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ABSTRACT 

Introduction: 

Dental fear and anxiety are common occurrences among patients in paediatric dentistry. To 

combat this, behaviour management techniques (BMTs) are utilised for a successful 

treatment outcome. Society and attitudes towards children are changing. Parents are taking 

more interest in their child’s treatment. The use of certain BMTs have been revaluated. 

Objectives: 

• Describing the ways in which different behaviour management techniques in 

paediatric dentistry have changed throughout the years.  

• Describing how parents and changes in attitudes towards children in society have 

had an impact on how they are treated by dental professionals in the clinic. 

Methodology: 

Electronic databases were conducted (UEM Biblioteca CRAI Dulce Chacón online, PubMed, 

ResearchGate). 

Keywords: evolution behaviour management techniques, paediatric, dental, parental, 

attitudes, history. 

29 papers found. Languages considered were English and Spanish. 

Discussion: 

Many BMTs have their basis in cognitive psychological theories from the early 20th century. 

Children’s rights laws also began adoption around this period. As more rights were adopted 

and society changed, the more BMTs evolved. Parents are also becoming more involved in 

the treatment than before, also influencing which techniques are utilised. 

Conclusion: 



Shifts in society and the adoption of children’s rights have had an impact on which BMTs are 

preferred in the dental clinic. Parents are becoming more involved in treatments and have 

also influenced which techniques are utilised. Throughout the decades, there has been more 

focus on communicative techniques, replacing controversial physical techniques. More 

studies are needed as it is an area in paediatric dentistry which updates itself along with the 

changes in society. 

 

 



RESUMEN 

Introducción: 

El miedo y la ansiedad dentales son ocurrencias comunes en odontología pediátrica. Para 

combatir esto, se utilizan técnicas de manejo de conducta (TMC) para un tratamiento 

exitoso. La sociedad y las actitudes hacia los niños están cambiando. Los padres se están 

interesando más en el tratamiento de sus hijos. Se ha revaluado el uso de ciertos TMCs. 

Objetivos: 

• Describir las formas en que las diferentes TMCs han cambiado a lo largo de los años. 

• Describir cómo los padres y los cambios en las actitudes hacia los niños en la 

sociedad han tenido un impacto en la forma en que son son tratados por los 

profesionales en la clínica. 

Metodología: 

Se realizaron bases de datos electrónicas (UEM Biblioteca CRAI Dulce Chacón, PubMed, 

ResearchGate). 

Palabras clave: técnicas de manejo de conducta evolutiva, pediátrica, odontológica, parental, 

actitudes, historia. 

29 artículos encontrados. Los idiomas considerados fueron inglés y español. 

 

Discusión: 

Muchas TMCs tienen su base en teorías psicológicas cognitivas de principios del siglo XX. Las 

leyes de derechos del niño también comenzaron a aprobarse en este período. A medida que 

se adoptaron más derechos y cambió la sociedad, más TMC evolucionaron. Los padres 



también se están involucrando más en el tratamiento que antes, y también influyen en las 

técnicas que se utilizan. 

 

Conclusión: 

Los cambios en la sociedad y la adopción de los derechos del niño han tenido un impacto en 

TMC se prefieren. Los padres se involucran más que antes en el tratamiento, lo también 

influye en los tratamientos que se utilizan. A lo largo de las décadas, se ha prestado más 

atención a las técnicas comunicativas, en sustitución de las controvertidas técnicas físicas. Se 

necesitan más estudios, ya que es un área de la odontología pediátrica que se actualiza junto 

con los cambios en la sociedad.
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INTRODUCTION 

 

1. Why are behaviour management techniques used in dentistry? 

 

     The role of the paediatric dentist is not only to provide the best treatment for the patient, 

but also to provide it in an environment where the child feels secure and is able to 

cooperate with an understanding of their surroundings(1). To be able to build trust between 

the patient and dentist, behaviour management techniques are used. It is mandatory for all 

paediatric professionals to have training in these techniques, so that the child is treated to 

highest standard of care(2)(3). 

      To understand why behaviour management techniques are used in paediatric dentistry, 

we must know the concepts they are based upon. It is not uncommon for children to visit 

the dentist with anxiety; the emotions of children in the dental clinic can range from 

nervousness to complete uncooperation, due to fear or stress, with these emotions arising 

from previous experiences, the thought of the unknown, family situations, etc(4).  To be 

fearful is a primal concept, and the typical reaction is an increase in heart rate and breathing 

rate(5). The sympathetic nervous system triggers the adrenal gland to release adrenaline 

into the blood, which is a hormone responsible for the “fight or flight” response in our 

body(5). Generally, fear is a reaction to immediate danger, something which is real and not 

an idealised concept. Anxiety, which produces similar but not the same bodily reactions to 

fear, is a reaction to potential danger, and the anxious will typically worry, stress, and be 

apprehensive. In a dental setting, fear can be caused the anaesthetic needle or the dental 



2 
 

drill, and on the other hand anxiety can be formed by the patient’s own thoughts of the 

unknown or previous unpleasant experiences, all while they are sat in the waiting room of a 

dental clinic(4).  

