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CHAPTER 1 

OVERVIEW OF THE CAUSES OF ANXIETY AND STRESS 

DURING DENTAL TREATMENT 

At age five, the world is a very big place with many unknowns. There are new 

friends, new places, and more grown-ups, other than parents, that are being learned. If it 

isn't scary enough dealing with day-to-day events and people, there is always that first 

trip to the dental office. For some children, it is just another new place on their happy-go-

lucky road in life, but for others it is a time that causes anxiety and stress in their small 

bodies and minds. 

There have been many people who have searched for the answer to the question 

of "what are the causes of stress and anxiety during dental treatment?" This has been 

made more specific by asking the causes for children between the ages of five and eight. 

Four major probable causes are as follows: language, comprehension, individual 

differences, and biological causes. All of these causes are broken down further, in the 

thesis. 

Language is our way of communicating with one another. It is how we interact 

each day. It is how we form connections with other people and how we make ourselves a 

part of the commvmity in which we live. There are two parts to language. They are verbal 

(spoken) language and nonverbal language. Verbal communication is communication in 

the form of spoken words. This utilizes nouns, verbs, intonation, etc. (Westen, 1999, p. 

336). Nonverbal communication is made up of gestures, body language, and facial 

expression. (Westen, 1999, p. 337).In many ways, language can be a cause of stress and 

anxiety at a dental appointment. 
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Although children should see a dentist before the age of five (Avery & 

McDonald, 1988, p. 1), this is an age when they are a bit more aware of what is going on 

at the visit. This awareness of the situation could add to the sfress because they do know, 

at least partially, why they are there. This comprehension could possibly cause stress and 

anxiety in the child being treated. 

Individual differences encompass a broad rationale for stress and anxiety but by 

focusing on the child's background and doctor's office settings valuable information may 

be obtained. These involve the parents, beliefs, economic status, expectations, and 

knowledge differences. If all of these factors are examined closely, the dentist will then 

be better able to serve the needs of the patient and the parents because he understands 

where they are coming from. He will also be able to better communicate with the family 

visiting the office and make them feel more comfortable in a strange place. 

Lastly, we will look at biological causes and effects. These are directly linked to 

stress and anxiety inside and outside of the body of a patient. Biological effects stem 

from physiological effects, physical effects, and external influences. "Stress refers to a 

challenge to a person's capacity to adapt to inner and outer demands, which maybe 

physiologically arousing and emotionally taxing and call for cognitive and behavioral 

responses. Stress is a psychobiological process that entails a transaction between a person 

and her environment" (Westen, 1999, p. 527). Furthermore, Hans Selye, a Canadian 

scientist, "proposed that the body responds to stressful conditions with a general 

adaptation syndrome consisting of three stages: alarm, resistance, and exhaustion" 

(Westen, 1999, p. 527). In young children, these stages are shown very well. 



Quite often, stress is accompanied by the feeling of anxiety. "Anxiety, like 

sadness, is a normal feeling. Anxiety typically functions as an intemal alarm bell that 

wams of potential danger" (Westen, 1999, p. 706). Stress and anxiety together make for 

an interesting visit to the dentist, much less together in the body of a child between the 

ages of five and eight. This can be a source of many problems in the dental office. 

"Anxiety is a major cause of behavioral management problems in young children, whose 

distress is acted out in behaviors such as kicking, flailing arms, and refusing to comply 

with directions. These actions make dental treatment difficult or impossible, and in fact 

can cause injury to the child is unintended contact is made with dental equipment" 

(Goreczny & Hersen, 1999, p. 295). 

