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PAEDIATRIC ANAESTHESIA. DO WE NEED SPECIAL
TRAINED PAEDIATRIC ANESTHESIOLOGISTS?

Ehrenfried Schindler

Introduction

“Baby died from decimal error” was one headline
brought by BBC News, England from Friday, 20*
May 2005. The authors are describing a case where
a 15 day old baby has received a ten times higher
dose of a heart active drug as recommended. The
error was made by an inexperienced nurse due to
a mathematical miscalculation. This is just one
example of the difference and difficultly medical
stuff will encounter when working with newborn,
infants and children. The British National Health
Service (NHS) has reported in 1998 a statistic
reading that wrong drug doses (28%), application
route (18%), bad handwriting/documentation
(14%) wrong date (9,9%) and the application
frequency (9,4%) could led to deadly medical
errors in children'. The question now is why

What are the main problems in Paediatric
Anaesthesia?

Age

Nathalie Jiminez and co-workers have analyzed
medical closed claims in the United States dealing
with children from 1990-2000% As a main cause
for primary damaging events in children the
found in 23% of all cases respiratory problems to
be number one followed by cardiovascular events
in 26% of all cases. 10% of the cardiovascular cases
could not be explained but where suspected as a
secondary result of hypoxemia. A large patient
number study was published from a brazillian
group in 2006°. Braz and colleaugues have analysed
53.718 anaesthestic procedures over 9 years in
a teaching hospital in Brasil. From 1994 to 2004
the found out of 15.253 anaesthestic procedures
35 cardiac arrests. Looking closely at the group of
age where there was a cumulation of those adverse

children are special and why the mentioned errors
are more often in children than in adults? First, the
application of drugs must be adjusted to the body
weight of the children which requires complex
mathematical calculation. Second, paediatric
studies and study data are rare and only in the last
few years pharmaceutical companies are forced by
European law to initiate safety studies in children
as well as in adults. Third, vials, tablets or other
application formats are provide for adults and
must be adjusted or separated for children.
Children are a very heterogeneous group of
patients. Preterm infants are totally different
from regular newborns which are different from
six month old and other than 2 year old children
whereas school-age kids need again different
medical and psychological treatment.

events in the extreme edges of age. Major risk
factors for cardiac arrest were neonates, children
under 1 yr and the elderly (P<0.05), male patients
with ASA III or poorer physical status (P<0.05),
in emergency surgery (P<0.05) and under general
anaesthesia (P<0.05). Chinachoti and co-workers
looked at a register in Thailand about delayed
detection of esophageal intubation (DDEI)* As a
result they have found forty four cases of DDEI
which were reported from total of 85,021 cases
underwent general anesthesia with endotracheal
intubation (5.2: 10,000). The incidence was
highest in tertiary care hospital (11.6:10,000).
Infant patients (< or = 1 year of age), emergency
operation and technique of rapid sequence
induction with cricoid pressure were identified
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as risk factors of DDEIL Interestingly the relative
incidence of DDEI was nearly 50% in the group
of infant patients <1 year of age. These data were
confirmed by a recently published study from
Bharti and coworkers®. In their study the found
were a total of 27 cardiac arrests out of 12 158
procedures. Major risk factors for cardiac arrests
were children under 1 year of age (P < 0.05), ASA
physical status (ASA-PS) III or more (P < 0.001)
and emergency surgery (P <0.01). There were nine
cardiac arrests attributed to anaesthesia, three
totally and six partially related to anaesthesia. The
main causes of anaesthesia-related cardiac arrest
were respiratory events (56%), followed by cardiac
events (33%). Anaesthesia-related mortality was
1.2/10 000 anaesthetics in patients with ASA-PS
I-IT and 7.7/10 000 anaesthetics in patients with
ASA-PS III-V with a survival rate of 56%

