
256 BRITISH DENTAL JOURNAL VOLUME 191 NO. 5  SEPTEMBER 8 2001

needs to be made. According to King and Cross4, children with
chronic illnesses may be better equipped than their developmental
peers to take part in decision making. 

Brazier5 defines competence to consent as the ability of an indi-
vidual to understand the nature, purpose and effects of proposed
treatment. This involves comprehension and retention of informa-
tion about treatment, believing the information and weighing up
the information in the proper balance so as to arrive at a choice. 

Implicit in the concept of consent is that the consent should be
informed. To be informed a child should be able to understand the
nature of treatment, the risks and seriousness of the procedure, the
potential benefits, the alternatives, the possibility of refusing con-
sent to treatment and the medical consequences resulting from such
a refusal. 

In most parts of the world, an individual is legally a minor and
presumed incompetent until at least the age of 16 or even 18 years.
Despite this, many children possess the capacity to take part in the
decision-making process at some level. 

Alderson6 investigated 120 school-age children due to have
orthopaedic operations. She found that children under 10 years
were able to grasp the concepts of treatment and its consequences,
in fact some of them were better informed than their parents.
Notably, these were elective, not life-saving operations, as indeed
are most dental procedures. The consequences of refusing consent
would have had no immediate effects. Alderson highlights the risk
of under-estimating the child’s ability to make wise and sensible
choices. The danger of excluding them from the decision-making
process may lead to resentful and angry children who have to 
live with the consequences of decisions in which they had no
involvement. 

Children whose parents afford them personal autonomy in deci-
sion making about family and personal matters may also be better
prepared to take part in medical decisions than a child from a shel-
tered family. Every effort should therefore be made to reach a con-
sensus, however protracted this process may be as long as it does not
involve taking unacceptable risks with the child’s future health. It
may be better to delay treatment until the child is familiarized with
consent.

Materials and methods
A study was conducted with the aim of investigating the extent to
which children are involved in consenting to their dental care. The
study had two main objectives. 
· To assess the ability and willingness of child patients to decide

about their dental treatment 
· To determine whether following a defined consenting procedure

makes any difference to children’s attitudes to informed consent.

This study was carried out in the Department of Paediatric Den-
tistry at St Bartholomew’s and the Royal London School of Medi-
cine and Dentistry. The sample consisted of 60 subjects with an age
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their dental treatment.

Achild must normally have the consent of a parent before they
can obtain health care and advice. However, healthcare profes-

sionals are duty-bound to respect the evolving capacity and auton-
omy of the child and to consider the views of the child in all matters,
including medical decision making. This does not imply that there
is an age above which a child is automatically entitled to give con-
sent, nor a universal age below which such consent is impossible.
The issue is whether a child is capable of clearly understanding the
nature and implications of any proposed treatment and is able and
willing to make a decision1. 

Childhood is the period of greatest change in life; it sees the maxi-
mum physical, emotional, social and psychological development.
As children grow older, they should increasingly be allowed to make
their own decisions. Even children who are not legally able to give
consent to treatment should be consulted, enabling them to partici-
pate in the decision making process. 

As children develop, the emphasis on obtaining consent/assent
should be on the interactive process in which information is shared
and joint decisions are made. With assent, children may verbally sig-
nify their agreement with their parents’ written permission.2

A child’s past experiences, educational experiences and basic gen-
eral knowledge influences their decision-making ability. Previous
experience of treatment may indicate sufficient understanding.3 By
virtue of their own experience, they have greater understanding of
their own condition and of the issues relevant to the decision that
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range of 8–13 years. An interview schedule was designed and ques-
tions were asked based on general knowledge and previous experi-
ences of dentistry. It also contained questions based on informed
consent, ie on disclosure and understanding of information, the
extent to which the children were involved and their willingness to
consent to treatment.

Children not fluent in English, those who had treatment under
sedation and general anaesthetic and those requiring emergency
dental treatment were excluded from the study. Children fluent in
English with intervals of no more than 2–3 weeks between their
treatment and the interview were included. 

All children were attending for routine treatment in the depart-
ment. Interviews were carried out following dental treatment by the
principal investigator (AA) with the parent present as an observer.
The children were divided into two groups. The control group
(n = 30) were interviewed after verbal consent was given by the par-
ent. This was the normal procedure used in the department. The
study group (n = 30) were interviewed after going through an addi-
tional process following a systematic procedure for consent in
which written consent was given by the parent and verbal assent was
given by the child patient. 

The guidelines for this additional process to be used in the study
group were set out for the clinicians who carried out the treatment
(Fig. 1). 

The answers for the interview schedule were coded and entered
directly into a statistical database (SPSS). The statistical significance
of the comparative variables were tested using the chi-squared
(Fisher exact) test.

Ethical approval to carry out this study was given by the local
ethics committee.

