Is access to Paediatric Dental General Anaesthesia by need or by postcode?
Introduction
Children’s oral health is a hot topic at present (1, 2,3) with concerns being raised about the
large number of young children requiring dental general anaesthetic (DGA) for treatment.
The number of children admitted to hospital for dental caries (aged 5-9 years), continues to
rise (25,923 in 2016-2017 to 26,111 in 2017-2018) (4).
Reasons for this increase in hospital admissions for caries are unclear, inequality is likely to
be a major factor. School-age children from the poorest backgrounds are up to five times
more likely than their better off counterparts to be admitted to hospital for dental
treatment under general anaesthesia. (3, 5). This can also be seen in the local authority area
variation in the oral health of five-year olds (6) with deprived areas having more dental
caries.
Ideally this situation is managed by prevention of dental caries and earlier restorative
intervention. However, there will always be a proportion of children needing DGA. Effective
dental treatment under general anaesthetic will improve oral health related quality of life
(7, 8) and comprehensive DGA treatment (fillings and extractions) will keep the need for
further dental treatment at a similar level to that in the general population (9). These
services should be led by specialist or consultants in Paediatric Dentistry, or a dentist who
can demonstrate the necessary competencies for this (10,11). Currently there are two types
of DGA list commonly provided, extraction only and comprehensive care. Comprehensive
care lists allow restorations and extractions to be provided, for care to be provided based on
treatment need it is essential that children have access to the comprehensive care type of
DGA.
Are children across the UK given the same opportunities for comprehensive care under
general anaesthetic? We carried out an evaluation of services currently provided in the UK
in order to determine:
1. If children had similar levels of access to DGA services
2. If children had access to comprehensive care lists
3. If DGA services were specialist/consultant led
What is the current picture of the national paediatric dental general anaesthetic services?
Data collection
Information was collected via email between January-June 2018 from the following sources
 Clinical directors within the BDA/CDS group
 Paediatric Dental Consultants working in UK dental hospitals
The following questions were asked:
 Do you run a paediatric DGA list?
 Is it extraction only or comprehensive care or do you provide both?
 Is it specialist or consultant led?
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Responses were anonymized so that individual hospitals or CDS services could not be
identified
Survey responses
Replies were received from a total of 26 Community Dental Services, 10 Dental Hospitals, 4
Children’s Hospitals, and 2 District General Hospitals. Distribution of the geographical
regions covered by the respondents ranged from the Northeast of Scotland, through the
North and the Midlands to London in the South and covering both the west and east regions
of England (figure 1). Unmarked areas either did not provide a response or we were unable
to identify a contact to provide information on GA services provided in those areas.
The area covered by the responses is highlighted in red in Figure 1.

Figure 1. Area covered by responses received
Extraction or comprehensive care?
!0% of the areas surveyed did not provide any DGA services. Twelve percent only provided
extractions under DGA and 5% restricted access to comprehensive care to children with
special needs. Seventy one percent provided both extraction only and comprehensive care,
only 2% provided comprehensive care only.
This information is summarised in Figure 2.
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Figure 2.
DGA services provided by hospitals ran lists that were specialist or consultant led. Of the 26
Community Dental Services that replied, only 11 (42%) had access to either a specialist or
Consultant in Paediatric Dentistry to either assess and carry out treatment under DGA, or to
provide advice.
What are the implications of these findings?
Within the areas surveyed we found significant variation in the type of treatment available
under GA and the availability of specialists or consultants. Unrestricted access to
comprehensive care under GA was only available in 73% of areas surveyed. This means that
in the areas where this was not offered treatment planning will not be by need but by
availability of the service which is unacceptable. This is a postcode lottery with some
children disadvantaged by the area in which they live. Restorative treatment provided under
general anaesthesia is more durable than that provided under LA or sedation, these children
are therefore potentially being denied the most effective treatment (12,13). Furthermore a
significant proportion of services were not consultant or specialist led, contrary to guidance
and commissioning standards (10,11).
In general data on DGAs was difficult to collect and it is clear we do not have the full picture
of services across the UK. It has been suggested that a universal monitoring system for DGA
should be introduced (15) and that there was a need to look at national access to services,
quality, and provision of services. This has not happened and this survey highlights the
urgent need for this to ensure all children have access to the same level of care.
What should be done to change this?
Given the increasing figures for children attending DGA, the regional inequalities in
children’s oral health, the postcode lottery apparent in delivering care under DGA and the
difficulty accessing national data surrounding availability of paediatric DGA we recommend
the following:
1. Development of a national database of paediatric DGAs is needed, in order to enable
audit and service evaluations, and to help plan provision of services. This has previously
been suggested in the literature (15) but has not yet evolved.
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2. Introduction of regional pathways for all children attending paediatric DGA to ensure
equal access for all children. This is already being considered, both in the paediatric
commissioning guide, and in the development of regional paediatric MCNs.
3. An increase in the number of available Specialists and Consultants in Paediatric Dentistry
is required, particularly within the Community Dental Services, as these services appear to
provide a large percentage of the paediatric DGA services nationally.
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