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Abstract

Background: Little information on young people's and adults' views and expe-
riences on decision-making for managing compromised first permanent molars
(cFPM) exists.

Aim: To establish young people's and adults’ views and experiences of decision-
making for managing cFPM.

Design: Face-to-face (online) semi-structured interviews were undertaken using
an iteratively designed topic guide. Participants aged 12—-65 were purposively sam-
pled with recruitment from different dental clinics (three primary care, an out-
of-hours emergency and one dental hospital). Interviews were audio-recorded,
transcribed verbatim and analysed using thematic analysis.

Results: Three themes were generated from young people's interviews (n=9):
(i) influencing factors; (ii) long-term considerations; and (iii) shared decision-
making. Three themes were generated from adults’ interviews (n=13): (i) in-
fluences that affect decisions; (ii) perceptions of the specialist's role; and (iii)
importance of shared decision-making for children and young people.
Conclusion: Several factors influenced decision-making; for young people,
professional opinions were important, and parental/peer influences less so. For
adults, it was based on decisions on their prior experiences. Adults felt young peo-
ple were abnormal if referred to a specialist. Young people wanted autonomy in
decision-making to be respected; in reality, their views were rarely heard. There
is potential to increase young people's involvement in shared decision-making for
cFPM, which aligns with their aspirations.
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1 | INTRODUCTION

Determining optimum management strategies for a
compromised first permanent molar (cFPM) is not
well-understood. Whilst there is no agreed consensus, a
working definition of a cFPM, used in this research and
manuscript, is a restorable first permanent molar with
either distinct cavitation (ICDAS Codes 5 & 6)' due to
dental caries, or post-eruptive breakdown due to molar-
incisor hypomineralisation.” Management options for
cFPM are varied, as evidenced by previous quantitative
studies®™ but can be simply categorised into restoration
or extraction; there is, however, insufficient evidence for
the factors that influence the outcomes of the different op-
tions. This makes explaining treatment options difficult
for clinicians and compromises overall decision-making.’
Patients might select a treatment based on how well they
understand the options presented to them. This decision,
however, may also be influenced by their underlying pref-
erences and values.” Acknowledging preferences is a vital
component of shared decision-making as it helps clini-
cians come to an agreement with patients/parents on the
appropriate treatment option. Such preferences and val-
ues can be hard to elicit, especially in children and young
people who may not be afforded the opportunities to dis-
close them.®

Deciding how to manage cFPM should be a shared
process, which involves the child, their parent/guardian
and the clinician.’ Children and young people should be
involved in any decision-making process that directly im-
pacts their health,” but in reality, it can be quite complex to
do so.” They might not have the competence and capacity
to understand the implications of the decisions they are
making.” Given that management options for cFPM are
varied and have lifelong implications, deciding how best
to manage cFPM has to be tailored on an individual basis.

There is a paucity of evidence on how young people,
parents and adults make decisions for cFPM and estab-
lishing their views is critical, to increase children's auton-
omy and independent decision-making for choices that
affect their lives.® Therefore, the aim of this study was
to establish young people's and adults' views and experi-
ences of decision-making to manage cFPMs.

2 | MATERIALS AND METHODS

A qualitative methodology was used for this study.
Favourable ethical opinion was obtained from the North
of Scotland ethic service (20/NS/0124; 22 October 2020).
Appropriate informed consent and assent of participants
were obtained. Reporting in this article is in line with
consolidated criteria for reporting qualitative research

Why this paper is important to paediatric
dentists

» Exploration of factors and influences should be
included when discussing how best to manage
cFPM.

« Young people should be actively involved in
as part of a shared decision-making dynamic
for cFPM to ensure their autonomy is being
respected.