Results  
There were no significant differences between the two groups with
respect to age, social class, ethnicity, dental awareness and gender.
There were 19 females and 11 males in the control group and 14
females and 16 males in the study group, making a total of 60 chil-
dren. Ninety per cent attended the dentist regularly, 97% had previ-
ously experienced dentistry, with a mean age of 5.6 years for their
first visit to the dentist. 

Findings from the whole group
Responses from all 60 children to the question, ‘Who should talk to
you about your treatment?’ showed that more children (50%)
wanted both the dentist and their parents to talk to them about their
dental treatment, 38% felt that the dentist alone should talk to them
and 12% felt it should be the parents alone. They believed that each
person had their role to play in helping them to understand the
nature of their treatment (Fig. 2).

When they were asked, ‘Should children be involved in deciding
about their dental treatment?’, 75% of the children said they felt old
enough to reason about the treatment and believed that children’s
views should be heard. Those who answered no to the question
(17%) felt they were either too young to decide or did not want the
responsibility and 8% answered, ‘Don’t know’ (Fig. 3).        

Comparison of the control and study groups
When asked how much information they had been given about
their treatment, 73% of the control group said they had been given
information of which 67% said it was enough. In the study group
100% of the children said they were given information about the
treatment they had received and 83% said the information was
enough (p < 0.05). When asked about their understanding of the
information provided, 57% of the control group compared with
93% in the study group felt they fully understood the explanation. 

Sixty-seven per cent of the control group compared with 90% of
the study group preferred to have their treatment at the time rather

than later. Thirty-three per cent in the control group and 10% in the
study group preferred to have treatment later, they felt they needed
more time to decide (p < 0.05). All the children were happy with the
treatment they had received, 43% of the control group expressed
satisfaction with treatment, however, this level of satisfaction
increased to 70% in the study group (p < 0.05). The control group
felt able to give consent at a mean age of 11.8 years whilst for the
study group, the mean age was 10.3 years (p < 0.05) (Table 1).
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Fig. 1 The printed guidelines given to those clinicians in the
department who helped with the study.

Guidelines for the informed consent process in children's 
dentistry

Information
This involves providing both the parent and the patient with relevant 
information about the intended dental treatment. They should be 
told of their diagnosis. This explanation should be clear and simple 
using language they can understand. It is also an opportunity to fill in 
any significant gaps and clear any misconceptions that either of them 
might have.

Treatment options
This involves outlining the various treatment options and procedures 
available, including the possibility of no treatment. Again, 
explanations should be simple and based on the level of 
understanding and experience of the child and accompanying parent. 
Possible waiting periods (and/or referrals if anticipated) should be 
mentioned at this stage.

Risks and benefits
Both the parent and patient should be informed of any significant 
risks and expected outcomes of the various options. Invite them to 
stop you if they do not understand what you are saying. Any serious 
risks or complications should be mentioned, though risks should be 
put in perspective and sensitive wordings used. This can sometimes
be difficult without unduly worrying the patient and their parents, 
however a choice can now be made after weighing the potential 
risks and benefits. Knowing about risks before consenting to 
treatment helps to prevent ill feelings later as all parties have been 
involved in the informed consent process.

Checking what has been understood
In the previous three stages it is probably the clinician who has been 
doing most of the talking. Look at the facial expression of patient 
and parent for any signs of confusion and check as you go along. Ask
them at this to summarize the main points you have just made. 
Encourage them to use their own words to check that you have 
explained it clearly enough. This is a chance to correct any 
misunderstanding and clarify anything that has not been understood. 
You may need to repeat some of what you have said. This extra 
time is worthwhile in the long term as it helps to build up a more 
equal and trusting relationship.

Inviting further questions
This gives the patient and parent a chance to express anything they 
are unsure of, or unclear about, before making a decision.

Confirming preferred treatment options
The clinician may state their preferred option but it is important that 
the consent is voluntary and not coerced in any way so that a free 
and informed choice can be made.

Giving and obtaining informed consent
Consent may be written or verbal. The parent should be invited to 
sign a consent form and the clinician should obtain a verbal assent 
from the patient. This process is now a partnership agreed by all 
parties involved in the treatment based on appropriate exchange of 
relevant information. This promotes the autonomy of the patient 
and acknowledges their involvement in their dental treatment.
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Of the control group, 50% said the dentist alone decided that
treatment should be done whilst 13% said it was a joint decision
between the dentist, parents and patient. This is compared to 43%
of the study group who said the dentist alone decided and 33% said
it was a joint decision (Table 2).

When asked who they felt should decide about treatment, 47% in
the control group and 60% in the study group felt consent to treat-
ment should be a joint decision between the dentist, the parent and
the child (Table 3).   

