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Pediatric dental treatment outcomes:
the importance of multiple perspectives
James J. Craft, DDS, ScD

E~delstein,1 Vig et al.,2 and White3 have highlighted
he importance of outcomes assessment in
ediatric dentistry, and called for further devel-

opment of pediatric dental outcome measures.
Although similar views are commonly expressed
within the health services research and health policy
communities, outcomes research and assessment have
not attracted broad levels of support within the den-
tal profession. Many practitioners continue to view
outcomes measurement and assessment as burden-
some--and a threat to professional judgment.
However, as Seale4 has pointed out, data derived from
outcomes research and assessments are becoming in-
creasingly valuable, if not essential, in situations where
pediatric dentists and other health professionals are
called upon to defend treatment decisions and sub-
stantiate treatment recommendations.

Enhancing the quantity and quality of available
outcomes measures is an important prerequisite to
developing improved outcomes assessment activities
that will further the scientific basis of clinical practice
and quality patient care. Outcomes measurement as an
isolated activity, however, is of limited value. In order
for outcomes measurement to be meaningful and al-
low us to better understand those factors that influence
outcomes, direct measures or indirect indicators of
outcomes must be linked to measures of structural el-
ements or processes of care. Fundamental to this
emphasis on structure-process-outcome linkages is the
premise that good structure increases the likelihood of,
but does not guarantee, good processes and that good
processes in turn increase the likelihood of, but do not

guarantee, good outcomes.5’ 6 This more comprehen-
sive approach provides a rationale for gathering
information on outcomes that practitioners and policy
makers can readily appreciate.

Because outcomes are influenced by a variety of fac-
tors over which practitioners frequently have limited
control, such as patients’ lifestyles, presenting disease
status, inherent resistance to disease, and compliance
with professional recommendations, outcomes mea-
sures also need to be adjusted for factors known to
influence outcomes. Appropriate risk adjustments not
only increase the validity of outcomes assessments, but
also help overcome practitioners’ concerns about being
judged unfairly because of the baseline characteristics and
behaviors of the patients they treat.

Much has been made of the relative paucity of out-
come measures in health care in general, and in
dentistry in particular. While few would argue with that
concern, we also should not overlook the fact that
countless data-collection opportunities on important
aspects of care that could be used to examine treatment
processes and outcomes are missed because of the
primitive state of most existing clinical information sys-
tems. Were efficient systems such as computer-based
patient records widely available, practitioners could
readily retrieve information linking patient conditions,
treatment choices, and patterns of care to selected out-
comes that are of interest to practitioners and patients
alike. Ongoing, systematic data collection of this na-
ture is essential to understanding what works best under
different circumstances for which patients, as well as
to meaningful quality improvement.
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Multiple perspectives, multiple strategies for
improving quality

Practitioners and patients frequently share common
goals such as favorable clinical outcomes, but also fre-
quently have different perspectives about what
constitutes good health care and desirable health care
outcomes. Practitioners often consider technical aspects
of care to be paramount and believe that patients care
more about amenities and factors that, in practitioners’
opinions, "have nothing to do with quality". Patients,
on the other hand, often express concern that practi-
tioners spend too little time listening to their concerns
or explaining conditions, treatment options, and asso-
ciated costs.

Both parties value good outcomes. But as Vig et al.2
point out, few treatments produce only one outcome;
furthermore, different people place different values on
different outcomes. Thus, a critical prerequisite to pro-
viding quality health care to diverse populations of
children and parents is establishing which outcomes are
of greatest value to the various parties involved, and
which outcomes are most likely to be achieved using
different treatment approaches. These and other
recognized differences in perspectives among practitio-
ners and patients and their families underscore the
importance of basing outcomes assessments on mul-
tiple data sources.

The two most common sources of information for
outcomes assessments are data generated as part of the
patient care process and assessments provided by pa-
tients. Both types of information have been used, often
in tandem, to assess and improve health care quality.
Information obtained on indicators linking structural
elements or processes of care to clinical outcomes can
be used to increase knowledge of what works (effec-
tiveness), and helps to define what are appropriate
treatment options for different individuals under dif-
ferent circumstances. Information obtained from
patient assessments--either in the form of ratings or
reports of what practitioners did or did not do during
the course of treatment--can increase knowledge about
the care deemed to be acceptable by patients and pro-
fessional peers. Both can lead to better decisions, and
ultimately to more desirable outcomes.

Responding to demands for greater accountability
Growing demands for accountability on the part of

health care professionals have been duly noted in both

the lay media and professional literature. Although
pediatric dentistry has not received the degree of atten-
tion that other more costly health care sectors have
experienced, common pediatric dental practices are not
immune to scrutiny and challenge. Procedures that
have long been staples of"routine pediatric dental prac-
tice" (e.g., use of stainless-steel crowns for multisurface
restorations in primary teeth, and use of sedation or
general anesthesia as an adjunct to restorative treat-
ment) have been questioned as to the evidence of their
efficacy or cost effectiveness.4 In some cases (e.g., rub-
ber cup prophylaxis and oral hygiene counseling),
evidence concerning outcomes has been judged to be
inadequate to justify their being recommended on a
routine basis.7 The future of pediatric dental practice
will undoubtedly be shaped to an even greater degree
by expectations for greater accountability, including
demonstration of desired outcomes produced in an ef-
ficient manner. If pediatric dentists are to retain their
preeminence as advocates for children’s oral health, it
is incumbent upon our specialty to participate actively
in the development of evidence that substantiates what
constitutes the most appropriate care for children. De-
veloping better outcomes measures and data collection
mechanisms to capture information from routine pa-
tient care processes is a critical first step.
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