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Purpose: Dental treatment has been associated with improvement in the oral health- 
related quality of life (OHRQoL) in children. There is little evidence of whether the 
effect of treatment is sustainable over time or not. The aim of this study was to determine 
whether the effect of dental treatment on OHRQoL is maintained or diminishes over 
time.
Materials and Methods: A consecutive sample of parents of 47 children between 2 and 6 
years who received comprehensive dental treatment at a postgraduate dental clinic were 
recruited. Parents completed the Early Childhood Oral Health Impact Scale (ECOHIS) prior 
to treatment and at 1 and 4 months after treatment. Parents were also asked three global 
questions. Score changes (overall and for each section) between time points were analyzed 
by a repeated-measures analysis of variance and Bonferroni tests.
Results: The children’s mean age was 4.7 ± 1.1, and 60% were females. ECOHIS scores 
were significantly improved from baseline (22.2 ± 6.9) to 1 month after treatment (8.7 ± 6.8) 
and were further improved at 4 months after treatment (1.9 ± 2.7), P < 0.001, with large 
effect sizes (2.8 for the child impact section and 2.2 for the family impact section). Parents’ 
perception of changes in the OHRQoL of their children obtained from a global question 
indicated an improvement in OHRQoL that was sustained over the follow-up period; at 
1-month and 4-month follow-up, 89% and 94% of mothers reported that their child’s oral 
health improved a lot after dental treatment, respectively.
Conclusion: The impact of dental treatment on OHRQoL continued to remarkably improve 
during the 4 months following dental treatment.
Keywords: dental caries, oral health, quality of life, child, dental care

Introduction
Dental caries is the most prevalent childhood disease, affecting about 6.2 million 
children worldwide.1,2 Early childhood caries (ECC), a form of caries, is 
a significant chronic multifactorial disease that affects young children around the 
world and is becoming a significant health problem.3 Left untreated, caries can 
result in pain, lead to infection, and negatively affect nutrition, speech, learning, 
communication, and social interactions.4 These undesirable outcomes may impede 
the child’s normal growth and development.4 Furthermore, untreated caries has 
been associated with poor oral health-related quality of life (OHRQoL), which 
relates to the impact of oral health or disease on the individual’s well-being or 
quality of life.5,6
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Recently, an interest in assessing OHRQoL in children 
has emerged. The notion of OHRQoL refers to the effect of 
the oral health condition of an individual’s on their well- 
being, their functioning, and their quality of life.7 

Instruments were introduced and validated to study the 
impact of oral health on the functional, social, and psycho-
logical well-being of children and their families. These 
instruments include the Early Childhood Oral Health 
Impact Scale (ECOHIS), the Child Oral Health Quality of 
Life; including the Child Perceptions Questionnaire CPQ 
8–10, and CPQ 11–14 (for children 8–10, and 11–14 years, 
respectively), the Michigan Oral Health-Related Quality of 
Life Scale–Child Version, and the scale of oral health out-
comes for 5-year-old children (SOHO-5).8–12

Over the last few years, not only the clinical outcome 
but also the psychological impact of treatment has been 
considered when assessing its success.13,14 In dentistry, the 
ability of a treatment to enable a person to eat, speak, and 
socialize without pain, discomfort, or active disease have 
been indicators of success.15 Furthermore, how long the 
treatment effect is sustained is an important factor to 
consider in its risk-benefit assessment.16 In pediatric den-
tistry, comprehensive dental treatment on the dental chair 
has been associated with considerable improvement in 
OHRQoL.6,17 Similarly, full-mouth rehabilitation under 
general anesthesia has resulted in improved 
OHRQoL.13,15,18–20

Although dental treatment has been associated with 
improved OHRQoL, most studies have assessed the 
change in OHRQoL at only one point in time within 4 
weeks of treatment completion.19 Only a few studies have 
assessed the effect of treatment on OHRQoL beyond 2 
months.21–24 Whether this positive effect of treatment is 
sustainable over time or not remains unknown. The aim of 
this study, therefore, was to determine the change in 
OHRQoL over 4 months following comprehensive dental 
treatment among a sample of 2 to 6 year old children. The 
conceptual hypothesis was that the improvement would be 
maintained for up to 4 months.