     Dental fear and anxiety (DFA) can happen to any patient of any age, however it is more 

common in children(6). There are several factors that are cause for this: 

• Age: it is one of the main factors of DFA(7), and is more prevalent especially in 

younger children. The development of a child’s cognitive skills influences this, as the 

younger the child, the less developed their understanding of their surroundings and 

environment(6). 

• Gender: many studies have shown DFA being more prevalent in girls(4)(8)(9), yet 

contradicting research shows that gender has no influence(6). 

• Ethnic/cultural background: in European and American societies, children are 

generally freer to express their emotions, compared to African cultures where self-

endurance is inspirited, or Arab culture, which encourages boys from an early age to 

be brave(6). 

• Previous dental experience: a past traumatic experience at the dentist can influence 

a child greatly(10), and can also lead to some avoiding going to the dentist entirely in 

adulthood(11). 

• Dental caries: it is found that children with high levels of caries will tend to have 

higher levels of anxiety towards visiting the dentist, as they are more aware of the 

implications of the procedure(6)(10). This would also lead to avoidance in visiting the 

dentist, further increasing the number of caries(6) and risk of future extractions(12). 
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• Socioeconomic background and education levels: parents with lower economic 

statuses are less likely to bring their child to the dentist, due to obvious reasons, but 

lower education levels in the parents will also lead to reluctance in dental visits(10). 

This is to the lack of understanding in parents of the importance of dental 

procedures(10). This can lead to the child not knowing about the dentist, and 

developing irrational fears about certain procedures(6)(10). 

• The clinic itself: the general atmosphere of the dental clinic has been shown to have 

an impact on anxiety levels in children, this can be including the long waiting time 

before an appointment, or the sound of the dental drill during procedures(6). 

• Parental anxiety: the parents can have an impact on how children perceive the dental 

environment(6)(13). If a parent is highly anxious about a certain procedure, this will 

likely influence how the child copes(13). The social learning theory by Albert Bandura 

describes how social behaviours are often imitated by others(14), and in this case, 

children in the clinic recognising anxiety in their parents. 

• Parental absence from the clinic area: separation anxiety is a common occurrence, 

particularly in children younger than 4. Past this age, it has been found that parental 

presence/absence made little difference to the child’s levels of anxiety, however it 

was helpful in cases when treating difficult children(15). 

 

2. Different behaviour management techniques 

 

     There are a range of ways to combat dental fear and anxiety; these techniques are known 

as behaviour management techniques (BMT), compassing from simply raising the tone of 
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one’s voice to sedation or general anaesthesia. There are three phases of management, each 

with their own techniques, and the dental professionals will usually follow them in order; 

when techniques from the first phase have not been successful, the second phase will come 

into action, and so forth(1). The three phases from the first to last are communication, 

modification, and physical restraint or pharmacological management(1)(4). Communication 

techniques involve changing the way we communicate with the child; Modification is a more 

psychological approach, in which the child is taught to view the dental experience as 

something positive; and physical restraint refers to restraining the child’s mobility through 

various methods, to prevent harm to themselves or others. Some techniques, particularly in 

the last phase, are considered controversial(13)(16)(17). 

     Below is a list of commonly used behaviour management techniques used in paediatric 

dentistry: 

 

2.1. Communication techniques: 

Tell-show-do: 

• Description: a simple yet effective technique where the child is introduced to the 

procedure, ensuring they understand every step beforehand, before carrying out each 

step. “Tell” is explaining the procedure in a way that the child can understand, “show” is 

the demonstration of how the instruments are used, and “do” is then carrying out said 

procedure(13). In other words, explaining precisely the steps of the procedure (tell), 

demonstrating how the procedure is carried out (show), then completing said treatment 

(do)(1).  

• Objectives: to allow the patient to become familiar with the treatment plan(1). 
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• Indications: new child patients, low-level anxiety(4). 

• Contraindications: none(1), but very anxious patients may not be willing to listen(4). 

• Pros: useful for communicative patients who show interest in the procedure(4); 

positively received by parents(18). 

• Cons: not useful for highly-anxious patients or those unwilling to cooperate(4). 

 

Ask-tell-ask:  

• Description: involves asking the patient if they have any feelings towards the procedure 

(ask), explaining to them what is to be expected (in simple, non-threatening 

language)(tell), and asking them again if they understand and how they feel knowing 

Figure 1. Explaining fissure sealants through tell-show-do(4). 
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about the upcoming procedure(ask)(2) or simpler, asking the patient how they feel (ask), 

carefully explaining the steps of the procedure (tell), and asking them again how they 

feel (ask)(1). 

• Objectives: to make sure the patient is comfortable and understands the procedure(1). 

• Indications: patients able to communicate(1). 

• Contraindications: none(1), but very anxious patients may not be willing to listen(4). 

• Pros: allows dentist to evaluate anxiety and emotions of the patient(1). 