« Professionals need to appreciate the role they
have in any shared decision-making process.

recommendations, and the checklist is included in
Appendix S1.°

21 | Sample

A purposive sampling strategy was used to recruit partici-
pants with variation within specified characteristics that
might influence their perceptions (Table 1). The charac-
teristics were specifically chosen as the early qualitative
findings from this study were to be used to inform the de-
sign of a subsequent young person and public preference
elicitation study.'® The sample included two separate
cohorts: young people (12-16years old) and (non-related)
adults.

2.2 | Recruitment

Participants were recruited from three primary care gen-
eral dental clinics, an out-of-hours emergency clinic and
one tertiary dental hospital based in North East England.
Participants were approached by their treating clinicians
and given information about the study. Eligibility was
confirmed, and their desired characteristics (Table 1)
were recorded. If interested, the desired characteristics
and contact information were sent, via an encrypted se-
cure email, to the lead author (GT). Potential participants
were contacted a few days later to confirm their partici-
pation. Recruitment was targeted to ensure that sufficient
representation of the desired characteristics was included
across the sample. If a certain characteristic was under-
represented in early participants, future participants with
that desired characteristic were targeted for recruitment.
Recruitment ended when data saturation was reached, as
determined by no new information being generated in the
interviews."
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TABLE 1 Patient characteristics used during purposive
sampling.

Characteristics = Variation within characteristics

Age Young person interviewee: 12-16years old
Adult interviewee: 17-65years old

Gender As described by the participant

Oral health Those who access and do not access dental

experiences care regularly, as described by the participant

Oral health Those who have had the experience of a

treatment restoration, an extraction, both and no

experiences treatment on first permanent molar

Parent Those who are parents and those who are not

2.3 | Interviews

One-to-one (online) semi-structured interviews were con-
ducted by one researcher (GT). GT is a male clinical academic
in paediatric dentistry who has been formally trained in qual-
itative methods and has experience in conducting qualita-
tive studies. GT regularly provides dental care as a specialist
paediatric dentist, and emergency dental care to both young
people and adults. In the interviews, GT presented himself
as a researcher to participants but disclosed his profession if
asked. The purpose of removing focus from the clinical role
was to allow participants to talk without being distracted by
the knowledge they were talking to a clinician, which may
have impacted the information they shared or turned the in-
terview into a clinical consultation."* Young people were in-
terviewed on their own or with an adult present if the young
person preferred this. If an adult was present, the conversa-
tion was directed to the young person.

A topic guide, developed using the scientific literature
and through discussion with the research team, com-
prised the following:

+ Section 1—dental attendance, general dental experi-
ences and expectations;

« Section 2—identification of the first permanent molar
and exploring experiences specifically with these teeth;

« Section 3—how decisions were made for their cFPM,
with slight variations for those who have received treat-
ment for their cFPM and those who had not; and

« Section 4 (for adult interviews only)—how to manage a
cFPM in their child or a hypothetical child if they were
not parents.

The topic guide was iteratively adapted, following a
constant comparative approach, to allow further explora-
tion of ideas highlighted in earlier interviews."*

To ensure the interview focussed on the first perma-
nent molar, participants were asked to identify this tooth
using a staged questioning approach using a diagram to
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FIGURE 1
in the interviews.

Identification of the first permanent molar for use

supplement this process (Figure 1). If incorrectly iden-
tified, participants were informed of the correct tooth.
It was emphasised that all future questions and discus-
sions were about this tooth. The diagram remained on the
screen throughout the interview.

2.4 | Piloting

Two pilot interviews (one with an adult and one with a
young person) were conducted with one volunteer famil-
iar to the interviewer and the other unfamiliar, to test the
topic guide and diagram sharing (Figure 1). This permit-
ted re-organisation of the guide to improve flow. These
pilot interviews were not analysed.

2.5 | Data handling/analysis
Interviews were audio-recorded, transcribed verba-
tim (using an online transcription company) and an-
onymised. Field notes were completed to support these
recordings. Transcribed data were entered into NVivo
version 120" and checked for accuracy by re-reading
whilst listening to the sound wave file.