Materials and Methods
Study Sample and Ethical Approval
The protocol for this longitudinal study was approved by 
the ethics committee at King Abdulaziz University, 
Faculty of Dentistry (KAUFD) (#036-13), and the study 
was conducted in accordance with the Declaration of 
Helsinki. Between May 2019 and December 2019, we 

recruited a consecutive sample of parents of children 
between the ages of 2 and 6 years who attended the 
postgraduate student clinics at KAUFD. The inclusion 
criteria were as follows: healthy children who required 
comprehensive dental treatment, of a parent whose native 
language was Arabic. Exclusion criteria were: children 
with special health care needs, those who were scheduled 
for treatment under general anesthesia, because factors 
unique to this type of treatment may influence parental 
feelings (ex. general anesthesia risks, more post-operative 
complications, less treatment visits, less negative psycho-
logical impact on children). Treatment with silver diamine 
fluoride (SDF) causes unesthetic staining of teeth which is 
likely to be negatively perceived by parents. At KAUFD, 
it is not used as a permanent treatment but only as an 
interim management until the child is able to receive more 
definitive care. Thus, children treated with SDF were also 
excluded.

Instrument for OHRQoL Assessment
The ECOHIS measures OHRQoL in children 6 years of 
age and younger. It was designed by Pahel et al in 2007.8 

It comprises 13 questions divided into two sections: 
a child impact section (CIS) and a family impact section 
(FIS). The CIS covers four domains: oral symptoms (one 
question), function (four questions), psychological effects 
(two questions), and self-image and social interaction (two 
questions). The FIS covers two domains: parental distress 
(two questions) and family function (two questions). The 
scale has been widely used in the field of pediatric den-
tistry across the world in its original English form, as well 
as in several other languages.25,26 In the current study, we 
used the recently validated Arabic version of the ECOHIS, 
which has demonstrated validity and responsiveness.27,28 

On behalf of their children, parents were asked to report 
on a 6-point scale the frequency that the child or family 
has experienced for each of the 13 items (never, hardly 
ever, occasionally, often, very often, and do not know). 
A demographic section was added to the questionnaire, 
comprising questions that collected data on health history, 
age, gender, nationality, parental education, and monthly 
family income.

Consent Form
A written explanation of the study design and aim was 
provided to each parent in Arabic, which was adjunctive to 
a verbal face-to-face description. After all parents’ ques-
tions pertaining to the study were answered, a signature 
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was obtained from the parents who were willing to 
participate.

Data Collection
Each participating parent independently self-completed the 
two-page ECOHIS before dental treatment to establish the 
child’s pretreatment OHRQoL status. Parents were encour-
aged to reflect on the child’s oral health since birth. In 
addition, parents were asked two global questions preo-
peratively. The first was “How would you rate the overall 
oral health of your child?” which was originally intro-
duced to test the convergent validity of the scale.8,27 The 
aim of this question was to assess each parent’s perception 
of the child’s overall oral health. The answers were given 
on a 5-point scale (1, excellent; 2, very good; 3, good; 4, 
fair; and 5, poor). The second was a knowledge question 
“How much is your child’s general health affected by his 
or her oral health?” The aim of this question was to assess 
each parent’s perception of the relationship between the 
child’s oral health and general health. This question was 
answered on a 5-point scale (1, not affected at all; 2, 
affected a little; 3, affected moderately; 4, affected a lot; 
and 5, affected greatly).