• Cons: not useful for highly-anxious patients or those unwilling to cooperate(4). 

 

Voice control:  

• Description: used when the child is distracted or mischievous, it involves changing the 

tone of one’s voice to gain the child’s attention. The child notices the change in tone and 

facial expression and understands they are in a professional environment and the dentist 

is a figure of authority(19). It is a controlled alteration of the tone, volume, or pace of the 

voice, sometimes used alongside change in facial expression(13). 

• Objectives: used when the child is misbehaving; also used to gain attention(19). 

• Indications: particularly disruptive patients, or children who are easily distracted(19). 

• Contraindications: children with hearing impediments(2). 

• Pros: useful when the child is young, and responds to changes in tone rather than what is 

actually being said; good for inattentive children(4). 

• Cons: parents may find it disagreeable(2); not appropriate for children with emotional 

and behavioural disabilities(4). 
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Positive pre-visit imagery: 

• Description: patients are shown positive images of the dental environment before 

entering the clinic area(1). 

• Objectives: the child can understand and have a concept before starting treatment(1). 

• Indications: any patient, especially new patients(1). 

• Contraindications: none(1). 

• Pros: children and their parents are introduced and allowed to ask any questions 

beforehand(1). 

• Cons: none(1). 

 

Non-verbal communication: 

• Description: the child is encouraged through positive body language, such as smiling, 

happy tones, kneeling to reach the eye level of the patient(4). 

• Objectives: gain patient’s trust and attention; reinforce good behaviour(1). 

• Indications: any patient(1). 

• Contraindications: none(1). 

• Pros: encourages child; enhances effectiveness of non-physical BMTs(4). 

• Cons: none(4). 

 

Child lingo: 

• Description: using child-friendly vocabulary to describe instruments and procedures, e.g. 

calling topical anaesthetic “magic ice cream”(4). 
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• Objectives: changing the child’s perception to make the dental environment seem less 

frightening(4). 

• Indications: very young children; patients with learning difficulties(4). 

• Contraindications: older children(4). 

• Pros: the patients views the clinic as something positive(4). 

• Cons: older children may take insult to being spoken to in child-friendly vocabulary(4). 

 

2.2. Modification techniques: 

Desensitization:  

• Description: the child is exposed to a series of dental procedures, each more complicated 

than the previous(13). An example would be performing an intraoral exam using a mirror 

and probe until the child is not afraid, then moving on to the radiographs. This technique 

is used in children who are already anxious or used generally to prevent a phobia from 

occurring.  The child should be gradually introduced from low-level fearful stimuli to 

high-level; the dentist can only move on to the next stimuli once the child is comfortable 

with the previous one(4). 

• Objectives: to allow gradual exposure of anxiety-raising dental instruments(4); to help 

the child overcome hypothetical or existing dental anxieties(13). 

• Indications: highly anxious patients(13). 

• Contraindications: patients with difficulties communicating(4). 

• Pros: the patient’s existing anxieties are attended to(13). 

• Cons: may take several appointments to introduce each stimuli(4). 
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Modelling:  

• Description: another person is used as a model of “good behaviour” in the dental clinic 

so the child sees and imitates their actions. The model can be another patient, the 

parent, or even the dentist themself. Usually the scenario consists of the model who was 

also anxious when visiting the dentist learning to overcome their fears. From a 

psychological point of view, children growing up will tend to learn and copy from others, 

and this technique bases its principle on this theory(4)(13). The can patient observe a 

“model” in the form of another patient or video recording experiencing the dental 

environment and “overcoming” their fears(4). 

• Objectives: to draw off a child’s natural cognitive function of observing and imitating, 

and use this to allow the child to naturally accept the dental environment(13). 

• Indications: almost all patients who can communicate; inquisitive patients(4); 3-5 years 

of age(19). 

• Contraindications: children with already preconceived negative ideas about the 

treatment(13). 

• Pros: it is a form of indirect learning; recorded models are time economical(13). 
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• Cons: may not work on children with prelearned negative misconceptions of the dental 

clinic(13). 

 

Positive reinforcement:  

• Description: this is a technique where good behaviour is encouraged by positivity, rather 

than negative basis’, such as voice control. The child is commended for complying with 

the dental treatment through verbal encouragement, or sometimes physical rewards are 

given such as prizes. Rewarding prizes for good behaviour is enhancing management 

Figure 2. Modelling used to demonstrate the placement of bitewings. In this scenario, the 
dentist is the model(4). 
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technique adds ways to condition good behaviour. Prizes can be in the form of stickers, 

toys, stationery, toothbrushes, etc(4)(13). 

• Objectives: to reinforce good conduct and ignore unwanted actions(4). 

• Indications: children who identify the awarding of positive actions(4). 

• Contraindications: none(4). 

• Pros: reduces disruptive and unwanted behaviours(13). 

• Cons: may be seen as a way of “bribing”(4); not every child responds to the same reward 

– it may be necessary to evaluate the child’s temperament beforehand(13). 