A reflexive thematic analysis'® was used to analyse the
data, adopting a constant comparative approach.’* Two
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adult and young person manuscripts were initially anal-
ysed by GT to label interesting sections of dialogue. These
pieces of data (initial codes) were discussed with CE, an
experienced qualitative researcher, to mitigate against
superficial coding of data and aid reflexivity.'” Reflexivity
was considered by all members of the research team during
the analysis process.'*” Consideration and caution were
applied to consider how members' personal opinions and
experience might influence analysis. Subsequent analysis
was completed by GT, enabling themes to be searched and
reviewed in later transcripts. Regular research team meet-
ings (GT, CE, NI and CRV) supported the iterative process
of developing themes. Initial themes identified during ear-
lier analyses were re-analysed and triangulated, using field
notes and observations in later interviews, to ensure their
validity. Subsequent analysis was completed alongside
continual review of the data sets, by GT, to ensure that no
potentially significant information was overlooked. This
process continued until interviewing generated no addi-
tional new information,'? at which point these data were
considered saturated. Finally, themes were refined during
awhole team discussion. Participants were offered the op-
portunity to clarify their transcripts and provide feedback,
should they wish to do so.

3 | RESULTS

3.1 | Adolescent interviews

Nine young people were interviewed (Table 2).
Interview lengths ranged from 22 min 14 s to 39 min 9s,
with an average interview length of 34 min and 5s. Two
young people completed the interview in the presence
of their parent. Eight of the nine young people identi-
fied the cFPM correctly and independently as shown
in Figure 1.

TABLE 2 Characteristics of participating young people (n=9).

Oral health  Treatment
Participant Age Gender experiences experience
Adolescent1 13 Male Regular Nil
Adolescent2 12 Female Regular Nil
Adolescent3 16 Male Regular Fill and extract
Adolescent4 12 Male Regular Fill
Adolescent5 13 Male Irregular Extract
Adolescent6 15 Female Regular Nil
Adolescent7 14 Female Regular Fill
Adolescent8 14  Male Regular Nil

Adolescent9 12 Female Regular Fill and extract

Three major themes, and sub-themes, were generated
(Table 3). Each quotation included the respondent ID and
relevant characteristics to inform a sub-group ID number
(age, gender, dental attendance and extraction/filling ex-
perience), for example, Adolescent 6 (15, F, Regular, Nil)
of who provided the quote.

3.2 | Theme 1: Influential
decision-making factors

The opinion of the dentist was a key influencing young
people's decisions on how they want to manage cFPM:

I'd want my dentist's advice, ask them which
one they thought was better, and then proba-
bly make a decision off that...

Adolescent 6 (15, F, Regular, Nil)

The views of clinicians were often more important/
valuable than those of others:

They [dentists] know more than your parents

about teeth, so I'd listen more to what they

suggested about how to treat them...
Adolescent 2 (12, F, Regular, Nil)

Young people of shaped their decisions by drawing on
oral health philosophies/beliefs instilled in them by their
parents:

..my parents have always taught me to like
keep my teeth, just like they have...
Adolescent 4 (2, M, Regular, Fill)

I've had an extraction and a filling of this back
molar as my parents have had both before, so
they must be ok options...

Adolescent 3 (16, M, Regular, Fill/Extract)

TABLE 3 Themes (and sub-themes) of adolescent interviews
(n=9).

Final themes (and sub-themes)

Shared
decision-making

Influential decision-
making factors

Long-term
considerations

« Professional o Preference for « Provision of

opinion tooth retention information

» External—peers « Recurrent » Asserting
and parents pain leads to autonomy

» Personal prior extraction » Trust professional
experiences opinion

» Acquired condition
vs. Developmental
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Young people additionally also spoke about how they
would draw on prior treatment experiences to inform de-
cisions for cFPM, now or in future:

Having a tooth yanked was canny [very/re-
ally] sore, but I'd still have it done again if
that's what I chose to have done...

