but not pronounced, sullen,
withdrawn

Positive: Acceptance of treatment, at
times cautious, willingness to comply

3 with the dentist, at times with reservation
but patient follows the dentist’s
directions cooperatively

Definitively positive: Good rapport

with the dentist, interested in the dental
procedures, laughing and enjoying the
situation

No invasive techniques were used in this
practice during the time of the study. An oral and
written consent was taken from the parents
before the procedure began so that if a child dem-
onstrates a negative behavior then the parent will
be asked to leave the operatory room. This agree-
ment between the dentist and parent was made
before the child was seated in the dental chair, as
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it was important that the child knows about the
agreement. At the beginning of the procedure,
the parent remained in the operatory room as a
silent observer or was seated near the child with-
out disrupting the interaction between the dentist
and the child2 If the child continued to be un-
cooperative, the parent was asked to leave the
department.and stand behind a wall or transpa-
rent barrier (mirror wall). The child was informed
in a veryempathic way, that his/her parent will
return the operatory room until they do not show
cooperative behavior. During the time-period
when the parent is outside the dentist tries to
establish good communication with the child, by
talking in short and soft phrases with the child.
At this point when the child shows cooperative
behavior then the parent is called back in. And
if the child behavior does not improve after 8
minutes, then the appointed was terminated.
Data were computed using SPSS version 25. The
observed significance level (p-value) test was
computed. Descriptive statistics were performed
for frequencies, percentages. In order to analyze
correlation between the PPA technique and diffe-
rent age groups, Pearson’s correlation was done.
p-value of <0.05 was considered significant. Sam-
ple size was calculated using WHO calculator.

RESULT

In our study the sample size was 200. During
the study period 61 children presented as Frankl
“negative” (n=24) and ‘definitively negative’
(n=37). Figure-1 shows that females were slightly
more uncooperative in comparison to the males.
However, the correlation between the.gender and
child behavior was not significant. This difference
can be a result of biological origin or reflect a res-
ponse bias as a fearfulness is more socially accep-
ted in girls and may be a result of culture and
social beliefs.

Results according to Frankl rating scale sho-
wed in table-II that in group 1 (preschool children
age 2-3 years) all 7 children visited for dental
treatmentat first visit showed uncooperative beh-
avior. Among these none showed positive beha-
vior after the application of PPA technique (p=
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NC) as shown in table-III. Result shows that PPA
is remarkedly insignificant in this age group as
the child does not understand the technique and
does not accept to leave the parent as they are
mostly in mother’s lap.

As the age increases the number of patient’s
surge in the pediatric dentistry. According to the
resultin group 2 (kidder garden age 4-6 years) as
shown in table-II, total of 27 children were un-

60 - 55.7%
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30 4
20 4

10 4

0 A
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Figure-1: Comparison between both genders for level
of co-operation.
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Figure-II: Association of parental presence/absence
(PPA) technique with different age groups.

cooperative. According to the results more unco-
operative behavior was in seen in this group. A
significance correlation was found in 4-6 years
old children and improvement of PPA (p=0.035),
shown in table-IIl. Frankl et al%, found that 41-
49 months old were more cooperative in the
presence of mother.

As the age of the child inclines the ability to
understand the technique grows. Therefore, more
children get cooperative as the age, with the app-
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lication of the PPA technique. In group 3 (pri-
mary school age 7-9 years) total 23 children were
uncooperative (table-II). Among these 8 children
showed positive behavior (p=0.1190) which was
not significant (table-III).

Age group above 10 years, group 4 (middle
school age 10-14 years) shows a uniform positive
behavior and willingness to cooperate and under-
go necessary treatment (table-II). Only 4 children
in our study revealed negative behavior and were
followed by PPA and showed positive behavior
(p=NC) shown in table-III.

Table-II: Behavior management relative to age of
children.

Definitively

Age group Negative Negative
g-zs;};zi)chﬂdren 6 (162%) 1 42%)
ﬁi_céd},e;ﬁ:)rden 19 (51.4%) 8 (33.3%)
o, ;grz;hml 11207%) | 12 (50.0%)
1014 years) 1@7%) | 327%)
Total 37 4

Table-III: Behavior improvement after the applica-
tion of parental presence/absence (PPA) technique.