After obtaining the health history, we performed 
a comprehensive dental examination of each child (with 
the aid of radiographs as needed) and calculated the 
decayed, missing, and filled teeth (dmft) score in accor-
dance with World Health Organization criteria.29 An indi-
vidualized treatment plan was discussed with the parents 
and consents for treatment were obtained. In the visits that 
followed, comprehensive dental treatment was initiated, 
which consisted of educational sessions (oral hygiene 
instructions and diet counseling), preventive treatments 
(prophy/fluoride and pit and fissure sealants), restorative 
treatments (simple adhesive restorations or pulp therapy/ 
stainless steel crowns), and/or extraction (with or without 
the placement of space maintainers). Educational/preven-
tion messages were emphasized again in the last visit. 
Follow-up educational and preventive visits were sched-
uled every 3–6 months according to patients’ specific 
needs.

Four weeks after the completion of dental treatment, the 
children returned for a follow-up visit. The same parents 
who completed the preoperative questionnaire were asked to 
independently complete the postoperative questionnaire 
reflecting on the period since the completion of dental treat-
ment. The knowledge global question was replaced with 
a global transition rating question, “Overall, how has your 

child’s oral health changed after dental treatment?”, to assess 
each parent’s perception of any improvement in their child’s 
oral health as suggested by Lee et al.20 This question was 
answered on a 5-point scale (1, improved a lot; 2, improved 
a little; 3, no change; 4, worsened a little; and 5, worsened 
a lot). A call was made to parents who did not attend the 
follow-up appointment to obtain their responses unaided 
over the telephone. After five failed call attempts over a 10- 
day period, the parents were excluded.

Three months later, children were scheduled for 
a 4-month follow-up and the same parents were again 
asked to independently complete the postoperative question-
naire reflecting on the past 4 months since dental treatment 
completion; and were also asked to answer the global transi-
tion rating question. We attempted to contact the parents 
who did not attend the follow-up appointment by phone. We 
made five attempts to reach them, or they were excluded.

Statistical Analysis
The ECOHIS responses were coded as follows: 0 = 
never, 1 = hardly ever, 2 = occasionally, 3 = often, 4 = 
very often, and 6 = do not know. “Don’t know” answers 
were treated as missing. To demonstrate the distribution 
of the ECOHIS responses, the frequencies and percen-
tages of each ECOHIS question were presented after 
recategorizing the responses of each question into 
a binary variable; “never” and “hardly ever” responses 
were placed in one category, while “occasionally”, 
“often” and “very often” were placed in another cate-
gory. Furthermore, an ECOHIS score was calculated by 
summing the responses of all questions. Scores were also 
calculated for each domain by adding the scores of the 
respective domain questions. Questionnaires with more 
than 30% of the data missing were excluded, and in 
those with <30% missing, the missing values were 
imputed by the mean of the rest of the values of the 
questionnaire.

The normality of the scores was assessed by graphi-
cally examining a quantile-quantile (Q-Q) plot, and by 
assessing results of Skewness and Kurtosis test for normal-
ity. To assess the change in ECOHIS scores over the three 
time points, we conducted a repeated-measures analysis of 
variance with Bonferroni tests for multiple comparisons. 
Effect size was calculated by dividing the mean of the 
score difference between baseline and 4 months after 
dental treatment by the standard deviation of the baseline 
score.30 Effect sizes of <0.2 indicated a small change, 
0.2–0.7 a moderate change, and >0.7 a large effect.7,18
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Sample size calculation was performed for a repeated- 
measures ANOVA test using G Power software.31 The 
calculation was based on a significance level of 0.05 and 
aiming at a statistical power level of 90%. To be conser-
vative we assumed a small effect size of 0.1. It was 
estimated that 43 participants are required.

A P-value of ≤0.05 was considered statistically signifi-
cant. Statistical analyses were performed with Stata version 
12.1 software (StataCorp LP, College Station, TX, USA).