 

Negative reinforcement: 

• Description: an alternative to positive reinforcement is the technique of negative 

reinforcement. It is not a punishment as the name suggests, but a form of conditioning, 

where a negative stimulus is removed if the child displays a disliking to it. Good 

behaviour is reinforced by removing the negative stimulus(4). 

• Objectives: not a punishment; it is similar to positive reinforcement in that good 

behaviour is rewarded(17). 

• Indications: patients with some dental experience; moderate anxiety levels(4). 

• Contraindications: new patients; patients with difficulty communicating(4). 

• Pros: positive concept; can work with almost any patient(4). 

• Cons: may cause younger patients more anxiety than necessary(4). 

 

2.3. Physical management techniques: 

Hand-over-mouth (HOM):  
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• Description: used when the child is acting disobedient and defiant, the dentist or nurse 

will place a hand over their mouth. This is to prevent the child from speaking and to also 

gather their attention to the dentist. The hand is removed once the dentist feels the 

child is ready to comply(13); the nose must never be covered(19). 

• Objectives: to halt said behaviours(2). 

• Indications: to protect the patient and professional; when treatment is urgent and the 

child is not cooperating; can be used alongside restraint(13); children aged between 4-9 

being unobliging(19); with parent’s consent(19). 

• Contraindications: mentally disabled patients or those with impaired emotional and 

communicative function(13). 

• Pros: gains attention of the child; prevents injury to patient and dentist; halts disruptive 

behaviour(13). 

• Cons: controversial technique and can be seen as cruel; can make the child even more 

stressed(13). 

 

Protective stabilization: 

Description: restriction of patient’s movement by the assistant or dentist, or using a 

stabilization device(1). 

Objectives: to lower risk of harm while completing the treatment(1). 

Indications: each patient must be evaluated before considering its use; sedated patients who 

may produce involuntary movements; special patients; parent’s consent(1). 

Contraindications: if at any point parent objects to its use, it may be halted(19). 

Pros: protects patient and professionals during treatment(1). 
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Cons: may result in physical harm or psychological trauma; may limit respiration; the 

drawbacks generally outweigh the benefits(1). 

 

Restraint: 

• Description: the child is physically restrained at the arms and legs by the professional or 

using a stabilization board called a Papoose board – this is a form of whole-body 

restraint. Restraint is used to provide treatment in a safe manner and to avoid injury. 

This technique can also be used in combination with sedation and is normally indicated 

for handicapped patients(13). Physical restraint can be performed by the dentist or by 

the assistant(17). 

• Objectives: to control flailing movements by the child and therefore prevent injury(13). 

• Indications: children displaying disruptive behaviour; to control involuntary movements 

that occur during sedation; can be used alongside HOM(13). 

• Contraindications: mentally disabled patients or those with impaired emotional and 

communicative function(13). 

• Pros: prevents injury; allows continuation of treatment(13). 

• Cons: the child may become more anxious(13). 

 

Whole-body-restraint: 

• Description: the patient is retrained using a Papoose board(13). 

• Objectives: used to prevent involuntary flailing of the arms and legs, and jerking head 

movements(13). 
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• Indications: physically and mentally handicapped patients who have a lack of control of 

bodily movements; as an alternative to sedation in young children(13). 

• Contraindications: without parent’s consent(13); illegal in Scandinavia(2). 

• Pros: can be used with sedation to prevent involuntary movements(2). 

• Cons: is controversial and seen as one of the least accepted techniques(4). 

 

 

2.4. Other non-pharmacological behaviour management techniques: 

     Other behaviour management techniques should also be mentioned. One is the parental 

absence/presence in the dental clinic(20)(15)(21). This technique has shown to be 

particularly effective in children under the age of 4 and in those children suffering separation 

anxiety, but past this age, is more useful when treating difficult behaviour(15): 

• Description: the parent is present in the treating area(15). 

• Objectives: to prevent stress in children suffering separation anxiety; to achieve good 

behaviour as the parent is in close proximity to the child(15). 

• Indications: patients with separation anxiety; children between 5-9 years behaving badly 

during treatment(15). 

• Contraindications: when communicative BMTs have not yet been applied in children with 

low-level anxiety(4). 

• Pros: creates a good rapport with the child and parents also; allows easier treatment(15). 

• Cons: some dentists may find having parents present a hindrance(15); some parents may 

emit their own anxieties to their child(4). 

 



15 
 

     Another technique is distraction, where the child is mentally distracted during the dental 

procedure by means of a cartoon, music, toys, etc(4). Creating a play area in the waiting 

room is also considered a form of the distraction technique(20): 

• Description: pulling the child’s attention away from the procedure momentarily; it can be 

through having a chat with the patient while injecting local anaesthesia, or using music 

or television to distract(4). 

• Objectives: to lower the sense of pain and unpleasant perception(1); to divert attention 

away from the treatment itself(19). 

• Indications: patients with low-level anxiety(4). 

• Contraindications: highly anxious patients(4). 