Von Ungern-Sternberg recently have presented
their their data from a prospective cohort study
published 2010 in Lancet about risk assessment
for respiratory complications in paediatric
anaesthesia®. 9297 questionnaires wereavailable for
analysis. A positive respiratory history (nocturnal
dry cough, wheezing during exercise, wheezing
more than three times in the past 12 months, or a
history of present or past eczema) was associated
with an increased risk for bronchospasm (relative
risk [RR] 8.46, 95% CI 6.18-11.59; p<0.0001),
laryngospasm (4.13, 3.37-5.08; p<0.0001), and
perioperative cough, desaturation, or airway
obstruction (3.05, 2.76-3.37; p<0.0001). Upper
respiratory tract infection was associated with
an increased risk for perioperative respiratory
adverse events only when symptoms were present
(RR 2.05, 95% CI 1.82-2.31; p<0.0001) or less
than 2 weeks before the procedure (2.34, 2.07-
2.66; p<0.0001), whereas symptoms of upper
respiratory tract infection 2-4 weeks before the
procedure significantly lowered the incidence of
perioperative respiratory adverse events (0.66,
0.53-0.81; p<0.0001).

Experience

It seems to be obvious that someone how is doing
things very often is more experienced and is
producing a better quality than someone how is
rarely doing the same thing. One the other hand it
is very difficult to prove this evidence and to find
out what “very often” means. One of the most cited

study in paediatirc anaesthesia was a questionnaire
among French anaesthesiologists published by
Auroy in 1997°. Hey have studied the occurrence
of complications in paediatric anaesthesia and
its relationship to pediatric practice in France
through an anonymous retrospective postal
survey (Table 1). A significantly (P < 0.05) higher
incidence of complications was found in the
groups that performed 1 to 100 (7.0 +/- 24.8 per
1000 anaesthetics) and 100 to 200 paediatric
anaesthetics (2.8 +/- 10.1 per 1000 anaesthetics)
than in the group that administered more than
200 paediatric anaesthetics/year (1.3 +/- 4.3 per
1000 anaesthetics). As a main result they stated
that an anaesthesiologis has to do more than
200 paediatric anaesthesia per year to be judged
as experienced. Coming back to the study of
von Ungern-Sternberg cited before. Besides
their results accourding respiratory problems in
paediatric anaesthesia they have reported that
the risk was lower when the airway management
was done by a specialist paediatric anaesthetist
compared with a registrar (all p<0.0001).

In my opinion supported by the literature there
is a strong evidence that the highest group of risk
children below one year should be handled by
special trained anaesthesiologists who are mainly
practicing paediatric anaesthesia.

Anaesthetics/y (n) CO;EE lisiaﬁéglgz/(lr?)oo
1-100 7,0 £ 24,8
100-200 2,8+ 10,1
> 200 1,3 +4,3*

The occurrence of complications in paediatric an-
aesthesia and its relationship to the amount of
pediatric anaesthesia done per anaesthesiologist
in France (*p<0,05)

How to improve Paediatric Anaesthesia?

Guidelines

In the last ten years a lot of effort was done by
developing peer-reviewed guidelines about
standard of care in paediatric anaesthesiology.
Some major European and US organizations
like the “European Society for Paediatric
Anesthesiology, ESPA’, the European Society
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for Anaesthesiology, ESA’ the “Association of
Paediatric Anaesthesiologists, APA’ in Great
Britain just to name the local ones are publishing
their recommendations on their websites. It is
wise to co-opt these recommendations and to
incorporate them for thelocal hospital service. The
major problem with guidelines is not the guideline
itself but the transport and implementation in our
daily practice. This is even more delicate because
the standard of care is not ending in the recovery
room. Sometime the child has to be transferred
to the regular ward and recommendations for
infusion therapy, pain therapy and postoperative
drugs must be continued. A very good example is
the topic of paediatric postoperative pain therapy.
It is not enough to write down a certain drug. One
has to control if the application is in accordance
with the guidelines, a system of pain measurement
has to be implemented, special trained pain nurses
have to visit the patient and all medical stuff
should agree in one guideline for post-operative
pain therapy. Every year this program must be
evaluated by a management protocol and there
must be an agreement about collecting data to
prove the effectiveness. In Germany there is a free
database available where every registered centre
can deliver data about their pain management
service in children and can compare it with all
other centers. These Paediatric Pain Benchmark
(http://www.quips-projekt.de/) revealed excellent
insights about the quality of care compared to
other centers. The example of pain therapy in
children postoperatively should demonstrated
that if we want to achieve highest quality in
paediatric anaesthesia we have to establish or
adopt guidelines and we have to follow them.