Results
Initially, 95 parent/child dyads were screened. As shown in 
the flowchart (Figure 1), 22 were excluded for not meeting 
the inclusion criteria, and 11 were also not eligible for not 
completing treatment. A sample of 62 eligible parents were 
recruited; however, because of missing data (n= 12 at base-
line), and loss of follow-up at 4 months (n= 3), the responses 
of 47 were analyzed, yielding a response rate of 76%. The 
characteristics of the children are presented in Table 1. The 
mean age of the children was 4.7 years ± 1.1, and 60% of 
them were girls. Children required between two and seven 

visits to complete treatment with an average of 4.4 ± 1.3 
visits. The distribution of ECOHIS scores at baseline, 1 
month after treatment, and 4 months after treatment are 
presented in Table 2. Pain was the most frequently reported 
impact among children at baseline (83% of children) and 1 
month after treatment (62% of children). Only 6% of chil-
dren reported pain 4 months after treatment. Being upset and 
feeling guilty were the most frequently reported family 
impacts at the three time points.

Figure 2 demonstrates the responses to the global ques-
tion, “How would you rate the overall oral health of your 
child?”. As illustrated, perceived oral health status improved 
over time from baseline to 4 months after treatment. 
Regarding the knowledge question “How much is your 
child’s general health affected by his or her oral health?”, 
47% of parents reported that their child’s general health was 
not at all affected by his or her oral health, and 20% reported 
that there was very little effect or some effect. Only 11% 
stated that the child’s general health was affected by oral 
health and 2% that it was very affected. Figure 3 presents the 
distribution of the parent responses to the question, “Overall, 

Figure 1 Flowchart of participating children from baseline to 4 months.
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how has your child’s oral health changed after dental treat-
ment?” at 1 month and 4 months after dental treatment. At the 
1-month treatment follow-up, 89% of the respondents 
reported that their child’s oral health had improved a lot, 
and 94% of them reported the same at 4 months after treat-
ment. A little improvement was reported by 6% of the 
respondents at the 1-month follow-up and by 4% of the 
respondents at the 4-month follow-up.

The ECOHIS scores at baseline, 1 month after dental 
treatment, and 4 months after dental treatment are illu-
strated in Table 3. The ECOHIS scores of the overall scale 
and its subscales (CIS and FIS) decreased from baseline to 
1 month after dental treatment and even further to 4 
months after treatment (<0.001), with large effect sizes. 
For all of the questionnaire domains, there was 
a statistically significant reduction in scores from baseline 
to 1 month and from 1 month to 4 months, except for the 
self-image and social interaction subdomain, where there 
was no statistically significant reduction from 1 month to 4 
months after treatment. The percentage reduction in 

ECOHIS scores from baseline to 4 months after dental 
treatment ranged from 84% for the psychology domain 
to as high as 97% for the family function domain.

Discussion
The current study targeted Arabic-speaking parents of 
young children seeking dental care at KAUFD, providing 
an opportunity to assess the impact of dental treatment on 
the poor quality of life of children with dental caries and 
their families. OHRQoL was assessed before treatment 
and then 4 weeks and 4 months after treatment completion 
by using the ECOHIS. The children demonstrated the 
lowest OHRQoL at baseline. After treatment, the 
ECOHIS scores were lower than at baseline, which reflects 
an improvement in OHRQoL. This improvement was sus-
tained at the 4-month follow-up with even lower ECOHIS 
scores.

Typically, pediatric patients at KAUFD are from low- 
income families and are accompanied by low-education 
mothers who seek free-of-charge treatment provided by 
faculty-supervised dental students and residents. Children 
typically complete their treatment in no more than 8 visits 
with the aid of basic behavior guidance including nitrous 
oxide sedation as needed. The majority of children are 
then put on a three-month follow-up schedule as they are 
considered at high-risk for developing caries. In the cur-
rent study, mothers comprised the majority of participating 
parents; most of them were housewives and over one third 
had not exceeded high school education. From parents’ 
responses to the knowledge global question, it was evident 
that the majority of parents did not perceive the relation-
ship between oral and overall general health. More ela-
boration on this relationship was added to the educational 
material that will be presented to parents at the beginning 
and end of treatment along with an emphasis on the long- 
term effects of neglected oral health.