• Pros: gives the patient a temporary distraction from an unpleasant experience(1). 

• Cons: some patients may realise that the distraction is only a short delay from the 

procedure(2). 

 

      Performing a “magic trick” or even making a glove puppet using the dental gloves can be 

used as distraction devices(4). This technique is similar to the “daydream” method, where 

the practitioner encourages the child to visualise a dream, or to imagine they are in an 

alternative scenario, away from the dental clinic(4): 

• Description: the child is shown a magic trick before the procedure starts, then every 

aspect of the treatment is referred to as magic, e.g. “magic” buttons which lower the 

chair; the “magic” theme is continued in following appointments(4). 

• Objectives: used to settle in new patients(4). 

• Indications: first visit, young patients(4). 
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• Contraindications: older patients(4). 

• Pros: helps build a good bond between child and dentist(4). 

• Cons: professional needs to be quite adept for the trick to work(4). 

 

      Mouth props can be used when the child refuses to close their mouth, however, it is not 

seen as negative, as they can also be used if the child falls asleep during a procedure(17): 

• Description: a device made of rubber silicone is placed in the patient’s mouth(17). 

• Objectives: to keep the mouth open while the dentist is treating(17). 

• Indications: child that falls asleep during the procedure; patient refusing to open their 

mouth(17). 

Figure 3. Showing a magic trick book(4). 
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• Contraindications: cannot be used without signed parent’s consent(2); physical 

management technique, so should be used as BMT when previous have failed(2). 

• Pros: useful in patients with difficulty keeping mouth open for extended period of 

time(17). 

• Cons: form of physical management technique(2); can be seen as negative(1). 

 

 

2.5. Pharmacological behaviour management techniques: 

     Pharmacological approaches to behaviour management are also applied, with the use of 

anxiolytics or nitrous oxide. These come in the form of sedation, where levels of 

consciousness are still maintained, or general anaesthesia, where there is a loss of 

consciousness.  

Sedation: 

• Description: there are three types of sedation, in order of higher to lower levels of 

consciousness: minimal, moderate, and deep. Minimal sedation is when the level of 

consciousness is minimised through pharmacological method, but the child is still 

responsive and has the airways and cardiovascular function free. With moderate 

sedation the child may have a purposeful response to verbal stimulation with tactile 

touch; the ventilation is adequate and cardiovascular function may be maintained. When 

deep sedation is used, the child’s consciousness is significantly depressed, but there will 

be a response to repeated or painful stimuli. Cardiovascular function is still maintained, 

but spontaneous ventilation may be affected, and intervention may be required to 

maintain the airways(3). It is difficult to estimate which form of sedation will be used, as 
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every case needs to be evaluated, and many requirements have to be met before its use 

is even considered(19). 

• Objectives: ensure child’s safety; control movement and behaviour; reduce levels of 

anxiety and discomfort(1). 

• Indications: parental consent; special needs patients with learning and emotional 

disabilities; patients that will medically benefit from sedation due to exceptional risks(1); 

highly anxious patients who have received all other possible BMTs(4). 

• Contraindications: patients unable to receive sedation due to medical risks; cooperative 

patients with minimal treatment plans(1). 

• Pros: provides a safer treatment; anxiety levels are reduced(1). 

• Cons: many medical risks such as tachycardia, hypotension, and infusion pain(4). 

 

     Sedation still maintains a level of consciousness. The use of general anaesthesia produces 

a complete loss of consciousness; there is no response, even with painful stimulation: 

• Description: ventilation and cardiovascular function are both usually impaired, and 

assistance is required to maintain the airways(3). Pharmacological approaches are 

usually seen as a last resort, or are used in special cases, such as with mentally 

handicapped patients. They are also indicated when there are multiple treatments to 

perform which cannot be done safely while the child is in a fully conscious state(2)(3). 

• Objectives: halt pain response; cease anxiety; prevent any unwanted movements during 

procedure(1). 
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• Indications: parental consent; mentally or physically disabled patients; those unable to 

receive local anaesthesia for numerous reasons; highly anxious patients where 

cooperation is absent; surgically complex treatment(1). 

• Contraindications: those unable to receive it due to medical risks; very young patients; 

cooperative patients with minimal treatment plans(1). 

• Pros: patient safety is first; allows for easier treatment(1). 

• Cons: possible dangers associated with procedure such as respiration problems or 

cardiovascular risks(2); one of the least acceptable techniques(17). 

 

3. Start of change 

 

     It is evident that some of the techniques described seem too severe to put a child through 

and are considered controversial in many countries(13)(20)(22). Since the beginning of the 

20th century, laws have been coming into place to protect children, leading to changes in 

attitudes to how children are treated and how parents raise them(23). This change is also 

evident in the dental environment, where before, the dentist was viewed as an authority 

figure and their word was the “final” word whereas now, parents are a lot more involved in 

the dental procedures and prefer to inquire and decide about each treatment after fully 

comprehending the treatment plan(24). 
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OBJECTIVES 

 

This article will be describing:  

• The ways in which different behaviour management techniques in paediatric 

dentistry have changed throughout the years.  