Training

As stated a minimum of 200 anaesthestic
procedures per year are necessary to decrease the
complication rate in children. Looking at the birth
rates in developing countries it is obvious that the
numbers of paediatric patients are decreasing.
Additionally the organization of health care is
different in all European countries. Some of them
are in favor of centralization of subspecialties.
It is also o obvious that the specialized centers
are responsible to offer training program for
residents and consultants as well to improve their
abilities in this special group of patients. Health

care providers as well as hospitals must support
their medicals tuft to enable them to take part in
training programs.

Critical incident reporting systems

Critical incident reporting systems are excellent
tools to identify risks and near misses even in
single institutions and can therefore improve
quality and safety in paediatric anaesthesia. A
CIRS system is not made to find the guilty and
punish them but to uncover the origins of errors
in order to eliminate them properly.

As an example the implementation of near miss
reporting systems (CIRS) in German hospitals
has been constantly rising since 2004: in 2009,
54 % of the interviewed hospitals reported an
implemented CIRS; of these, 72 % reported the
systemtobehospital-wide. Anassociationbetween
CIRS and private, public or NPO-operator could
not be detected (Fisher p = 1.000); however, the
degree of CIRS implementation was significantly
increasing with the size of the hospital, i.e., the
number of beds (Fisher p = 0.008): only 38 % of
the hospitals with less than 100 beds reported
CIRS implementation against 52 % of those
between 100 to 500 beds, and 67 % of those with
more than 500 beds. While 62 % of the hospitals
interviewed reported the maintenance of a risk
management committee, only 14 % reported the
implementation of risk analyzing techniques. As
to clinical risk management, 92 % of the hospitals
see potential for internal improvement; 44 % have
already communicated with external consultants.

Simulation

Infants <one year or newborns are difficult to
handle. That was one major statement from the
text above. Training was said to be the major step
to improve quality in paediatric anaesthesia. The
problem is that criticall ill newborns or infants
are not subjects for training. Therefore simulation
of critical incidences in anesthesia and intensive
care could be an interesting option. Nevertheless
these simulators could not be purchased on the
market. Simulators have to be designed for the
specific situations. For that purpose highly trained
medical experts are needed to design and run
specific paediatric simulators.
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Certification “Paediatric Anaesthesia”

Recently Karin Becke for the working group for
paediatric anaesthesia of the German Society of
Anaesthesia and Critical Care Medicine (DGAI)
has published a milestone paper for German
Anaesthesiologists®. Frist time in the history of
the German society they have defined criteria
that have to be fulfilled to become a certified
“Paediatric Anaesthesiologist” The criteria are
listed in table 2. After proving the formal criteria
a oral examination has to be passed. Additionally
the society has defined centers where the best
training could be achieved. To guarantee a
continuous education a yearly seminar will be
offered to the participants.

With the “Summer School for Paediatric
Anaesthesiology” a comparable course for contin-
uous education is offered in Serbia for some years.
The growing number of participants and their big
interest is showing the importance of such a pro-
gram. In 2011 more interactive workshops are of-
fered with great numbers of doctors attending.

Curriculum “Paediatric Anaesthesia (PA)”

Seminar “Paediatric
Anaesthesiology” Part I

Theoretical aspects and
physiology of children

Seminar “Paediatric Special aspects of paediatric
Anaesthesiology” Part P P hesi lp
I anaesthesiology

Minimum of 12 month
continuous work with children
in a specialized center

Practical skills PA

3 day course i.e “European
Pediatric Life Support
EPLS” offered by European
Resuscitation Council (ERC).
Done not longer than 12
month before

Special knowledge in
emergency medicine
for children

Oral examination Minimum of 45 minutes

Conclusion

Children are rare patients. Only 4 % of all
anaesthetic procedures are done in children below
15 years. The patients of risk from these 4% are
newborns and preterms with a number of 0, 4%.
It is generally accepted that these patients are of
increased risk for perioperative complications. In
the last 10 years more and more complex and high
risk operative procedures in those patients are
made. It is therefore clear that modern anaesthesia
has to minimize mortality and morbidity not only
because children have a high social and political
priority in our society. Patient safety and quality
of medical service are the essential topics in
modern medicine. A specialization for paediatric
anaesthesia is recommended to ensure highest
medical quality and the need for a certificate is
clearly indicated.
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Stomatoloski fakultet Pancevo