There needs to be a sense of great importance placed on the research to determine 

the causes of stress and anxiety on these young children during dental treatment. In a 

book that discussed the progression of the medical field, "there was substantial agreement 

among men and women, lay and medical reformers, that their work should be based on 

scientific knowledge" (Stem & Markel, 2002, p. 110). Even prior to the modem days of 

medicine, scientific knowledge was needed to determine what they (doctors) were doing, 

what they needed to do, and how they needed to handle certain situations. Research is a 

very necessary step in advancing any field. It is needed specifically for this subject 
i 

because "continued characterization of dental and dental hygiene fear (of) patients is 

necessary to assist the practitioner in identifying and subsequently managing diverse 

patient populations" (Gadbury-Amyot & Williams, 2000, p. 16). It will help dentists 

everywhere, and it has the possibility to carry over to the medical field. 



In this chapter, we have discussed the general causes of anxiety and stress during 

dental treatment. These are language, comprehension, individual differences, and 

biological aspects. We also discussed the importance of continued research on these 

specific causes for the field of dentistry. In the next chapter, we will discuss language as a 

cause in greater detail. 



CHAPTER II 

DIFFERENT TYPES OF LANGUAGE USED AT THE DENTAL VISIT: 

VERBAL AND NON-VERBAL 

When you think of communication, there are a few things that come to mind. You 

think of talking with people, watching them while they talk back to you (or listening to 

the intonation and sfress on certain words), and understanding the things that are not said 

but understood from unspoken communication. This is how we go about having 

communication with people everyday of our lives. 

The two main aspects of communication are verbal and non-verbal. (Gleason, 

2001). To break down non-verbal communication to a fiirther extent results in body 

language, facial expression, and gesture. All of these things are intertwined to produce 

"communication." At the dental office, these communicative aspects are very important 

for the doctor, parents, and especially the patient. 

Verbal Communication 

Verbal communication is what we think of most when dealing with language. It is 

composed of a few components. As described, "language is the system of symbols, 

sounds, meanings, and mles for their combination that constitutes the primary mode of 

communication among humans" (Westen, 1999, p. 332). With children, however, this is 

sometimes very interesting. They leam about communicating all of the time. "Listening 

to speech is one of our favorite activities. Our ears and brain are increasingly solicited by 

speech sounds" (Friederici, 1999, p. 1). "Children develop knowledge of their language 



through unfolding and maturing cognitive and linguistic abilities intemal to themselves 

while they are helped by their parents or caregivers, who, in various ways, provide social 

contexts where these abilities become focused and meaningfiil" (Bonvillain, 2000, p. 

235). One of these social contexts in which the knowledge of their language is useful is 

seen during a visit to the dental office. It is very helpful for the doctor to be able to 

understand what the child is trying to communicate, and vice-versa, so that questions may 

be answered and fears may be calmed. 

The particular type of verbal language used at a dental appointment is very 

important to keep stress and anxiety to a minimum. However, another situation dealing 

with language needs to be kept in mind. It is the initial contact of the child's parent to the 

dental office. More often than not, this contact is over the telephone. "This initial 

conversation between the parent and the office receptionist is very important. It provides 

the first opportunity to attend to the parent's concerns by pleasantly and concisely 

responding to questions and by offering an office appointment" (Avery & McDonald, 

1988, p. 1). This should be a time for the dental office to shine. It is their chance to make 

a great first impression on the parent. Furthermore, "the receptionist must have a warm, 

friendly voice and the ability to communicate clearly. The receptionist's responses should 

assure the parent that the well being of the child is the chief concern" (Avery & 

McDonald, 1988, p. 1). If this assurance if not made, the stress of the parent could 

possibly be carried over to the child and cause an uncomfortable visit. 

After the child has entered the office and gone through the initial introduction, it 

is time for the dentist to go through with the procedure. Hopefully, the initial introduction 

to the new surroundings of the child will calm any anxiety or fears and the appointment 



will go smoothly. If the child is being uncooperative, the dentist should take extra care to 

choose carefully each move he makes until the appointment is over. For example, "the 

dentist's voice should remain unstrained and pleasant during the examination. The 

dentist's behavior should reassure the child and alleviate the parent's anxiety concerning 

this first dental procedure" (Avery & McDonald, 1988, p. 15). 