Dental caries has been shown to significantly nega-
tively impact the quality of life of children and their 
families.5,6 To quantify caries experience in the current 
study we measured the dmft score. At baseline, the mean 
dmft score (SD) was high (10.7 (3.3)). The mean ECOHIS 
score reflected poor OHRQoL. Most parents reported that 
their children experienced pain, and around half reported 
that their children had difficulty eating and drinking at 
baseline. This finding is in agreement with that of other 
studies in which the negative impacts reported in the 
child’s symptoms and function domains were more than 
those for the psychological and self-image/social 

Table 1 Characteristics of the Study Participants at Baseline and 
at 1 Month and 4 Months After Dental Treatment (N= 47)

Characteristics n (%)

Age, mean (SD) 4.7 (1.1)

Gender
Female 28 (59.57)

Male 19 (40.43)

Nationality

Saudi 29 (65.91)
Non-Saudi 15 (34.09)

Father’s education
Less than HS 2 (4.26)

HS 13 (27.66)

College 25 (53.19)
Post graduate 7 (14.89)

Mother’s education
Less than HS 6 (13.04)

HS 12 (26.09)

College 25 (54.35)
Postgraduate 3 (6.52)

Monthly family income (SAR)
<5,000 12 (26.67)

5,000–10,000 12 (26.67)

>10,000 21 (46.67)

Notes: Values are shown as n (%) except where otherwise indicated. Some numbers 
in the cells do not add up to the total number of participants because of missing values. 
Abbreviations: HS, high school; SAR, Saudi Arabian Riyal.
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interaction domains.6,32 Despite the high frequency of 
reported symptoms and the high dmft scores at baseline, 
only a few parents believed that their children’s oral health 
status preoperatively was “poor” or ”fair”, while the 
majority rated it as “good”, “very good” or “excellent”. 
This is contradicting to findings of a previous study in 
which the majority of parents rated their children’s pre-
treatment oral health as “poor” and “fair”.28 This may be 

due to the poor perception of parents in the current study 
of their children’s oral health status when they are asked 
about it generally rather than specifically about certain 
aspects. Another plausible explanation is the higher base-
line dmft scores in the previous study (13.2 (3.5)).

Various dental treatments have been associated with an 
improvement in OHRQoL in children of different ages in 
different populations, and this improvement is attributed 

Figure 2 Responses to the global question, “How would you rate the overall oral health of your child?”, at baseline, at 1 month and 4 months after dental treatment.

Figure 3 Responses to the global question, “Overall, how has your child’s oral health changed after dental treatment?”, at 1 month and 4 months after dental treatment.
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mainly to diminished pain and improved function.6,13,17 

Restoring carious lesions seals the dentin and pulp from 
bacteria present in the oral cavity and thus diminishes 
sensitivity and pain. Restoring posterior teeth improves 
masticatory function by eliminating pain upon biting and 
facilitating mastication. For carious anterior teeth, esthetic 
restorations can improve function, eliminate pain and also 
foster social interactions and improve self-esteem. 
Although extracting carious anterior primary teeth may 
not be esthetically favorable by parents and children, chil-
dren adapt well to speech and mastication without them. 
The association between dental treatment and improved 
OHRQoL was demonstrated in the current study, as the 
ECOHIS scores were dramatically decreased from base-
line to 1 month after dental treatment and further 
decreased at 4 months following treatment. The biggest 
effect sizes were also observed in the oral symptoms (2.4) 
and function (2.6) domains. Similar improvement trends 
were observed in all questionnaire domains, except for the 
self-image and social interaction domain, where there was 
an improvement from baseline to 1 month after treatment, 
but not from 1 month to 4 months after treatment. This 
result was not surprising as 44.6% of children had at least 
one anterior tooth extraction; the mean number of missing 
teeth increased from 0.1 ± 0.1 at baseline to 1.6 ± 0.3 after 
dental treatment (P < 0.001). Children who have anterior 
teeth extracted are usually affected by negative self-image 
for some time postoperatively and may require a longer 
time to adapt to their new appearance. Furthermore, 
OHRQoL was evaluated by parents who may have been 
influenced by their negative perception of esthetics related 
to extracted anterior teeth. This finding is in agreement 