STRAH OD BOLA PRI STOMATOLOSKIM

INTERVENCIJAMA

DENTAL ANXIETY AND FEAR OF DENTAL PAIN

Lali¢ Maja, Aleksi¢ Ema, Gaji¢ Mihajlo, Cukovié¢ Anika, Mileusni¢ Ivan, Boroti¢ Nenad, Stankovi¢ Zoran

Sazetak: Anksiozni ljudi cesto preuvelicavaju in-
tenzitet neprijatnih osecanja kao sto su strah i
bol. Cilj ovog istrazivanja bio je da se ispita pov-
ezanost izmedju anksioznosti i straha od bola pri
stomatoloskim intervencijama.U istrazivanju je
ucestvovalo 188 odraslih pacijenata (starosti od
21 do 73 godine) lecenih na Odeljenju za parod-
ontologiju i oralnu medicinu i Odeljenju za pro-
tetiku Stomatoloskog fakulteta Pancevo. Za pro-
cenu nivoa anksioznosti kori§¢ena je kratka forma
Korahove Skale dentalne anksioznosti (SDA). Za
procenu straha od bola koriS¢en je upitnik Strah
od bola (Fear of Dental Pain - FDP) u kome je
navedeno 18 stomatoloskih procedura, a pacijenti
su rangirali osecaj straha prema Likertovoj peto-
stepenoj skali (1- minimalan strah, 5-maksimalan
strah). Svaka od 18 FDP stavki prosirena je pitan-
jem da li je ispitanik ikada li¢no iskusio navedenu
intervenciju (da ili ne). Oko 24% pacijenata poka-
zuje visok stepen anksioznosti pri stomatoloskom
tretmanu (SDA skor 13 ili vise). Prose¢na vrednost
za strah od bola za grupu visoko anksioznih paci-
jenata je bila 3,90 i 2,83 za grupu pacijenata sa ni-
skim i umerenim nivoom anksioznosti. Pacijenti
su prijavili manji strah od bola za procedure sa
kojima su se ranije susreli u poredenju sa inter-
vencijama koje nisu li¢no iskusili (prosecan FDP
skor 3,58 1 4,29 za anksiozne, odnosno 2,82 i 3,29
za grupu umereno anksioznih pacijenata). Nivo
opste anksioznosti pri stomatoloskom tretmanu
signifikantno utic¢e na pojavu straha od bola, pri
¢emu pozitivno prethodno iskustvo moze pomodi
da se strah umanji. Visoko anksiozne osobe imaju
povisen subjektivni dozivljaj bola i predstavljaju
izazov stomatolozima u smislu potrebe da sa nji-
ma uspostave adekvatnu saradnju i omoguce odv-
ijanje stomatolos$kog tretmana bez stresa kako za
pacijenta, tako i za stomatoloski tim.

Kljucne reci: anksioznost, stomatoloske inter-
vencije

Summary: Anxious people tend to overestimate
the intensity of aversive events such as fear and
pain. The objective of this study was to investi-
gate association between dental anxiety and fear
of dental pain. Sample consisted of 188 adult
patients (aged 21 to 73 years) of Department
of Periodontology and Oral Medicine and
Department of Prosthodontics of Faculty of
Stomatology Pancevo. The authors used Short
4-item Form of Corah’s Dental Anxiety Scale
to measure respondents’ dental anxiety level
Patients completed a Dental Anxiety Scale and
the Fear of Dental Pain (FDP) questionnaire. All
18 FDP items were extended with the question
whether the subject ever experienced the pain
personally (yes or no).

About 24% of patients had high dental anxiety (a
score of 13 or higher on the Corah’s scale). Mean
FDP score for highly anxious group of patients
was 3, 90. Patients with low and moderate anxiety
level had mean FDP score 2,83. Less fear was re-
ported when the pain had been experienced per-
sonally (mean FDP score 3,58 vs. 4,29 for anxious
and 2,83 vs. 3,29 in group of low and moderately
anxious patients).

The results suggest that fear of dental pain is an
important covariate in dental pain research.
Practitioners need to be educated about the caus-
es of dental anxiety and receive training in how to
treat the problem.