Adolescent 5 (13, M, Irregular, Extract)

Whilst a clinician's opinion and values in-
stilled in them by their parents were important in
decision-making, it seems that young people's peers
were less likely to influence their decision-making.
Conversations occurred with friends about their own
treatment experiences but had little direct influence on
decision-making:

I'd ask my friends what they [have] had done.
I'm sure if I chose a filling, they wouldn't be
fussed or mean to me about it, if they had
an extraction, as if they did, then they're not
your friends, are they?

Adolescent 1 (13, M, Regular, Nil)

The physical size of the defect appeared to influence
decision-making. It was assumed the larger the defect, the
more complex the work to save it would be, so removal
may be best, although there were some discrepancies
about what ‘big’ meant.

..if it's bigger then it will take a bit more time
to fill and could hurt more, so take it out, as
if it was a bit bigger then it would be harder
to treat...

Adolescent 8 (14, M, Regular, Nil)

It just depends on how like really big it is, but
what I mean by big I do not really know...
Adolescent 4 (12, M, Regular, Fill)

The cause of the cFPM affected young people's deci-
sions. If the cFPM was due to a developmental condition,
rather than an acquired condition, there was more incli-
nation towards restoration:

I'd not be as worried because I hadn't caused
it, but this would make me want to try and
save it, as I was born with it...

Adolescent 2 (12, F, Regular, Nil)

This was, however, not consistently felt to be the
case:
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..it doesn't really matter whether I caused
this, or [if] I was born with it, if the hole is too

big, I'd have it extracted.
Adolescent 5 (13, M, Irregular, Extract)

...if it did not develop and was going to form
in a different way then it is not really worth
trying to salvage the tooth with that. I would
say get rid of it.

Adolescent 6 (15, F, Regular, Nil)

3.3 | Theme 2: Long-term considerations
Young people preferred to retain the cFPM where possi-
ble, taking into consideration the long-term implications
of this decision:

When deciding to choose between filling or
extraction, and how it would impact me as an
adult, I would prefer to keep hold of the tooth
and retain it...

Adolescent 8 (14, M, Regular, Nil)

This initial preference for restoration was trivial if the
tooth was to become sore later in life. The presence of pain
would likely prompt a change towards deciding to extract
this tooth and overrode the option of endodontic treatment:

...if it was a tooth with a filling that was pain-
ful when I chewed. So, if that would kind of
not go away with another filling in, then I
would definitely want an extraction...
Adolescent 3 (16, M, Regular, Fill/Extract)

..I think if the root canal treatment meant
having to keep up regular maintenance of
the tooth, a lot of times over kind of multiple
years, then I would say it's not worth it. Just
get the extraction.

Adolescent 9 (12, F, Regular, Fill/Extract)

3.4 | Theme 3: Shared decision-making
It was clear that young people want to assert and express
their autonomy when making healthcare decisions:

..what happens with my teeth is my choice,
but how often I get to make that choice I am
not sure...

Adolescent 2 (12, F, Regular, Nil)
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..I felt like I had a choice in the matter,
rather than my parents telling me what to
do, which is something that is really import-
ant to me...

Adolescent 3 (16, M, Regular, Fill/Extract)

Young people want professionals to give them infor-
mation, to support their decision-making, but retain the
desire to make their autonomous decisions:

I think it's important to have information
focussing on what would happen and what
could happen in the future to help you make
your decision...

Adolescent 9 (12, F, Regular, Fill/Extract)

I think lay it all out - it's always good to lay out
all of the options. It would be less useful if they
[dentist] just said this is definitely the wrong
option, this is definitely the right option.
Adolescent 6 (15, F, Regular, Nil)

3.5 | Adultinterviews

Thirteen adults were interviewed (Table 4) to establish
their opinions of managing their own cFPM and how
they would make decisions for their own child, or a
hypothetical child if they were not a parent. Of the 13
adults, eight had children and five did not. Interviews
ranged in duration from 27 min 36s to 43min 17s, with
the average interview length being 36 min 47s. Twelve
of the 13 adults were able to identify the cFPM indepen-
dently using Figure 1.