with other studies that suggested negative changes in rela-
tion to the absence of teeth following extractions. It further 
aligns with an interesting finding by Leal et al33 that 
showed that the impacts of tooth extraction more nega-
tively affected children’s OHRQoL than did the presence 
of dental caries.

A 4-week interval between treatment and assessment 
of OHRQoL is a reasonable time for many post-treatment 
side effects to have subsided and the children and their 
families to enjoy a new oral symptom-free life. However, 
some effects related to recent extractions, especially in the 
anterior maxilla, may take longer for children to accept. 
Thus, it is reasonable to assume that children and their 
families would report fewer symptoms as time passes. On 
the other hand, it would not have been surprising to see 
children and families reporting fewer symptoms when the 
oral symptom-free period is still a novel experience; as 
they get used to it, they would begin reporting new symp-
toms with time, especially if new carious lesions develop. 
In a similar study, a slight decrease in the effect of treat-
ment was observed between the 1-month and 3-month 
follow-ups that was explained by possible treatment fail-
ures or a temporal decrease in the perception of the impor-
tance of dental treatment.23 To determine the trend in the 
improvement of OHRQoL over time, we assessed it again 
4 months after treatment. Although OHRQoL for both the 
child and family domains improved 1 month after treat-
ment, a more considerable improvement was seen 3 
months later. These findings indicate that the effect of 
dental treatment on OHRQoL does not seem to be tem-
porary. In fact, an upward direction in the effect was 
evident in the first few months after treatment. This may 

Table 3 ECOHIS Scores at Baseline and at 1 Month and 4 Months After Dental Treatment (N = 47)

Impact Baseline One Month After 

Treatment

Four Months After 

Treatment

P-value* Percentage Change 

(Baseline to 3 

Months)

Effect Size (Baseline to 

3 Months)

Mean (SD) Mean (SD) Mean (SD)

ECOHIS (13 items) 22.2 (6.9)a 8.7 (6.8)b 1.9 (2.7)c <0.001 91.4 2.9

Child impact section (9 items) 14.7 (4.7)a 5.4 (4.6)b 1.5 (2.1)c <0.001 90.0 2.8

Oral symptoms 2.6 (1)a 1.6 (1)b 0.2 (0.5)c <0.001 92.3 2.4

Function 6.5 (2.3)a 2.2 (2.3)b 0.5 (1.3)c <0.001 92.3 2.6

Psychology 3.1 (1.4)a 1.1 (1.5)b 0.5 (1.5)c <0.001 83.9 1.9

Self-image and social interaction 2.6 (1.2)a 0.5 (1.1)b 0.2 (0.9)b <0.001 92.3 2

Family impact section (4 items) 7.5 (3.2)a 3.3 (3.2)b 0.5 (1.3)c <0.001 93.3 2.2

Parental distress 4.4 (2.2)a 2.1 (2.2)b 0.4 (1.1)c <0.001 90.9 1.8

Family function 3.1 (1.4)a 1.2 (1.4)b 0.1 (0.3)c <0.001 96.8 2.1

Notes: *P-value of repeated-measures ANOVA; Means that share the same superscript letter are not statistically different from each other (P-value ≤ 0.05, Bonferroni tests). 
Abbreviation: ECOHIS, Early Childhood Oral Health Impact Scale.
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be attributed to the good quality of dental care provided to 
these children, the improved oral hygiene and dietary 
choices provided by parents after the educational sessions, 
complete healing at extraction sites, and children getting 
used to their restorations, crowns and posterior space 
maintainers.