Key words: anxiety, dental intervention

Uvod

Dobro oralno zdravlje je esencijalni deo opsteg
zdravlja i ima veliki uticaj na kvalitet Zivota
pojedinca. Redovni odlasci stomatologu, uz
odgovaraju¢u svakodnevnu brigu o zubima,
pruzaju mogucnost za prevenciju, rano otkrivan-
je i pravovremenu terapiju oboljenja usta i zu-
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ba. [1,2] Osobe koje redovno posecuju stoma-
tologa radi kontrole, imaju bolje oralno zdravlje
u poredenju sa ljudima koji pomo¢ stomatologa
traze samo kada se jave odredeni problemi.[3,4]
Populacione studije identifikovale su, izmedu os-
talih, strah od stomatologkih intervencija, kao
jedan od vaznijih razloga izbegavanja odlaska na
redovne kontrole kod stomatologa.[5,6]

Strah od bola prilikom stomatoloskih interven-
cija je znacajan istrazivacki problem u stoma-
tologiji[7]. Dok anksioznost i strah predstavljaju
osecanje neprijatnosti izazvano nasluc¢ivanjem ili
dozivljavanjem opasnosti, strah od bola je osecanje
neprijatnosti izazvano specificnim stimulusom-
bolom [8]. Istrazivanja ukazuju da anksiozne os-
obe cesto preuvelicavaju dozivljaj bola, kao i in-
tenzitet svih neprijatnih dozivljaja, ukljucujudi i
strah[9,10]. Stoga, postoji povecani rizik da osobe
sa izrazenim strahom od bola pri stomatoloskim
intervencijama zavr§e u zacaranom krugu ank-
sioznosti, straha od bola i izbegavanja odlaska
stomatologu[11].

Cilj

Cilj ove studije bio je da se utvrdi nivo ank-
sioznosti kod pacijenta Stomatoloskog fakulteta u
Pancevu, ispita povezanost stepena anksioznosti
i nivoa straha koji, prema samoproceni, pacijen-
ti dozivljavaju prilikom odredenih stomatoloskih
procedura, te da se ispita priroda i stepen pove-
zanosti anksioznosti izazvane stomatoloskom in-
tervencijom i subjektivnog dozivljaja koli¢ine bo-
la prilikom sondiranja parodontalnih dzepova.

Materijal i metod

U istrazivanju je ucestvovalo 188 pacijenata star-
osti od 21 do 73 godine, koja su u periodu februar-
jun 2010. godine leceni na Odeljenju stomatoloske
protetike i Odeljenju za parodontologiju i oral-
nu medicinu Stomatoloskog fakulteta u Pancevu.
Istrazivanje je odobreno od strane Etickog odb-
ora Stomatoloskog fakulteta u Pancevu. Svi paci-
jenti su usmeno informisani o ciljevima i meto-
dama istrazivanja sa mogu¢nos¢u da odustanu od
ucesca u istrazivanju u bilo kom trenutku.

Osnovni instrument istraZivanja su upitni-
ci — kratka verzija Korahove skale dentalne ank-
sioznosti (skraceno SDA) i upitnik Strah od bo-
la pri stomatoloskim intervencijama na osnovu

kojih se odreduje opsti nivo stomatoloske ank-
sioznosti i nivo straha od pojedinih stomatoloskih
procedura. Sondiranje parodontalnih dzepova je
sprovedeno kod pacijenata koji su imali potre-
bu za parodontoloskim tretmanom, pri ¢emu su
pacijenti stepen neprijatnosti koju ova procedu-
ra izaziva rangirali na Numerickoj skali od 1 do
10 (1- u potpunosti bezbolno, 10- najjaci moguci
bol), na osnovu ¢ega je bilo moguce odrediti sub-
jektivan osecaj percipiranog bola kod pacijena-
ta[12].

Skrac¢ena forma Korahove skale dentalne ank-
sioznosti (SDA)[13] sastoji se iz 4 pitanja a odgov-
ori se boduju prema petostepenoj Likertovoj skali.
Upitnik za procenu straha od bola pri
stomatoloskim intervencijama razvili su van Wijk
i Hoogstraten [7]. Sastoji se iz 18 pitanja koja se
odnose razli¢ite stomatoloske procedure i inter-
vencije (npr. davanje lokalne anestezije, endo-
dontski tretman kanala korena zuba, vadenje zu-
ba). Ispitanici su zamoljeni da razmisle i procene
koliko su bolne pomenute procedure te, shodno
tome, da navedu koliki strah osecaju pri pomis-
li na te intervencije. Skor odgovora kretao se u
opsegu od 1 (nimalo se ne plase) do 5 (ekstremni
strah). Bilo je potrebno da pacijenti navedu da li
su i licno iskusili (da/ne) svaku od 18 navedenih
procedura.

