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Abstract
This study consists of a survey of United States
pedodontic postdoctoral education programs. Based on
that survey, suggestions for providing a less stressful
experience for the hospitalized child are presented.
Particular emphasis is placed on normalizing the events
of hospitalization and on attempting to parallel the
normal home environment of the child as closely as
possible. Potential negative effects of inappropriate
hospital management are discussed. The unique
situation of the multiply handicapped or chronically ii1
child is also discussed and the high potential for
deleterious psychological effects for such children is
emphasized.

Only a small percentage of children seen for den-

tal care require a hospital admission. At the same
time,-these children often are among the more in-
teresting and difficult eases the pedodontist en-
counters. As hospital admissions are now a signif/-
cant part of pedodontie practice, 1,= the current ap-
proach to this activity merits a critical examination.

This paper surveys current practices concerning
hospital care in pedodontic training programs. These
practices are examined with a critical eye toward the
psychological risks associated with hospital treat-
ment. Also, recommendations for basic principles of
hospital management are presented.

Methods and Materials
In order to assess current practices, a survey of

United States residency and postgraduate programs
was conducted. A 19-item questionnaire examining
number and types of admissions and typical hospital
procedures was sent to the directors of 72 programs.
Fifty-five responses or 75% were returned.

Results
As is shown in Table 1, the actual number of

children admitted remains small, with the majority
of’programs {54%) admitting fewer than 50 children

per year, and nearly all (98%), admitting less than
200 per year. There is a clear trend toward continued
or increased use of hospital care in recent years with
the use of outpatient general anesthesia facilities
(now available to 59% of the programs surveyed)
creating a smaller tendency toward decreased over-
night hospital stays.

Table 1. Admission statistics.

Average admissions per year: (percentage}
1. 1-50 54
2. 50-100 24
3. 100-200 20
4. more than 200 2

Trends in admissions over last two years:
1. increasing 41
2. decreasing 13
3. no change 46

Se~ce typically responsible for patient care in
hospital:
1. dental 57
2. pediatrics 24
3. joint responsibility 19

Usual length of stay:
1. one day -- no overnight 26
2. 24 hours with one overnight 35
3. 2 days and 2 nights 37
4. more than 2 nights 2

71% of these programs reported an increase in out-
patient general anesthesia care.

Primary reason for admission:
1. rampant caries/{etiology bottle

syndrome) 9
2. rampant caries/(etiology other than

bottle syndrome} 0
3. management problems 31
4. extensive treatment plan 4
5, medically compromised child 52
6. f~y lives far from source of care 4

PEDIATRIC DENTISTRY: Volume 4, Number 3 245



The majority of children admitted {52%} are medi-
cally compromised patients whose condition necessi-
tates hospitalization for dental care. The second most
frequent cause for admission {31%} is difficulty in
managing the child’s behavior in an outpatient
setting.

As is shown in Table 2, a preadmission visit is
routinely scheduled by 37% of the programs
surveyed, while printed information is presented
before admission, by 54% of the respondents. Pro-
cedures in the hospitals generally appear to be quite
uniform with a few noteworthy exceptions: {a} two-
thirds {67%} of the programs require children to wear
hospital gowns, while one-third {33%} do not; {b} 48%
of the programs do not encourage parents to stay
overnight in the child’s room, while 52% do; and
{c} for 48% of the programs, pediatric patients have
their own recovery room, while 52% do not.

Discussion
Historically, all health care providers have been

slow to recognize the unique needs of young patients

Table 2. Hospital procedures.

Preparation Routine Not Routine
(percentage) (percentage)