Nonverbal Communication 

"People communicate verbally through language, but they also communicate non-

verbally, and aspects of speech other than nouns and verbs often speak louder than 

words" (Westen, 1999, p. 337). This, nonverbal communication, is the other aspect of 

communication that we use. A good example of this is "when a parent calls a child by her 

whole name, it may be to chastise or to praise, depending on the inflection and intonation. 

Even when no words are spoken, clenched fists and a tense look convey a clear message" 

(Westen, 1999, p. 337). 

Nonverbal communication is very useful in the dental office as well. A patient can 

convey a message to the doctor, parent, or assistant by using nonverbal means if they 

choose not to speak. "People convey meaning ...through gestures, facial expressions, 

body posture, and use of space" (Bonvillain, 2000, p. 35). These allow clear messages to 

be sent so that the other person will be able to pick up on them. 

"Nonverbal communication makes use of both kinesic and proxemic acts. The 

term kinesics refers to gesture, facial expression, eye contact, and body posture. 

Proxemics includes uses of touch and definitions of personal space" (Bonvillain, 2000, p. 

35). These two terms, kinesics and proxemics, encompass the whole of nonverbal 



communication. They have the potential to let people know how you feel, what you are 

thinking, whether or not you are comfortable in a new situation. They are useful tools for 

the doctor and patient to understand each other with few words. "Gestures, in which are 

included generally body movements as well as facial expressions, use movement of parts 

of the body to convey meaning.. .Cross-culturally different body positions and movement 

can vary enormously" (Adler & Gielen, 1994, p. 44). Because of this possible difference, 

a doctor should be very careful not to make any assumptions about his patients or their 

parents. However, gestures are useful for the doctor, specifically, to explain something to 

a child. "Gesture offers a route, and a unique one, through which new information can be 

brought into the system...Gesture thus provides a format that makes it easy for the child 

to discover certain ideas, and thus allow these novel ideas to be brought into the system 

earlier than they might have been without gesture" (Goldin-Meadow, 2002, pp. 1400-

1401). Gestures and children go hand-in-hand. They are a way to relate to adults and 

vice-versa. 

Likewise the child uses gestures to communicate to the dentist, assistant, and/or 

parents that are present at the appointment. They are able to let the adults in the situation 

know if they are comfortable or not with what they are experiencing. Children may use 

their hands to talk back to the doctor if he has asked them a question. If the child does not 

have the vocabulary needed to convey an idea, feeling, or question, then gesture may be 

the only route left for a child to take while trying to communicate. 

In this chapter, we discussed, in depth, language as a cause of anxiety and stress 

on a child during a dental appointment. Language was broken down into verbal 

communication and non-verbal communication. Both of these are very helpful at letting 



the child and the dentist fiilly understand one another and communicate effectively. In the 

next chapter, we will discuss the comprehension of treatment and procedure. 



CHAPTER III 

COMPREHENSION OF TREATMENT AND PROCEDURE 

When people do not understand why they are to have a procedure or what exactly 

the procedure entails, it can cause stress and anxiety. For others, knowing what they are 

going to encounter during treatment, like a shot or a drill, could have them nervous days 

before and could possibly cause more damage than the good that the initial explanation 

was meant to provide. For children, their minds are constantly developing and they are 

learning knew things. They observe, imitate, and soak up information. 

Comprehension 

When discussing a child's comprehension of a dental procedure, there are some 

other factors to consider. How old is the child? Has the child ever gone through any other 

treatment before? Is the child a new patient that has possibly had family or friends telling 

tales about their dental experience? All of these things together make up how the child 

comprehends the procedure they are about to have performed. (Ingersoll,1982). They also 

affect levels of anxiety and fear before, during, and after an appointment. 

"When strangers' behavior is predictable, we feel that there is a rhythm to our 

interactions with them. When strangers' behavior is not predictable, there is no rhythm to 

our interaction and we experience diffuse anxiety" (Gudykunst & Kim, 2003, p. 276). 