Podaci su statisticki obradeni u programu SPSS
(SPSS for Windows, release 15.0, SPSS, Chicago,
IL). Numericke varijable su prikazane kao
prosecne vrednosti sa standardnim devijacijama.
Za ispitivanje medusobnog odnosa anksioznos-
ti, straha od bola i subjektivne percepcije bola
kori$¢ene su ANOVA i korelaciona analiza.

Rezultati

Na osnovu skora SDA, 52 pacijenta su svrstana u
kategoriju visoko anksioznih (SDA>13),a 136 u
kategoriju umereno i nisko anksioznih (SDA <13).
Medu visoko anksioznim pacijentima, 91,7% ispi-
tanika su Zene, prosecne starosti 33 godine, dok
u grupi umereno anksioznih pacijenata ne postoji
statisticki znacajna razlika u distribuciji vrednosti
DAS u odnosu na pol.

U grupi visoko anksioznih pacijenata, skor do-
bijen na osnovu upitnika Strah od bola iznosio
je 3,74, dok je isti skor u grupi umereno anksio-
znih pacijenata 2,68 (Tabela 1). Testom ANOVA
potvrdena je statisticki signifikantna povezanost
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izmedu nivoa anksioznosti i straha od bola pri sto-
matoloskim intervencijama (F=43,25; p<0,001).
Multivarijantni efekat se na uzorku ispoljava u
smislu da visoko anksiozni pacijenti pokazuju i
ve(i stepen straha od bola u poredenju sa umere-
no anksioznim pacijentima.
Prosecan skor za strah od bola pri stomatoloskim
intervencijama koje su ispitanici li¢no iskusili iz-
nosio je 2,43 13,52 za umereno i visoko anksiozne
pacijente, respektivno (F=34,61; p<0,001). S dru-
ge strane, veci skor za strah od bola zabelezen je za
procedure koje pacijenti nisu nikada li¢no iskusili
(3,08 i 4,01 za umereno i visoko anksiozne paci-
jente; F=24,17;p<0,001). Ovakav rezultat ukazu-
je da su pacijenti skloni preuveli¢avanju straha od
bola ukoliko nisu prethodno imali iskustvo sa od-
redenom procedurom, $to bi im omogucilo objek-
tivniju procenu bola (Tabela 2 a i b). Da bi se ispi-
tao uticaj anksioznosti i straha od bola na procenu
dozivljenog stepena bola, pacijenti su podvrgnuti
proceduri sondiranja parodontalnih dzepova koja
se smatra umereno bolnom. Prosecan stepen bo-
la prilikom sondiranja dzepova iznosio je 3,68 +
2,36 na numerickoj skali od 0-10. Ve¢i stepen bo-
la registrovan je u grupi visoko anksioznih pacije-
nata (4,85%2,19) u poredenju sa ostalim pacijenti-
ma (3,24+2,28). Signifikantan uticaj anksioznosti
na stepen bola koji pacijenti subjektivno osecaju,
potvrden je testom ANOVA (F=9,60; p<0,005).

Korelaciona analiza je pokazala da u grupi visoko

anksioznih pacijenata postoji povezanost izmedu

SDA skora i skora Strah od bola (R=0,613, na ni-

vou znac¢ajnosti p=0,001) i skora Strah od bola pri

procedurama koje ovi pacijenti nisu licno iskusili

(R=0,475, na nivou znacajnosti p=0,005).

U grupi umereno anksioznih pacijenata,prema re-

zultatima korelacione analize, postoji povezanost

izmedu varijable SDA i varijabli:

- Strahodbola(R=0.358; nanivousignifikantnosti
p=0.001)

- Strah od bola pri intervencijama koje su
pacijenti licno iskusili (R=0.449; na nivou
signifikantnosti p=0.001)

- Strah od bola pri intervencijama koje nisu li¢cno
iskusili (R=0.196; na nivou signifikantnosti
p=0.05)

- Bol prilikom sondiranja parodontalnih dzepova
(R=0.264; na nivou signifikantnosti p=0.005).