1. Printed material given to 54 46
parents describing
procedures

2. Hospital tour schedl~led 37 63
prior to admission

Hospital Stay
3. Pediatric patients have 98 2

a separate area
4. Children have a play 100 0

area available
5. Children must wear 67 33

hospital gowns
6. Parents have 24 85 15

hour visitation
7. Parent is allowed to 52 48

sleep in child’s room
8. Sedative agents are 4 96

ordered throughout
hospital stay

9. Students/residents visit 89 11
the child preoperatively

10. Parent is present after 80 20
preoperative sedation,
and prior to operating
room entry

11. Pediatric patients have 48 52
a separate recovery area

12. Students/residents visit 96 4
the child postrecove:cy

13. Postoperative appointment 96 4
is scheduled

who are hospitalized2 During the past several
decades, typical procedures have changed only
gradually, although persistently. This change has
resulted from the active efforts of a number of com-
mitted professionals to increase the awareness levels
of their colleagues2 Practices have evolved from the
era when children were routinely isolated from their
families for extended periods, were quite limited in
their educational and play opportunities, and were
placed in a setting where direct communication with
the child and his parents about his illness and treat-
ment regimen were rarely encouraged2

We are now aware of the need to lessen the impact
of the hospital stay. Most health professionals at-
tempt to minimize the number and length of admis-
sions. Fears of separation and feelings of helplessness
can be addressed by liberalizing parental visiting and
"rooming-in" practices. Yet the survey notes that
only about one-half of admissions for pedodontic care
allow such accommodations. Children’s play areas
and hospital school programs are recognized and
present in most hospitals, but a mlnority of admis-
sions employ family preparation sessions prior to
hospitalization. Further, an awareness has developed
of the family’s affective response to their experiences
during and after hospitalization.6Even so, thesereac-
tions to the experience are by no means universally
addressed; apparently some variability still exists
between programs with respect to the management
of affective responses.

While attending to these new constructs in hospital
patient management, the pedodontist must also
think of the postoperative implications of hospital ad-
mission for the child and his family. This awareness
is tied to basic principles of child management that
are relevant to office visits as well. The practitioner
can begin with an understanding of the developmen-
tal level of the child, whose reasoning ability, fantasy
life, and emotional responses can change rapidly and
markedly. ~ Recognizing signs of psychological
distress that fall beyond the norm for the typical
child in a hospital is critical.~

The responses of normal children suggest that the
experience of hospital admission is almost universally
emotionally stressful, with children under four being
the most vulnerable2 During and immediately follow-
ing pediatric hospitalization, a child very often ex-
presses psychological discomfort, manifested by loud
protests and followed at times by withdrawal and ap-
parent apathy. Aggressive and demanding behavior,
clinging and negativism, or a generalized fearfulness
with sleep disturbances are other frequent sequelae.
Regressive behavior is often seen, including brief
cognitive declines, reduced self-help skills, toilet
accidents, increased thumb sucking and masturba-
tion, and some social withdrawal. ~° Notable excep-
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tions to this general rule are certain inner-city
children from poor and neglectful families who may
flourish in the relatively more nourishing and
stimulating atmosphere of the hospital ward21

Children under six months of age tend to respond
in a generalized way to changes in expected caretak-
ing patterns.8 After six months, as some awareness of
strangers develops, the child’s concerns about
separation from parents intensify; these worries re-
main central through age four. ~° Exaggerated fan-
tasies about potential mutilation, perhaps as punish-
ment for some past transgression, are common
among children aged three to six.5

The school-aged child is more advanced in his abil-
ity to test reality; his need for accurate information
about his treatment is high. The adolescent is similar,
but also has particular concerns about privacy and
bodily integrity, and has anxiety in general about ex-
periences that are regressive in nature.’~

Hospital admissions are also stressful for the
parents of pediatric patientsJ3 Usually they have lit-
tle experience with hospital routines -- they are
uneasy about sharing parental responsibilities with
relative strangers. They may withdraw or become un-
duly anxious. They may be difficult, demanding, and
argumentative, and their need for information and
reassurance may become overwhelming for the staff.~

Research on the long-term effects of hospital ad-
missions suggests that when appropriately managed,
a brief admission need not have any long range
psychological consequences. In general, single pedia-
tric hospitalizations of less than one week are not
predictive of behavioral or emotional problems in
later years.TM However, more than half of the dental ad-
missions in pedodontic training programs are medi-
cally compromised children; they have been in the
hospital before. Children with a history of multiple
and prolonged admissions are particularly at risk for
serious psychological disturbance, particularly if they
live in poorly structured, conflict-ridden families.’5

Conclusions

Appropriate practice for scheduled admissions can
be summarized as follows:

1. psychological preparation that involves
direct discussion and rehearsal of hospital pro-
cedures, along with consistent supportive care by
one nurse during the hospitalizationJ5.~7

2. adequate availability of space and equipment
for a parent to sleep with the child, especially for
patients of preschool age,Is

3. liberal provisions for visitation from family
members, within genuinely necessary limits of
hospital protoeolJ9

4. facilities and support staff for play activities
-- both gross motor play and quieter fantasy play

during which concerns about hospitalization can
be enacted and understood.3

In addition, the dental practitioner should be cer-
tain to visit with the hospitalized patient before
surgery and postoperatively. 2° Brief visits with the
child for postoperative evaluation of care and also
after discharge are recommended.~ These contacts
demonstrate interest, allow for the discussion of
operative procedures, and permit the practitioner to
assess the emotional responses of the child and his
parents. Similarly, the practitioner must maintain
daily contact with the hospital nursing staff, again
to assess the family’s response to the admission.~,5

The intellectually limited child requires a predict-
able environment2~ Procedures must be presented to
him clearly and in accordance with his cognitive and
emotional level. Also, children who have had several
previous admissions are not necessarily "seasoned
veterans". They may experience more anxiety than
the child with few hospital contacts because past
admissions have been particularly upsetting or
painful. ~ These children warrant special attention.

The pedodontist must manage some very difficult
children, both in the office and in the hospital.
Despite popular myths, very few of these difficult
children are troubled only in the dentist’s presence.
More than likely, these children have problems
managing other common stresses, and a frank discus-
sion with their parents about the child’s overall func-
tioning is recommended. While this discussion takes
time and may be stressful, it is, in fact, extremely
important. The dental practitioner can play an im-
portant mental health role -- with those parents who
acknowledge a wider range of problems with their
child, he can offer a referral for psychological
consultation.

A healthy respect for the needs of the young pa-
tient and for the interest and concern of his parents
should lead the dentist toward an aware and con-
cerned approach to hospital care. This respect for the
complexity of the situation may stimulate the prac-
titioner as follows: to lobby for needed structural and
administrative changes in the hospital to which he
or she admits patients; to take extra time with a
child, an anxious parent, or a ward nurse; and to focus
on enhancing both the dental and psychological
health of his or her young patient.
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Quotable Quote
On January 28, 1982 in his State of the Union address, President Reagan gave birth to the New Federalism.

Whether or not it will survive infancy and grow up to amount to anything is not certain. Most dentists, politically
conservative, hope the kid makes it.

Eighteen years ago in his first State of the Union address, Lyndon Johnson delivered his political child, the
Great Society. It frightened many dentists who viewed this newborn as a Rosemary’s Baby. This baby survived
infancy only to die in early childhood, a victim of the Viet Nam War and an unpredictable economy.

During its short life, the Great Society created many social measures some of which had a significant impact
on dentistry. A few of them remain today; Headstart, Medicaid and increased numbers of graduating dentists
are examples.

During the era, organized dentistry maintained a moderate political position, looking at each proposed measure
as it might affect dentistry and the dental health of the people rather than taking a reactionary stance, oppos-
ing all legislation on broad philosophical grounds. There were some members -- a minority -- who were not
pleased with the ADA’s legislative efforts, wondering if the organization had become infiltrated with pinkos.

All in all, dentistry, individual dentists and the public came out of the Great Society somewhat on the plus
side of the ledger thanks to the direction of the ADA and many of its state components.

The New Federalism, if it grows, will also have an impact on dentistry. Many items of legislation are being
or will be proposed by this administration. While most will please the political palate of most of our colleagues,
not all items will be in the best interests of dentistry, dentists and the dental health care of the public. Pro-
competition legislation, threatening to stifle dental insurance, is an example. Again, the leaders of dentistry
must take a moderate stance weighing each issue carefully and objectively, rather than blindly following party
lines or reacting predictably like the puppet of a philosophical camp. Again, the majority of dentists must
have confidence in their colleagues who have been placed in positions of leadership.

From: Bowers, D. F. A child is born.
Ohio Dent J, March, 1982.

248 HOSPITAL PEDODONTIC CARE: Davis and Bierenbaum