TABLE 4 Characteristics of adults (n=13).

Oral health Treatment

Participant Age Gender experiences experience Parent
Adult 1 17  Male Regular Nil No
Adult 2 25 Male Regular Fill No
Adult 3 32 Female Irregular Extraction/Fill  No
Adult 4 20 Male Irregular Nil No
Adult 5 43  Male Regular Extraction Yes
Adult 6 37 Male Regular Fill No
Adult 7 39  Female Regular Extraction Yes
Adult 8 24  Female Regular Nil No
Adult 9 48  Female Regular Extraction/Fill ~ Yes
Adult 10 53  Female Regular Fill Yes
Adult 11 46  Male Regular Extraction/Fill ~ Yes
Adult 12 47  Male Regular Extraction/Fill ~ Yes

Adult 13 37 Female Regular Extraction/Fill  No

Three major themes, and sub-themes, generated are
shown in Table 5.

3.6 | Theme 1: Influences that
affect decisions

Adults rely heavily on previous lived experiences of a wide
range of dental treatments, for example, filling, extraction,
root canal treatment and when deciding how to manage
cFPM in future:

I've had fillings and extractions in the past,
extractions were a lot worse than the fillings,
and that is going to influence what I decide to
do in the future...

Adult 3 (32, F, Irregular, Ext/Fill, Not-Parent)

I've only experienced a filling, and it has
worked, so I'm pretty content with having
those done again...

Adult 2 (25, M, Regular, Fill, Not-Parent)

My previous experiences of root canal treat-
ment prompted me to try it out again. However,
I knew that if it did not work, like it did previ-
ously, then I was happy to get it [tooth] out.
Adult 11 (46, M, Regular, Ext/Fill, Parent)

It appears adults' decisions are influenced by the be-
haviours and attitudes of their own parents. For some,
their decisions mirrored their parents whilst for others,
they did the opposite:

I'm always inclined to do whatever my par-
ents did with their teeth...
Adult 7 (39, F, Regular, Extraction, Parent)

I recall my parents mainly having teeth ex-
tracted, but I cannot say this fits with how I
make decisions about my own teeth.

Adult 9 (48, F, Regular, Ext/Fill, Parent)

TABLE 5 Themes (and sub-themes) of adolescent interviews
(n=13).

Final themes (and sub-themes)

Influences that affect Perception Importance of shared
decisions of specialist's  decision-making for
role cFPM in children and

young people
« Lived experiences
« Parental effect

 Reality vs. abstract
« Empowering children
« Societal constructs
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In addition to own lived experiences and parental influ-
ence, ‘accepted’ societal constructs of the terms “filling’ and
‘extraction’ appear to influence decision-making for adults:

Fillings seem like quite normal, so I do not
think I would think of it as a big thing really...
maybe that isn't the same for an extraction.
You know they're [all} very different things in
most people’s eyes.

Adult 12 (47, M, Regular, Ext/Fill, Parent)

Exploring this concept in more depth, it became appar-
ent that procedural complexities associated with both a
filling and an extraction underpinned the influence these
constructs had on decision-making:

I am sure it's well-known that fillings are a lit-
tle bit weird for about half an hour afterwards
[as] you know, it's a fairly short-lived experi-
ence and not difficult..whereas extractions
are more invasive, takes longer and linked
with more problems...

Adult 9 (48, F, Regular, Ext/Fill, Parent)

3.7 | Theme 2: Perceptions of
specialist role

The role of the specialist in managing cFPM was perceived
to be different from a general dentist's role. If specialist in-
volvement was required, adults perceived the child's case
to be more challenging:

Being sent to a specialist means it's more

complex, so therefore that worries me a bit.
Adult 13 (37, F, Regular, Ext/Fill,
Non-Parent)

A specialist referral, for some adults, meant their child
could be perceived as being ‘abnormal’, whereas others
felt this was not the case:

Does it mean my child's a bit abnormal be-
cause they have to go to a specialist?
Adult 13 (37, F, Regular, Ext/Fill, Not-Parent)

I wouldn't say my child, or say my niece and
nephews, were abnormal because they had to
get sent to a specialist.