VOL. 45/ SVESKA 4 /2011
Tabela 1. Strah od bola pri stomatoloskim intervencijama
stepen
anksioznosti
Ukupno
umeren | visok

Broj ispitanika 136 52 188
Minimalna vrednost 1,00 | 2,17 1,00
Maksimalna vrednost 4,00 5,00 5,00
Prose¢na vrednost 2,68 3,74 2,97
Standardna devijacija 0,72 0,67 0,85
Koeficijent varijacije u % 26,73 | 17,93 28,55
Interval poverenja (nivo znacajnosti 95%)
donja granica 2,51 3,49 2,80
Gornja granica 2,85 4,00 3,14

test ANOVA | F=43,25; p<0,001

Tabela 2a. Strah od bola pri stomatoloskim intervencijama
koje su pacijenti prethodno licno iskusili

stepen
anksioznosti Ukupno
umeren | visok

Broj ispitanika 136 52 188
Minimalna vrednost 1,00 2,33 1,00
Maksimalna vrednost 3,92 5,00 5,00
Prose¢na vrednost 2,43 3,52 2,73
Standardna devijacija 0,82 0,77 0,94
ngﬁcijent varijacije 33.66 21,90 34,40
Interval poverenja (nivo znacajnosti 95%)
donja granica 2,23 3,22 2,54
Gornja granica 2,62 3,81 2,92

test ANOVA | F=34,61; p<0,001

Tabela 2b. Strah od bola pri intervencijama koje pacijenti
nisu do sada iskusili

stepen
anksioznosti Ukupno
umeren | visok

Broj ispitanika 136 52 188
Minimalna vrednost 1 2 1
Maksimalna vrednost 4,67 5 5
Prose¢na vrednost 3,08 4,01 3,34
Standardna devijacija 0,79 0,91 0,92
Koeficijent varijacije u % 25,66 | 22,73 27,63
Interval poverenja (nivo znacajnosti 95%)
donja granica 2,89 3,66 3,15
Gornja granica 3,27 4,36 3,52

test ANOVA F=24,17; p<0,001
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Diskusija

Brojna istrazivanja potvrduju da pacijenti usled
straha da bi stomatoloski tretman mogao biti bo-
lan ili neprijatan izbegavaju ili odlazu intervenci-
ju, te odlaze stomatologu najcesce iz simptomat-
skih razloga. Iako se nase istrazivanje nije bavilo
ispitivanjem uticaja anksioznosti i straha na stan-
je oralnog zdravlja, prema nekim istrazivanjima
smatra se da je usled izbegavanja stomatoloskih
tretmana i odlazaka na redovne kontrole oral-
no zdravlje visoko anksioznih pacijenata losije u
odnosu na oralno zdravlje umereno ili nisko ank-
sioznih pacijenata. Visoko anksiozni pacijenti im-
aju viSe nesaniranog karijesa i izvadenih zuba, a
manje ispuna ili funkcionalno zadovoljavajucih
zuba u odnosu na ostale pacijente [14].
Povezanost anksioznosti sa staro§¢u i polom
pacijenata je dobro dokumentovana [15,16].
Anksioznost je ce$¢a kod Zzena nego kod
muskaraca, u uzrastu od 20 do 39 godina u odnosu
na starije ili mlade uzraste. U nasem istrazivanju,
u grupi visoko anksioznih pacijenata Zene su bile
statisticki znacajno ¢esce zastupljene u odnosu na
muskarce, a prosecna starost visoko anksioznih
ispitanika bila je 33 godine.

