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ABSTRACT  

Aim of the study. Uncooperative children stand for a problem in paediatric dental practice, because dental 

rehabilitation cannot be achieved without difficulty. This paper emphasis on problems encountered in every day 

practice after children rehabilitation under general anaesthesia. Material and methods. 8 years old boy with 

cognitive and developmental problems with compromised dental status was treated under general anaesthesia in 

one day surgery. Results. Dental procedures performed under general anaesthesia must be follow by preventive 

regular appointment, with the purpose to increase patient compliance. For the first year after general 

anaesthesia, patient respect the preventive protocol but after that he abandons. Conclusions. General anaesthesia 

can help for uncooperative children dental rehabilitation, but active family involvement is necessary for 

accurate over time results. 
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INTRODUCTION 

Dental treatment under general anaesthesia 

(GA) is employed for patients whose 

behaviour cannot be managed by non-

pharmacological („tell-show-do”, positive 

reinforcement, voice control, distraction) or 

pharmacological (nitrous oxide sedation, oral 

sedation) techniques [1]. Intended for healthy 

uncooperative patients or for patients with 

moderate to severe disabilities (these patients 

have poorer oral hygiene and increased dental 

treatment needs, compared to the general 

healthy population), GA is often the only way 

in which dental treatment can be delivered [2, 

3]. Dental treatment under GA has several 

advantages: it does not require patient’s 

cooperation, the patient is unconscious and 

non-responsive to pain, certain degree of 

amnesia is present after the procedure and 

drugs can be titrated to an optimal dose [4, 5]. 

Unfortunately, the method present also 

disadvantages: lack of cooperation, inconstant 

compliance in line with dental treatment and 

inadequate daily oral care.  

 

MATERIAL AND METHODS 

In order to present the complex 

management of children that benefit of oral 

rehabilitation under GA, the case of an 8 

years old boy presenting attention deficit 

hyperactivity disorder, mixed learning 

disorder and limit intellect, polymorphic 

dyslexia, emotional disorders and myopia. 

Patient presented for pain (temporary molars 

6.4 and 6.5 were involved), but in the first 

treatment sessions there is poor collaboration 
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and treatment comprise only pain control. 

We notice signs of oral breathing, labial 

incompetence and a convex profile.  
Intraoral examination reveals poor oral 

hygiene, eruption disturbance, untreated 

active simple and complicated carious lesions 

(fig.1).  

 

 
Figure 1. Patient initial dental status 

Patient anxiety was very high in relation 

with picture taking, and for this reason we did 

not provided individual arch photographs. 

Cognitive development inappropriate for 

his age, with low concentration, high anxiety, 

and the impossibility of performing the 

necessary treatments on the following 

treatment appointments, determine us to 

consider GA as possible option in order to 

achieved treatment objectives.  

Dental treatment included full mouth 

rehabilitation comprising: calculus removal, 

caries restoration (2.6, 3.6), root canal 

treatment with coronary reconstitution (1.6), 

fissure sealing (3.4), and extractions of 

unrestorable teeth (5.4, 5.5, 6.5, 7.5, 7.4, 8.4, 

3.6) (fig.2). 

 

 
Figure 2. Pre-operative radiological 

examination 

 

Postoperative antibiotic treatment was 

recommended based on clinical assessment. 

Patients were discharged on the same day, 

based on anaesthesiologist’s judgement. 

Postoperative ortopantomography make 

out the following issues: 1.6 incomplete 

endodontic treatment and defective coronary 

reconstruction; 7.4 residual root (fig.3). 

 

 
Figure 3. Figure 2. Post-operative 

radiological examination 

 

The postoperative objectives, in 

accordance with the treatment plan was as 

follow: speech therapy, functional re-

education (breathing, swallowing), 

monitoring the eruption of permanent teeth, 

interceptive orthodontic treatment in order to 

ensure adequate osseous development and 

correct tooth position. Extensive agenesis (15, 

14, 12, 22, 24, 25, 35, 31, 41, 45) diagnose at 

this age, require active follow-up and 

orthodontic treatment with the aim of 

achieving adequate position of permanent 

teeth, for subsequent prosthetic rehabilitation 

at adult age.  