• How parents and changes in attitudes towards children in society have had an impact 

on how they are treated by dental professionals in the clinic. 
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METHODOLOGY 

 

     An online search was conducted. Websites used were UEM Biblioteca CRAI Dulce Chacón 

online, PubMed, ResearchGate. 

     Keywords used were evolution behaviour management techniques, paediatric, dental, 

parental, attitudes, history. 

     Languages accepted were English and Spanish, however all articles found were in English. 

Articles preferred were from 2010 onwards, however due to the historical nature of the 

topic, there was difficulty in avoiding some articles from before this timeframe.  

     An article by J. Roberts et al (2010)(13) fortunately provided some great data regarding 

the history of some techniques, but apart from this article, there were practically no studies 

which explained the techniques in historical detail. A book by C. Campbell (2017)(4) 

contributed information about dental fear and anxiety and explained many behaviour 

management techniques, with their corresponding pros and cons. This book was very useful 

for Table 1. Regarding historical children’s rights laws, a 2007 journal article from the Law 

Library of Congress provided an extensive and comprehensive chronological list of global and 

national laws. 

     29 references were used: 22 journal articles, 2 books, 1 internet article, and 4 reports (all 

were related to laws). 
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DISCUSSION 

 

     To overcome anxiety and stress in the paediatric dental clinic, behaviour management 

techniques have been accepted as the way towards achieving a successful treatment 

outcome(4). It is a relatively recent concept, and its history and beginnings are topics which 

has not been discussed much, if at all, in literature. The use of BMTs started to become the 

norm in the mid-20th century(24), but it can be stated that the philosophy with which it is 

based was founded decades before(13). Treating children to the highest standard has been 

the concern of dentists since the late 1800s, with one dentist, E.H. Raymond, writing in his 

journal in 1875 “getting into the good graces of children is almost half the work to be 

accomplished”. This was one of the first times the issue regarding child comfort in the clinic 

was mentioned in literature(25). Early forms of BMT have the basis of learning theories of 

psychologists and scientists of the likes of Ivan Pavlov (Conditioned Reflexes, 1927), John B. 

Watson (Psychology as the Behaviourist Views It, 1913), B.H. Skinner (The Behavior of 

Organisms, 1938), and Albert Bandura (Social Learning Theory, 1971). Behaviour 

management can be considered an artform as much as a science, as every dentist will have 

their own way of approaching it, depending on their own individuality and 

personal/empathetic skills. Based on this, the first forms of BMT comprised mainly of 

empathetic ground; communication was key. Psychologist Carl Rogers affirmed in 1959 that 

it was necessary to understand and empathise with children, and not disregard their 

emotions. In the dental environment, this translated to recognising the child’s reaction to 

what they perceive as the unknown and being able to change this perception to something 

positive(13). 
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     This brings us to the beginnings of universally accepted communication and modification 

techniques. It must be noted that this topic still needs further studies and reviews, especially 

from a historical perspective. D.W. Chambers in 1976 described how good communication 

between the dentist and patient was essential in influencing the child’s behaviour and after 

this was established, communicative BMTs could be used with a likely chance of success. 

Tell-show-do was defined precisely by what it consisted of in by Addleston in his article 

“Child Patient Training” published in 1959, where the technique was to be a rapid succession 

of telling, showing then doing, with an emphasis on using language which is appropriate to 

the age of the child, or “childrenese” as coined by G.H. Kreinces in 1975. The main aim was 

to allow children to gradually accept the procedure(13).  

     Voice control is another BMT, which was described by Szasz and Hollander in 1956 as 

being able to reset the relation between the dentist and child. Bauer in 1964 described the 

technique to be used a little more harshly, saying that a sharp change in the tone used along 

with command words would make the technique work. D.W Chambers added in 1976 that 

this technique can be used even if speaking another language, as the importance sits in the 

tone rather than what is being said to the child. Pinkham in 1985 mentioned that besides a 

raised tone, a change in facial expression would make the technique effective(13).  

     The concept of desensitization was outlined by J. Wolpe in 1958, and then by Machen and 

Johnson in their journal article dedicated to this BMT in 1974. Its original psychotherapeutic 

model was to be practiced in a series of sessions, taking weeks, but in a paediatric setting, a 

smooth progression was to be done, where, for example, a child is first exposed to the 

dental instruments before the actual treatment. The dentist could only move on to the next 

dental concept once was the previous was accepted and overcome by the patient(13). 
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     Modelling is a technique which was described in 1970 by Adelson and Goldfried to have 

been based on Bandura’s social learning theory, whereby through the child’s nature, they 

observe and imitate a model patient overcoming their dental fears or behaving accordingly 

in the clinic. The technique was better ideal if the model was also an apprehensive patient, 

who had similar physical and social characteristics to the child. Either through live modelling 

or a recording of a model, both techniques were considered effective (Ghose et al, 1969, and 

Machen and Johnson, 1974, respectively), and still are, as this is a technique which has not 

changed if at all through the years(13). 