Discussion
The practicalities involved in obtaining consent are still largely
unexplored in paediatric dentistry despite the fact that it has been
a topical issue in recent years. However, dentistry remains an
aspect of healthcare where there is often continual exposure
throughout life. In many parts of the world, dentistry can thus be
considered a part of life’s experiences from childhood onwards. It
appears that there has been a general increase in society’s aware-
ness of dental health and this means that more children are
becoming dentally aware. 

From the results of the study, most of the children had been
exposed to dental care from an early age. These early experiences
have influenced the views of children and often governed their atti-
tude towards treatment as they grow older. It can be implied that
given the opportunity, children who have previously had dental

treatment might be able to decide for themselves as they can relate
to their past experience of treatment.

Including children in their treatment decisions involves provid-
ing information, ensuring the adequacy of this information, check-
ing that the explanation has been understood and the opportunity
to make an informed choice has been created. The increased satis-
faction reported by the children who had received the additional
consent process indicate that improvements can be made when
children are more fully involved. 

In this study the children were asked if they understood the infor-
mation given to them about their treatment. It showed that 57% of
the control group felt they understood the information but this
increased to 93% in the study group. 

This demonstrates the positive trend observed in the responses of
the patients following their participation in the additional system-
atic consent procedure.

In summary, the ability of children (and adults) to consent to
treatment is related to the provision of adequate and comprehensi-
ble information. As children mature they want, and should be
allowed, to make decisions for themselves about their dental treat-
ment whilst continuing to look to the dentist and their parents for
support. Since most dental procedures are neither emergency nor
life-threatening, every opportunity must be given by health profes-
sionals and parents to nurture the development of a trusting rela-
tionship that is based on mutual respect in providing dental care for
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Table 1 Children and informed consent to dental care in the study and control groups

Control group (n = 30) Study group (n = 30) p value 

Were you given any information? Yes 22 (73%) Yes 30 (100%) *
No 8 (27%) No 0

Was the information enough? Enough 20 (67%) Enough 25 (83%) p < 0.05
Not enough 10 (33%) Not enough 5 (17%)

Do you fully understand the explanation given? Yes 17 (57%) Yes 28 (93%) *
No/Not sure 13 (43%) No/Not sure 2 (7%)

Would you prefer to have your treatment now or later? Now 20 (67%) Now 27 (90%) p < 0.05
Later 10 (33%) Later 3 (10%)

What do you think of your treatment? Very good 13 (43%) Very good 21 (70%) p < 0.05
Fair 17 (57%) Fair 9 (30%)

What age do you feel able to consent to your dental treatment? Mean 11.8 years Mean 10.3 years p < 0.05

* Cell size too small to be tested statistically

Fig. 2 Results from the question, ‘Who should talk to you about your
treatment?’
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Fig. 3 Results from the question, ‘Should children be involved in
deciding about their dental treatment?’
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Table 2 Who decided about your treatment?

Control group Study group Total 
(n = 30) (n = 30) (n = 60)

Dentist 15 (50%) 13 (43%) 28 (47%)
Dentist and parents 6 (20%) 4 (13%) 10 (17%)
Dentist, parents and child 4 (13%) 10 (33%) 14 (23%)
Parents and child 3 (10%) 0 3 (5%)
Parents alone 1 (3%) 2 (7%) 3 (5%)
Child alone 1 (3%) 1 (3%) 2 (3%)
Total 30 (50%) 30 (50%) 60 (100%)

Table 3 Who should decide about your treatment?

Control group Study group Total 
(n = 30) (n = 30) (n = 60)

Dentist, parents and child 14 (47%) 18 (60%) 32 (53%)
Dentist alone 4 (13%) 4 (13%) 8 (13%)
Child alone 6 (20%) 2 (7%) 8 (13%)
Parents and child 4 (13%) 2 (7%) 6 (10%)
Parents alone 1 (3%) 2 (7%) 3 (5%)
Dentist and parents 1 (3%) 2 (7%) 3 (5%)
Total 30 (50%) 30 (50%) 60 (100%)
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children. This helps promote the evolving autonomy of the child as
they develop into responsible members of the society. Furthermore,
children are likely to become more efficient in their decision making
roles if given the chance to develop in an environment that is non-
threatening when they make autonomous choices. Factors such as
age, level of maturity, dental awareness and previous experience of
treatment play an important role in enhancing the ability of chil-
dren to consent to their own dental treatment. 

Therefore, providers of dental care should recognize that they have
a duty to involve children in consenting to their dental treatment
thus enhancing their decision-making abilities from an early age. 

Conclusions
The results from this study suggest that children want to be involved
in the decision-making process and they want this to be in the form

of a discussion between the dentist, their parents and themselves. 
Children want adults to recognize and help promote their evolv-

ing autonomy by listening to them and acknowledging their contri-
bution in consenting to dental care. This increases their
understanding and satisfaction with their dental care.
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