
The last twenty years have seen spectacular 
advances in dental science, bringing new 
materials, aesthetic and restorative tech-
niques, as well as the commonplace use of 
dental implants. However, the old problems 
of poor child oral health in the UK remain: 
extensive dental caries combined with low 
levels of restorative care.1,2 In fact, dental 
extractions under general anaesthesia seem 
to be increasingly used to manage the cari-
ous primary dentition.3 In many ways this 
is surprising. There are effective, evidence-
based techniques for both preventing car-
ies in primary teeth4,5 and managing it if 
it occurs,6 interventions which have been 
part of standard teaching in all UK den-
tal schools for decades. Are the next 20 
years simply going to be a continuation of 
this pattern? If nothing changes, then that 
seems likely. However, we think that the 
future need not be so bleak.

There is a new approach to managing the 
carious primary dentition aimed at deliver-
ing effective caries prevention and manage-
ment strategies which are more acceptable 
to children (see Figs 1 and 2). The current 
model of treatment provision has histori-
cally developed largely as a result of taking 

methods for managing the adult dentition 
and applying them to the primary dentition, 
without due consideration of the signifi cant 
differences between them. To date this seems 
to be neither child- nor dentist-‘friendly’, 
hence the problem. This need for a more 
‘child-friendly’ approach has led to devel-
opment of evidence-led strategies. These are 
based on the premise that:

the permanent dentition is for life, while 

the primary dentition is only transient, and 
runs its course in the mouths of patients 
who are limited both in their ability to tol-
erate dental interventions and to give valid 
consent to those interventions, and who 
have almost no capacity to accept respon-
sibility for their own oral health.

If a child presents with a carious primary 
dentition, the standard treatment goals 
should not be the complete restoration and 
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This new approach to dentistry for children with dental caries provides a deliverable treatment philosophy for practitioners. 
It centres around leading children into adulthood with a caries-free permanent dentition, with responsibility and abil-
ity to care for their mouth and teeth, and without fear of dental treatment. There are three parts: changing attitudes and 
priorities; redressing the balance of prevention; and taking advantage of new understanding around caries and the biofi lm, 
applying it to less invasive dental treatments which are easier for children to cope with. While dentistry for children should 
be of as high a standard as for adults, it is not the same as dentistry for adults.
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Fig. 2  ‘Angus’: October 2008 - two years 
after initial presentation. Very happy to 
have further treatment if necessary but now 
motivated to work with us towards a caries-
free permanent dentition

Fig. 1  ‘Angus’: November 2006 - fi rst ever 
presentation to a dentist with intermittent 
pain from tooth 85. Fearful of treatment. 
Managed using the 'child-friendly' approach
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rehabilitation of that dentition, as for an 
adult, but instead should be:

To maximise the chances of a caries-• 
free permanent dentition;
To minimise the risk of pain/sepsis • 
from carious primary teeth; and
(Crucially) to minimise the risk of • 
treatment-induced anxiety.

Achieving these goals (all of which are 
equally important in terms of the whole 
child) will generally involve progressing 
through three stages.

STAGE 1: CHANGING 
ATTITUDES AND PRIORITIES
Dental caries is preventable. Parents/carers 
must be supported in accepting that their 
child’s oral health is their responsibility, 
and appreciating that this cannot be com-
pletely devolved to the oral health team.

In turn, we need to reconsider our own 
priorities when looking after the oral 
health of children. Two possibly contro-
versial examples:

Having established that a primary 1. 
goal is to maintain the permanent 
dentition free from caries, 
radiographic examination of the 
mixed dentition becomes essential to 
detect, and manage appropriately, all 
early, pre-cavitated proximal lesions 
on fi rst and second molars
To avoid treatment-induced anxiety, 2. 
the temptation to extract a painful 
tooth on a child’s fi rst visit to the 
surgery needs to be resisted and an 
alternative, possibly slightly less 
effective option chosen which would 
be easier for the child to tolerate. This 
avoids the child becoming averse to 
returning for further treatment due to 
one single extreme experience.

STAGE 2: MAXIMAL PREVENTION
Most of us will offer preventive programmes 
to child patients, but might be less com-
fortable defending those programmes as 
being ‘state of the art’. A strong evidence 
base supports the key components of a car-
ies preventive plan,4,5 including:

Brushing twice daily with an adult • 
concentration of fl uoride toothpaste; 
spitting out not rinsing after brushing;
Twice yearly application of fl uoride • 
varnish; and
Fissure sealants.• 

For prevention it is not a question of 
‘What should we do?’, but ‘How can we 
do it better?’ For children who need it, 
prevention needs to be intense, motiva-
tional, involve action planning and be of 
the highest quality. All this takes chair-
side time, and perhaps providing these 
interventions could be supported by the 
salaried dental services, better use of DCPs 
or national community-based preventive 
programmes such as Scotland’s Childsmile 
(www.child-smile.org), which is already 
showing signs of positive results.

STAGE 3: BIOLOGICAL 
CARIES MANAGEMENT
Despite the effectiveness of preventive inter-
ventions, children will continue to present 
with caries in primary teeth. However, cli-
nicians can take advantage of the fact that 
primary teeth are shed, and that it is often 
only necessary to slow or arrest the progress 
of dental caries to meet one of the three 
main aims of the child-friendly approach: 
avoidance of pain and sepsis. The carious 
lesion is driven by the plaque biofi lm on 
the surface of the lesion. Manipulation of 
the biofi lm’s environment, making it unfa-
vourable for supporting cariogenic plaque, 
may be suffi cient to slow or arrest the cari-
ous lesion until the tooth is shed. This can 
often be achieved without the use of local 
anaesthesia, using techniques such as partial 
caries removal7 or sealing in caries with fi s-
sure sealants or preformed metal crowns.8 
There is a growing evidence base supporting 
these techniques9 and for children’s prefer-
ences for them over more invasive dental 
techniques based on complete surgical exci-
sion of caries followed by a conventional 
restoration.10–12

In practice, carious primary teeth should 
be assessed on a tooth by tooth basis for 
risk of pain/sepsis before exfoliation. If 
judged a ‘high risk tooth’, a management 
strategy must be chosen which reduces 
that risk, without causing treatment-
induced anxiety. It is worth stating two 
things, however:
1.  Active caries must not be simply left, 

as it will continue
2.  Sinuses and abscesses must be looked 

for and managed by either pulp 
therapy or extraction, with delay of 
a few months only acceptable if that 
period is spent building the child’s 
confi dence and co-operation.

If nothing changes in the dentistry we 
provide for our child patients, the next 20 
years will be similar to the last.

New evidence for biological approaches 
to managing dental caries and effective 
behaviour change techniques can be taken 
advantage of. We must also shoulder the 
responsibility of gently encouraging parents/
carers to accept that their child’s oral health is 
primarily their responsibility. Add in a change 
of attitude by the dental team to the carious 
primary dentition, moving from a classic 
restorative approach to the aim of avoiding 
pain and sepsis, and it should be possible 
to help more children reach adulthood with 
a caries-free permanent dentition, and free 
from treatment-induced anxiety caused by 
either inappropriate and over-ambitious 
attempts to restore primary teeth or a failure 
to provide high quality treatment.
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