Adult 10 (53, F, Regular, Fill, Parent)

Despite concerns of case complexity and abnor-
mality, adults accept the need for a child to be referred
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(irrespective of whether they were parents or not) and
placed trust in the dentist by doing so:

Like our dentist said, “This is the right place
to go. You're going with my blessing. These
people will be lovely.”

Adult 6 (37, M, Regular, Fill, Not-Parent)

3.8 | Theme 3: Importance of shared
decision-making for cFPM in children and
young people

Choosing to restore a child's cFPM was often seen as the
best decision. This was irrespective of previous treatment
experiences, or whether they were a parent or not, with
the suggestion that an extraction was seen as an irrevers-
ible option:

...for a child, it can only be a filling, because
obviously that, getting extracted is the worst
scenario really, you know its gone forever.
Whereas if you have a filling, you can get
the filling and then you can, you know,
carry on and then make sure it doesn't hap-
pen again.

Adult 5 (43, M, Regular, Ext, Parent)

Only one adult, who had no experience of filling or ex-
traction, was not a parent and was the youngest, disagreed
with this theory and felt that removal would be the only
logical option:

..why bother with a filling in someone so
young. If removal is an option, and it would
prevent them from future issues, then it needs
to be removed, and I would still feel like I'd be
acting in their best interests.

Adult 4 (20, M, Irregular, Nil, Not-Parent)

Adults recognised that deciding how to manage cFPM
should not be solely made solely by the child's parent:

I would try and explain to them what was
going on...but ultimately my decision would
be, you know, i-, in, in partnership with the
sort of dentist and my children...

Adult 10 (53, F, Regular, Fill, Parent)

I would definitely endeavour to make sure
that my child has a more active role in that
decision-making process.

Adult 6 (37, M, Regular, Fill, Not-Parent)
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Exploring this in more depth highlighted the im-
portance to adults about involving young people in the
decision-making process for cFPM. Their inclusion was

felt to empower young people, and support their right to
be actively involved in healthcare decisions:

[I've] always encouraged that two-way con-
versation from the kids' point of view because
as they get into adulthood, they need to un-
derstand that, that they need that conversa-
tion and that relationship with their dentist
in order to make decisions about their dental
health.

Adult 9 (48, F, Regular, Ext/Fill, Parent)

Despite supporting their inclusion, in reality, parents
rarely involved children in the healthcare decision pro-
cess; they, however, acknowledged they should:

..it's up to him what he has done to his body.
Obviously, we - I'll, I'll influence him as much
as I can as I've also done but I'm not going to
tell him - he needs to start making decisions
doesn't he...

Adult 11 (46, M, Regular, Ext/Fill, Parent)

In some instances, involving a child in the decision-
making process was an abstract concept—because ei-
ther they were not parents or had very young children.
This did not diminish the willingness to involve young
people as participants often explained how they would
do this either creating a hypothetical scenario, or, con-
sidering what they would have wanted to happen to
them as a child:

..[T'd] try and think what they're going to be
thinking about in the future. And they feel
about it and how I would feel about it if it was
me later on in the future, what I would have
wanted to have done back when I was a kid...