Regular recall appointment at 1 month 

interval were recommended for the first 6 

months after treatment in GA, when the 

degree of hygiene will be monitored, 

professional brushing and fluoridation will be 

performed and if possible, sealant placement.  

6 months after the intervention, the patient 

does not report symptoms to none of the 

treated teeth. We observed that 13 erupts in 

crossbite, and to correct its axis, exercises are 

recommended. 23 also shows the tendency to 

crossbite, due to incorrect contact with 34 

(fig. 4). 

 

 
Figure 4. Patient dental status-6 months 

after treatment under GA 

 

The need for orthodontic treatment is 

emphasized again, but until the end of the 

eruption of permanent teeth, our main 
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objective was to increase patient compliance. 

The regular follow up appointments continue, 

within the next 6 months with the increase of 

the time spent in the chair, the variation of the 

treatment manoeuvres. Main time, oral 

hygiene appears to be improved. 

After 12 months patients din not present at 

recall appointment. 

 

 

 

 

 

RESULTS AND DISCUSSIONS 

Even though many paediatric patients 

receive dental treatment by behaviour control 

techniques, like “Tell-Show-Do”, some 

uncooperative patients with extensive dental 

caries and need of numerous treatment 

sessions, patients who are medically engaged 

or have general behavioural management 

issues should undergo general anaesthesia 

(GA) for effective treatment [6, 7]. Particular 

condition of GA could provide more efficient 

dental treatment, in a safe environment, in 

one session, with minimum psychological and 

physical anxiety [8, 9]. Although considered 

safe when performed by a well-equipped and 

trained team, a certain risk of an anaesthetic 

complications remains [10, 11]. Furthermore, 

the expense for GA by far exceeds the costs 

for conventional dental treatment and there 

are limits in terms of planning and 

addressability for this form of treatment [12, 

13]. 

The most common dental treatments for 

children, under GA include: restorative 

treatments, pulp therapy, minor surgeries, and 

extractions [7, 14]. In this particular case, as 

dental diseases are treated in one session 

under GA, an immediate improvement in oral 

health-related quality of life both for the 

patient and their family was observed, in 

accordance with other studies [3, 9]. 

In recent years, more attention in both 

research and practice has focused on treating 

disease and improving patient quality of life, 

in agreement with patient-centred care goal, 

because deferral or denial of dental care can 

result in unnecessary pain, increased 

treatment needs and costs, and ultimately 

diminished quality of life [15].  

Indications for the application of GA 

should be based on specific criteria, including 

risks, benefits, efficacy, expected results and 

the use of other behavioural guidance 

techniques, as an alternative. These patients 

require greater attention and additional effort 

in terms of oral and medical treatment, and 

bring about a major challenge for the 

professionals involved [16, 17]. The 

percentage of healthy but uncooperative 

children treated in GA vary between the 40% 

and 69.9% according to literature [17, 18]. 

After comprehensive dental care under 

GA, most healthy children can usually be 

treated in dental surgery under local 

anaesthesia, but for our patient special 

preventive care and behavioural guidance are 

necessary, due to their lack of cooperation 

and fear of dental procedures. To enhance 

compliance, regular follow-up at short 

intervals of time is recommended [19, 20]. 

Unfortunately, studies record follow-up, 

ranging from 10 to 83% and this negative 

outcome appear also in our case [20, 21]

CONCLUSIONS 

Although this case represents our team 

experience; the following conclusions can be 

framed: 
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1. Complex oral rehabilitation for 

uncooperative children, under GA, 

represent a valid method, for optimal 

results; 

2. Regular follow up appointments must be 

provided after GA, in order to preserve the 

result and eventually, enhance patient 

behaviour and compliance in relation with 

dental treatments; 

3. Family active role in patient diet, 

individual oral hygiene and frequent visits 

in dental office can preserve rehabilitation 

under GA results over time. 
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