     Another technique based on psychoanalysis is reinforcement, which takes elements from 

Skinner’s The Behavior of Organisms (1938), whereby a certain behaviour after a catalyst, 

which has been reinforced, is anticipated to occur again. The technique consists of a 

negative element too, where the punishment of disruptive behaviours is enough to prevent 

them from happening again. Hemsley and Carr in 1981 noted, however, that this technique 

could only be used if unwanted attention from the child persists, and must only be referred 

to as reinforcement is there is a change in the child’s resulting behaviour(13). 

     Techniques which are third-tier, such as HOM and whole-body restraint have also been 

mentioned in literature since the early 1970s. HOM was described by Craig in 1971 as 

technique which allows for easier communication, as the child is momentarily silenced and 

lends the dentist their attention. Rombom in 1981 defined this technique as “response 

prevention”. Restraint has also been discussed, with Weinstein et al in 1982 stating the 

technique not being particularly effective when the dentist themself was the one restraining 

the child; in 1983 he reported more success when it was the assistant doing so(13). 
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Regarding sedation, it has generally been considered a last resort, as noted in a study by M. 

Murphy et al in 1984(17), and restraint being typically used in its place(13). 

     Laws and attitudes regarding children’s rights differ greatly around many countries, but 

since the beginning of the 20th century, organizations like the United Nations (1945-) have 

been adopting global international laws, as a way of providing a fixed set of rules among 

nations. The League of Nations (1920-1946) was the first intergovernmental organization 

that made any mention of child rights, pledging in 1924 “mankind owes to the children the 

best it has to give”. This influenced the UN’s Declaration of the Rights of the Child (DRC) in 

1959, which was the first critical consensus adopted regarding justice towards children. The 

DRC had ten principles which stated that any child, regardless of race, gender, religion or 

physical and mental capabilities was given rights to enjoy special care and protection, free 

education, housing, and was to be protected against neglect and discrimination of any kind. 

Following the DRC, in 1973 the International Labour Organization (ILO), an agency of the UN, 

mandated the Minimum Age Convention (MAC), with an aim to increase the minimum age 

of employment. This commission is still going on today, with many countries slowly 

following, and reaching the MAC’s aim of total abolishment of child labour. Its main rule was 

to have the minimum working age at 15 years; however, the age of 14 was accepted if the 

country’s state of economy and education facilities were at a low and developing level. The 

minimum working age was to be 18 if the form of employment was that of which could be 

harmful physically or morally to the worker(23). 

     A treaty named Convention on the Rights of the Child (CRC) was authorised by the UN in 

1989, which set out a comprehensive list of measures regarding child rights and set out to 

give every child the right to freedom of expression. It is the UN’s longest treaty in terms of 
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the number of articles it contains (54 in total), and every article is considered equally 

important. The treaty outlined the rights of every child and the responsibilities of 

governments around the world. Its principles were grounded from the perspective of a child, 

and were based on the four “P’s”: participation of children in matters that affect them; 

prevention of harm towards them; protection of children from neglect and discrimination; 

and provision of their basic necessities. The CRC defined a child as being under the age of 18 

years, and their articles apply to anyone who fits this, regardless of race, gender, nationality, 

disability, and the work status and income of their parents. It also highlighted the 

responsibility of parents and the government to ensure the rights of the child are protected. 

Laws that had previously not existed were also created, such as those protecting refugee 

children and the rights for indigenous and minority children to freely practice their traditions 

and beliefs(23). 

     In 2000, the UN added two more protocols to the CRC: The Sex Trafficking Protocol (STP) 

and the Child Soldiers Protocol. The STP discussed the issue of child sex trafficking, which is 

one of the malicious reasons children are kidnapped and sold. The Child Soldiers Protocol 

was made to protect children from the impact of living in a territory of armed conflict(23). 

     As of September 2020, 196 countries are ratified to the CRC, meaning the rules of the 

treaty have become law in that country. All members of the UN are ratified, with the 

exception of the United States, and the last country to have had their ratification accepted 

by the UN was Somalia in October 2015(26). 

     As of recent, the Council of Europe adopted a programme in 2011 on child-friendly 

justice, which gave the right for children to have access to healthcare while also maintaining 

their rights as a child was established(27).  
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     With the adoption of these rights in the 20th  and 21st century, children have been given 

more freedom of expression and to exercise their objections, especially in Europe and 

USA(13)(28) (29) and these changes in global laws and cultural traditions have proven their 

effect in the dental world. Throughout last 40 years, there have been several discussions 

regarding the use of certain BMTs, and their legalities(24), and by the second half of the 20th 

century, more attention was given to the importance of empathy and communication for 

paediatric patients(13). 