Adult 2 (25, M, Regular, Fill, Not-Parent)

4 | DISCUSSION

This qualitative study sought to critically explore young
people’s and adults’ views of decision-making to man-
age cFPMs. The importance of shared decision-making
for cFPM was evident from all participants. This pro-
cess should involve the individual and their healthcare
professional(s), who details risks and benefits, before a
joint decision on care is made.>'® Young people wished
to express and assert their autonomy, and to do so

requires their opinion and inclusion in discussions.’
Where there is intent to include children's views and
wishes in treatment and care options,™’ previous quali-
tative studies exploring children's experiences of partici-
pating in medical and dental care decisions suggested
they are often marginalised in this experience.” A small,
but growing body of literature highlights that young
people articulate the need to voice their preferences and
be involved directly in decision-making so as to under-
stand what is going to happen to them." ! Much of the
literature focuses on young people expressing the need
for direct and clear communication about what is going
to happen to them.®”*"?! For young people, health care
is the last social domain in which they learn to assert
their autonomy in decision-making.** It is likely that
limited exposure to ill health, and health care, means
that these situations and environments are unfamiliar,
which could lead to this delay.23 It is, however, clear that
children and young people want and should be involved
in decisions around their own care as early as possible to
aid their development.

This is, however, challenging and complex as compe-
tence and capacity will vary for each individual child.”
Professionals therefore need to think clearly about their
role in this process. Favourable experiences are noted
when trusting relationships are formed.** Young people
suggested being confidential, not withholding informa-
tion, and engaging in small talk to show concern are all
essential to gain trust.> Providing age-appropriate infor-
mation could support children and young people in mak-
ing competent and meaningful decisions.?® Adults wished
to empower children and young people to be accountable
for their own healthcare decisions. Professionals need to
actively encourage adults to enact this process.” The adult
respondents’ discourse, however, may have focussed on
their ideas, rather than taking the role of a fictional par-
ent's perspective and their responses, and may not reflect
what they would do but rather what is acceptable to say.
Navigating this stage in a child's development means pro-
fessionals can use any opportunity to educate parents on
how to involve their child in shared decision-making.

For young people, making decisions is often shaped
by various inter- and intra-personal and contextual com-
plexities. The importance of the patient-dentist relation-
ship, and its impact on decision-making, is evident in
the literature.'®*” Dental professionals hold a position of
power in this relationship, underpinned by their knowl-
edge and experience of the problem, which explains why
young people value this opinion.”® Consistent with the
literature, this research found that participants reported
that peers influenced decision-making. It has been re-
ported that negative peer social judgements will influ-
ence a young person's treatment decisions to ensure ideal



TAYLOR ET AL.

anterior aesthetics.” It could be argued that young peo-
ple's decision-making is less susceptible to peer influence
for cFPM as either restoring or extracting is unlikely to
impact aesthetics. Learnt parental behaviours can shape
young people's decision-making but, in this context, they
appear less important than peer judgements or profes-
sional opinion.'® A possible explanation for this might be
that young people may not have felt it relevant to consider
their parent's views when offered the chance to express
their own, as in reality, they would not routinely be af-
forded the opportunity to disclose their views healthcare
decisions are made. Alternatively, it could represent a
generational shift in that young people are now actively
encouraged to advocate their own ﬂghts,23 and therefore,
the influence just does not exist. These findings contradict
a growing body of evidence, which suggests young people
primarily develop their decision-making skills based on
the values and behaviours learnt from their parents.’**
It remains, however, unclear as to what impact these
learnt parental values and behaviours have in a healthcare
decision-making context.”’ Ethnographic studies of real
decision-making situations in young people's care could
help explore this finding, whilst additionally it be of value
to help support future patients and parents in making a
shared decision.

It is likely that previous experience or observation of
a restoration being placed explains the strong preference
young people had to restore cFPM. An alternative expla-
nation could be that the asymptomatic nature of a cFPM,
as per the definition used in this study, prompted a re-
storative decision as the patients had yet to experience
any physical impact from these teeth. This preference for
a child to have their cFPM restored as a first-line option
resonated with adults, irrespective of their parenthood
status. This restorative preference was not as evident
when adults were asked how they would manage their
own cFPM. It is known that adults make decisions,
both now and in future, by previous lived experiences
of treatment.’” Other influencing factors such as func-
tional impact, psychosocial impact, anxiety, aesthetic
implications or long-term considerations did not spe-
cifically feature in participants' accounts; these factors,
however, could feature in any subconscious processing,
and failure to mention does not mean they did not exist.
When a restored cFPM was to become painful and fur-
ther treatment was required, young people generally
indicated that they would prefer to have this tooth ex-
tracted rather than undergoing a root canal treatment.
A possible explanation might be that dental pain is
something young people want to avoid, as it is unpleas-
ant, and removal will almost guarantee no future pain
from that tooth. Alternatively, young people may have
a poor understanding of these alternative options when