Not
Age Group Improved Improved p-value
Preschool
children ; 7 (100%) ChaNn"te 4
(2-3 years) &
Kidder garden 0 0 "
(4-6 years) 4(14.8%) | 23 (85.1%) | 0.035
Primary
school 8 (34.7%) | 15(65.2%) | 0.1190
(7-9 years)
Middle school o Not
(10-14 years) 4 (100%) ) changed
Total 16 (26.2%) | 45 (73.7%)

p<0.05 was considered significant.

Children in the age-group 7-14 years old
are significantly cooperative compared to the 2-8
years old children as shown in table-II. And that
parental presence made no difference. This again
means the ability to comply with dental treat-
ments grow with age. Implementation of the PPA

Pak Armed Forces Med ] 2020; 70 (6): 1853-58

technique on different age group shows signifi-
cance in only 4-6 years old children whereas
other groups shows no significance (table-III).

DISCUSSION

Fear isanatural response whenencountering
new situations, and fearful situations might end
up in behavior management problems in chil-
dren. However, these twophenomena have an
overlap with each other, as in this study 61 of
fearful children also have behavior management
problems.

Dental fright and behavior are likely to have
multifactorial origins apart from developmental
age 6-8, can be broadly divided into personal cha-
racteristics, environmental factors, or situational
factors®. Personality characteristics can have some
impact on behavior. In addition, social and family
environments can also affect as Klingberg et all°.
Documented that dental fear might not be always
present in all children having behavior manage-
ment problems.

Among environmental factors, it is reported
that child dental anxiety is greatly influenced
by parents panicin the dental surgery!'. So, one of
the reasons for the child to be uncooperative is
parental anxiety which is being transferred to the
child which further prevents dentist-patient com-
munication and delivery of carel. Child behavior
could be influenced negatively by an anxious
parent!0. In such cases parental presence/absence
(PPA) technique is used in which the parent is
not allowed to interfere with the dentist and child
communication.

Environmental and situations factors such as
socioeconomic status, family situation, frequent
exposure to invasive medical care, and past expe-
rience of operative dental care have been explo-
red as potential causes of dental fear and beha-
vior problems, but theresults have been incon-
sistent1215,

Significance of the effect of gender on child
behavior was also assessed. In our study there
was no significant difference found in behavior
related to gender. As mentioned by Wright and
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Alpern'®, Frankl et al?, and Venham?!”. However, a
slightly higher count of female children (55.7%)
showed uncooperative behavior than male chil-
dren (44.3%). This finding agrees with most of the
studies!820, but somewhat different from that of
Shirley and Poyntz?!, who found boys consisten-
tly more upset than girls. Furthermore, higher
muscular tension occurs in children because of
the posture of the dental chair resulting in inc-
reased sensitivity to dental stimuli and increased
anxiety. In female patients the stimuli rendering
them more anxious are usually the noise of the
dental drill as well as the sight of dentists han-
dling needles and our results are consistent with
these findings?2.

According to this study, to manage child's
negative behavior the presence or absence of the
parent sometimes can be used togain the patient’s
attention and improve behaviors, establish app-
ropriate dentist-child roles, and enhance effective
communication among the dentist, child, and
parent, also to minimize anxiety and achieve a
positive dental experience; and facilitate rapid
informed consent for changes in treatment or
behavior guidance. In this study PPA technique
was able to result cooperation in age group 4-6
years old without the use of psychopharmaco-
logical agents. Age group of 2-3 years old did not
respond to the technique as they were usually in
mothers lap and were unable to understand the
technique and communicate. Parents will always
want to stay with their kids during dental treat-
ment as well as during examination andasking
parents to leave the operatory makes the patient
more panicky.

In our study, age was significantly related
with the child’s behavior. This shows that child
behavior in dental operatory is greatly influenced
by his age as reported by several studies as Kling-
berg et al??, Brill*%. As in this study children 2-3
years old were highly uncooperative, and the co-
operation level climbed with increasing age. The
ability to comply with dental treatments inclines
as the ability to understand and communicate
increments with age. Thus, all grown up children
responded more to PPA technique. In others age
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groups the technique appears promising, it is not
known whether it is the technique itself, or other
non-specific factors such as the manner in which
the technique has been delivered by the dentist,
which contributes to its success.

CONCLUSSION

Parental presence in the dental surgery is
recommended to gain child support emotionally.
It is used to avoid the stress related to parent’s
separation especially in early ages and in patients
with special health care needs. In case of non-
cooperative child, PPA technique can be used as a
behavior management technique to help dental
gain the child's cooperation without traumatizing
him/her emotionally. PPA technique can be used
with or without other BMTs.
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