Ova studija je pokazala da osobe generalno
oc¢ekuju veci bol prilikom stomatoloskog tretma-
na u odnosu na objektivan bol koji opazaju tokom
odredene procedure, pri ¢emu je ovaj efekat
izrazeniji kod pacijenata sa ve¢im stepenom an-
ksioznosti. Nase istrazivanje potvrdilo je rezul-
tate drugih istrazivanja prema kojima visoko an-
ksiozni pacijenti tokom stomatroloskih proce-
dura (npr. sondiranje parodontalnih dzepova)
percipiraju veci stepen bola u odnosu na umer-
eno anksiozne pacijente. Takode, u grupi umer-
eno anksioznih pacijenata postoji statisticki sig-
nifikantna korelacija izmedu nivoa anksioznosti i
procene bola tokom same intervencije.
Prethodno stomatolosko iskustvo moze modifik-
ovati anksioznost i strah kod pacijenata prilikom
naredne posete, u ¢emu znacajnu ulogu ima
stomatoloski tim koji svojim ponaSanjem moze
pomodi pacijentu da prevlada ili smanji nivo stra-
ha i anksioznosti[17]. Pacijenti preuveli¢avaju
strah od bola najcesce pri intervencijama sa ko-
jima se prethodno nisu susreli, $to je potvrdilo i
nade istrazivanje. S druge strane, pojedini autori
smatraju da je uzrok pojave straha od odredene in-
tervencije kod visoko anksioznih pacijenata upra-

vo izazvano prethodnim losim iskustvom[18,19].
Rana bolna iskustva pri posetama stomatologu,
neadekvatna komunikacija na relaciji pacijent -
stomatolog, kao i negativan uticaj i zastrasivanje u
krugu porodice, vr$njaka ili putem medija, smat-
raju se najces¢im mehanizmom nastanka stra-
ha od stomatologa u de¢jem uzrastu. Dok strah
kod umereno anksioznih pacijenata ima protek-
tivou ulogu (u smislu da pacijent bodri sebe da
intervencija nece biti neprijatnija u odnosu na
ono §to zamislja), kod visoko anksioznih pacije-
nata strah moze biti rezultat izrazito loSeg rani-
jeg iskustva koje je bilo daleko neprijatnije od nji-
hovih ocekivanja[20]. U nasem istrazivanju strah
od stomatoloskih intervencija bio je ve¢i kod pac-
ijenata sa ve¢im stepenom anksioznosti. Prosecan
skor straha od bola bio je visi za intervencije koje
pacijenti nisu li¢no iskusili u odnosu na interven-
cije sa kojima se pacijent prethodno susretao, pri
¢emu je ista povezanost utvrdena u grupi visokih
i u grupi nisko i umereno anksioznih pacijenata.
Ogranicenja ove studije leZe u dizajnu tipa stud-
ije preseka, koris¢enju prigodnog uzorka i rela-
tivno malom broju pacijenata u uzorku. Prigodan
uzorak onemogucava identifikaciju upravo on-
ih visoko anksioznih pacijenata koji zbog ank-
sioznosti izbegavaju odlazak stomatologu do po-
jave izrazenih tegoba, obzirom da su uzorkom
obuhvacdeni pacijenti koji su se samostalno javi-
li radi stomatoloskog lecenja. Dalja istrazivanja
na polju anksioznosti i straha od bola su potrebna
kako bi se rasvetlio uticaj ovih psiholoskih kom-
ponenti na ponasanje pacijenata u stomatoloskoj
ordinaciji i njihov odnos prema odlasku kod sto-
matologa i prema zdravlju usta i zuba, kako bi im
se olaksalo prihvatanje optimalnog tretmana a
samim tim i o¢uvanje oralnog zdravlja.

Zakljucak

Nivo opste anksioznosti pri stomatoloskom tret-
manu signifikantno utice na pojavu straha od bo-
la, pri ¢emu pozitivno prethodno iskustvo moze
pomo¢i da se strah umanji. Visoko anksiozne
osobe imaju povisen subjektivni dozivljaj bo-
la i predstavljaju izazov stomatolozima u smislu
potrebe da sa njima uspostave adekvatnu sarad-
nju i omoguce odvijanje stomatoloskog tretmana
bez stresa kako za pacijenta, tako i za stomatoloski
tim.
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Kod visoko anksioznih pacijenata savetuje se pri-
mena razlic¢itih bihejvioralnih tehnika za modi-
fikaciju ponasanja pacijenata, koje imaju za cilj
da smanjen stepen anksioznosti i opuste pacijen-
ta kako bi lakse podneo potreban stomatoloski
tretman. Pri samom stomatoloskom tretmanu
anksioznih pacijenata moze biti potrebno da
se aplikuje vise lokalnog anestetika nego $to je
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