9
SRR 1 v
cFPM becomes painful. Cross-sectional studies investi-
gating how clinicians decide how to manage cFPM> and
evidence to support their clinical effectivness™ exist, but
no studies have investigated children's decision-making.
This could establish how aware children are of the possi-
ble options for managing such clinical situations.

The phrase ‘societal norms’ refers to ideas and/or con-
cepts that are created and accepted by the people living
within a society. The term ‘filling’ may be considered a
conservative social norm, as it can be identified as a less
challenging procedure, meaning choosing it again is often
a simpler decision as it does not require any new discus-
sions.** In contrast, extractions were considered more pro-
cedurally difficult and were classed as a non-conservative
social norm.** Extractions, however, are not necessarily
harder for a dentist to carry out than a filling. As such,
there is a risk that decisions are being based on accepted
social norms, and the perceived procedural issues, rather
than patients’ own personal beliefs, personal experiences
or clinical presentation. Patients should be informed of
all available options, tailored to their case, to permit a full
discussion and minimise the potential misuse of social
constructs.”*

The possibility of a referred child being labelled as
‘abnormal’ was an interesting finding. There is scarce lit-
erature to support the concept of abnormality in health,
let alone dentistry, and this merits further investigation.
Case complexity extends beyond clinical needs, with
socio-economic, cultural, behavioural and environmen-
tal factors contributing to this notion.*®> As referrals are
usually made for more challenging cases,'® then these ex-
ternal factors may provide a tenuous rationale as to why
some adults felt the child was abnormal.

A key strength of this study was the diverse sample,
which included participants with and without experi-
ences of cFPM. Concepts could therefore be discussed
both in the reality and in the hypothetical abstract, thus
understanding both stated and revealed notions and
ideas. The sample did have limitations, as younger chil-
dren (<12years old) were not included, and the sample
was only from England. Similarly, the views of the adults
were non-related to the young people interviewed. These
patient characteristics, as previously discussed, specifi-
cally chosen as the early qualitative findings informed
the design of a concurrent young person and public
preference elicitation study.'®! Future research should
include children from age 6 upwards to help capture
those views and opinions of the undergoing the actual
decision-making process, rather than basing it on prior
experiences.

Interviewing online allowed participants to be reached,
irrespective of their circumstances or geography, com-
pared with face-to-face interviews. This may, however,
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have unintentionally excluded those who had no access to
technology, a poor internet connection or those who did
not feel competent in using technology.

A key strength was speaking directly to young peo-
ple about their views, rather than using their parents as
proxy. Undertaking an interview may be complex and
challenging for young people, and having a parent/
guardian present may help; having a parent present,
however, might result in the young person being told
what to say, whether they have an opinion or not.***’
In this study, it was made clear to the two parents who
supported their child's interview that we wanted to hear
their child's opinions. Field notes of non-verbal interac-
tions and re-reading the manuscripts highlighted that
in both cases, the parents did very little to influence re-
sponses with both parents either re-phrasing challenges
questions or encouraging participation when nearing
the end of the interview.

Developing and using Figure 1 was a methodological
strength, ensuring the interviews remained focussed on
just the cFPM and was less intrusive than asking partic-
ipants to identify their own cFPM.

In conclusion, several factors influence how decisions
about cFPM are made by adults and young people. The
gap in perceived shared decision-making and actively in-
volving young people was apparent. This study strength-
ens the evidence around supporting decision-making for
cFPM.
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