      The most controversial behaviour management techniques (voice control, HOM, whole-

body restraint, sedation) have been reviewed and debriefed through the years. Bowers in 

1982 and Klein in 1987 both emphasized the legality of HOM in USA, and such discussions 

have led to the technique being excluded from the 2008 Guidelines of the American 

Academy of Paediatric Dentistry. It was described in 1971 as a technique which would grasp 

the child’s attention and favour communication, however the technique was to be used with 

such great expertise, as advised in Casamasimo in 1993, otherwise the results would be 

unpleasant. The technique has dividing opinions with some studies advocating it (Levitas, 

1974), and others expressing criticism (Weinstein et al, 1993). In 2004, a study by Newton et 

al on UK dentists reported that 51% believed that HOM would lead to children fearing to 

return for another appointment(13). A 2016 article in the Texas Dental Journal described 

HOM as a “historic” technique, and that its use in modern-day dentistry as 

“inappropriate”(2). 

     Restraint has also been considered very controversial to the point it is generally taught in 

postgraduate specializations. In 1997, Friedman suggested that due to the changing 

attitudes towards children, any form of restraint should be considered under the umbrella of 
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the technique protective stabilization, so as not to worry parents. An article published by 

Connick et al in 2000 gave a list of specific rules which must be abode to while this technique 

is in use, including the fact it should be used as a final resort and should never be used to 

punish (to use simply to punish is absolutely unacceptable and is now regarded so)(13). 

While the arguments against controversial BMTs have been generally accepted, there are 

not enough studies and clinical investigations regarding this topic. 

     The impact of the evolution of child rights has changed parental attitudes towards raising 

children, and this also includes how they accept the behaviour of other adults towards their 

children. At least 50 years ago, dentists were considered authoritarian figures, not only from 

the perspective of children, but from the parents too. Parents were not as involved in the 

treatment plan; the final terms were with the professional and the parents dependably 

trusted their child with the dentist. Through the years, parents have become more involved 

in the procedures, and have displayed disliking and disapproval at certain BMTs(24). In a 

study by Murphy in 1984 on parental acceptance on certain techniques, the use of the 

Papoose board (whole-body restraint), sedation, general anaesthesia and HOM were the 

least favoured(17), and this is a view which has been shared by dentists(13). Tell-show-do 

and positive reinforcement were the most favoured, and this result was supported in a 2017 

study by Al Daghamin S et al(18). Another study by Fields in 1988 reported that the use of 

the Papoose board was also the least favoured choice with parents. The united disapproval 

for certain BMTs by parents and dentists alike suggests the problem lies with the technique 

itself. However, it can be said that the reason for objections against certain BMTs could be 

simply misunderstanding on the parents’ part; it should be noted that parents who 

understand the purpose of BMTs tend to be more accepting of them(13).  
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     Carr et al (1999) stated that changes in the use of BMTs largely depended on parents’ 

influence, and nowadays dentists generally accommodate to suit the child’s and parent’s 

needs(13). It is shown there is a greater emphasis on communicative techniques than 

before, with a study by Kawia et al in 2016 reporting dentists having more awareness of 

techniques such as tell-show-do, desensitization, and voice control, but also being mindful in 

using restraint and sedation(20). Regarding this, there is also a consensus in generally using 

sedation rather than whole-body restraint, and parents are informed of its implications and 

are given time to discuss and comprehend its justification before agreeing to consent for its 

use(4).  
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CONCLUSION 

 

• Despite the use of certain controversial techniques in the past, dentists were 

concerned of the negative impacts they had on children, and it was this, along with 

changes in society due to the adoption of more rights for children, which made 

way for a change in outlook to how BMTs are utilised. 

• With the shift of society also came a change in which the dental world is viewed, 

especially by the parents, who now have an undeniably bigger role to play in the 

clinic than before. 

• Communicative techniques like tell-show-do and positive reinforcement are being 

favoured by dentists and parents alike over controversial and “historical” 

techniques like HOM and restraint. 

• Many studies were published in the second half of the 20st century when this topic 

was at its height of change, but more studies are needed as of recent, as one of 

the main factors of the use of BMTs is society, which is constantly changing.  

• It is safe to say however that the standards of BMTs have undoubtedly improved 

and can only lead to a secure way towards content a child and parent and a 

successful treatment outcome. 
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RESPONSIBILITY 

 

     Patient’s safety and care should be the number one priority in the dental clinic. The best 

possible outcome of any treatment in paediatric dentistry should be a content child, satisfied 

parents, and a successful procedure done to the highest degree. When using behaviour 

management techniques, communicative techniques are first and foremost; if utilised well 

there is often no need for physical management techniques, which may even cause more 

anxiety and stress to the patient. The dentist has a responsibility of outlining clearly different 

BMTs to the parents, but it also falls on the parents to understand the purposes and why 

they are in use. More scientific studies and post-graduate programmes on BMTs would be 

extremely beneficial for paediatric dentists, as this would not only increase insight and raise 

awareness but lead to content children and thus a more rewarding treatment outcome. 
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help children cope. Dental Fear and Anxiety in Pediatric Patients: Practical Strategies to Help 

Children Cope. 2017. Page 103. 
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