The observed improvement in OHRQoL was also per-
ceived by the majority of the parents. Parents gave higher 
ratings to their children’s oral health post treatment in the 
first global question. This was further supported by their 
responses to the global transition rating question. Only one 
participant reported no change in their child’s oral health 
at the 1-month follow-up; at the 4-month follow-up, one 
participant reported a small worsening in oral health. 
When parents were asked about the status of their chil-
dren’s oral health at baseline, a few reported that it was 
excellent, whereas the majority reported that it was excel-
lent at 4 months after treatment. This finding indicates that 
the perception of the parents regarding their children’s oral 
health also improved after treatment.

The ECOHIS not only allowed us to assess the effect 
of oral disease on the child’s quality of life but it also 
allowed us to assess the effect on the family. In the 
current study, more than half of the parents reported 
parental distress (being upset or feeling guilty) at base-
line. Family function was affected, too, as about half of 
the parents reported taking time off work, and more than 
a fourth reported a financial burden due to their child’s 
oral health problems. The negative effects of caries on 
family function and the parental distress it causes are 
congruent with the findings of previous studies.6,32 In 
our study, parents reported considerably fewer family 
impacts 1 month and 4 months after dental treatment 
than they did at baseline.

This study has potential limitations; a considerable num-
ber of children younger than 6 years who seek dental treat-
ment at KAUFD ultimately receive full-mouth rehabilitation 
in the operating room because of extensive treatment needs. 
More recently, some of them have been treated with silver 
diamine fluoride to control caries progression until a more 
suitable opportunity for a more definitive treatment arises. 
Furthermore, many children treated at KAUFD come from 
non-Arabic speaking families. The family demographics and 
exclusion of children who did not receive conventional den-
tal treatment were reflected in the relatively small final sam-
ple size. Nevertheless, the sample size was larger than those 
in similar studies, and still provided >90% statistical 
power.20,22 The temporary shut-down of KAUFD due to 

the COVID-19 pandemic prevented some parents from 
attending the follow-up visits, but we collected the informa-
tion over the phone. As with most instruments used with 
young children, parents served as proxies to give accounts on 
behalf of their children, and it might be a concern that their 
responses may not be truly reflective of the children’s actual 
experiences and feelings. However, it has been shown that 
the quality of life of children reported by parents can be 
reliable.34

The strength of the study is that it assessed OHRQoL at 
two points in time. Although in some studies, assessments 
were conducted after a longer interval after treatment 
completion, they were carried out once and the changes 
in OHRQoL could therefore not be assessed over time.6,22 

In the current study, we found increasing improvement 
after treatment. Also, the close follow-up of participants 
was reflected on the excellent follow-up response rates; the 
response rate was 100% in the 1-month follow-up, and 
94% in the 4-month follow-up. Furthermore, the instru-
ment used in this study has been validated in Arabic and 
showed good psychometric properties.27

The current results suggest continued improvement in 
OHRQoL for 4 months following dental treatment. Further 
research to assess OHRQoL over longer periods after 
dental treatment may be useful. In addition, assessing 
OHRQoL in children older than 6 years old may offer 
insights into the effects on children of other age groups. 
Studies that compare different treatment modalities, or 
treatments of different complexities are also encouraged.

Why This Paper is Important to Pediatric 
Dentists

● This study affirms the evidence that dental caries has 
a negative impact on the quality of life of young 
children and their parents.

● This study highlights the fact that OHRQoL after 
dental treatment not only improves but continues to 
improve in the short term.

● Adding global questions to the ECOHIS helped to 
relate parents’ perspectives to objective findings.

Abbreviations
ECC, Early childhood caries; OHRQoL, oral health- 
related quality of life; ECOHIS, Early Childhood Oral 
Health Impact Scale; CPQ, Child Perceptions 
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