This so-called "diffuse anxiety" is viewed as a "generalized or unspecified sense of 

disequilibrium. Anxiety stems from feeling uneasy, tense, worried, or apprehensive about 

what might happen. It is an emotional (affective) response to situations based on fear of 
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negative consequences." (Gudykunst & Kim, 2003, p. 277) For a young child (aged 5 to 

8), this unpredictable behavior maybe frightening and cause this 'diffuse anxiety.' If, in 

some way, the behavior was explained beforehand, the child may be a little more relaxed. 

For many procedures performed today, there are preoperative preparations for the 

patients. These include books, pamphlets, and/or videos. These are made to inform the 

patient and to reduce stress and anxiety. ".. .Most studies suggest that preoperative 

preparation of the child may reduce stress and enhance coping, other reports indicate that 

such programs have no effect on some children and may potentially increase anxiety in 

younger children who are not cognitively able to integrate the different aspects of the 

preparation program" (Borastein & Genevro, 1996, p. 1). If the child is very young, 

preoperative preparations may not be useful and the art of distraction may be the only 

way to calm fearful children. (Ingersoll,1982). 

At a first visit to a dental office, the child will mainly go for the dentist to peek in 

and make sure everything looks okay. The child may cry or not even make a peep at this 

appointment because of the above-mentioned unpredictable behavior. "Although there is 

little or no effective communication between the dentist and the (child), the child realizes 

at the conclusion of the examination that nothing 'bad' happened." (Avery & McDonald, 

1988, p. 18). This a very common occurrence at first time appointments. They are usually 

quick and made to introduce the child to the new surroundings. 

Coping Strategies 

During treatment of any kind, people use many different coping strategies. In the 

book Child Developmental and Behavioral Pediatrics (1996), six different coping 
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strategies were discussed (pp. 73-78). First, 'behavioral distraction' involves doing 

something else entirely. Second, 'cognitive distraction' involves just thinking about 

something else or thinking about doing something else. Third, 'escape' involves wanting 

to leave, sleep, argue, or just trying to get out of it (the appointment). Fourth, 'denial' 

involves not thinking about it or just denying that the situation even exists. Fifth, 

'adaptive approach' involves doing what is asked but asking many questions (seeking 

information). Sixth, 'social support' involves talking with a friend, mom, or dad while 

waiting. Children become pros at using any or all of these coping sfrategies without even 

realizing what they are doing. Mostly, children just react to the situation without thinking 

ahead of time. There may, however, be a few cases of a children having previous 

treatment and knowing what buttons to push on the doctor and/or parent. After seeing 

these coping strategies in use, many doctors saw a need to try and lower anxiety and fear 

before getting started with a child. 

A very special and effective technique was developed from these coping skills for 

the use of doctors before performing a procedure on a child. The "Tell-Show-Do" 

technique is commonly used among many dentists. This method, cited from IngersoU 

(1982) on page 117, uses the following steps: 

1. The dentist uses simple language to explain to the child what he is going to do 
prior to each procedure. 

2. The dentist then demonstrates the procedure on himself or on an inanimate 
object. 

3. When the dentist is sure the child understands what will be done, he begins 
the actual procedure on the child. 

This is a method that aids in "desensitizing the child to the dental experience" (Schwartz, 

2000, p. 6). After explaining the procedure in simple terms, the child may even be 
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allowed to see and examine the instruments that look like the non-threatening type before 

the procedure is started. (Schwartz, 2000, p. 6) This method has been shown to be very 

helpful and children seem to take to it. It also seems to satisfy their natural curiosity. 

Language 

"Although language by no means guarantees cooperation among people, 

language is an essential precondition of collaboration" (Henslin, 2001, p. 47). This last 

statement is very tme when there is a child in need of examination or treatment by doctor. 

At a dental appointment there are various types of language used between the doctor, 

patient, and parents to understand each other. All of these are very important contributors 

to determine how the appointment will play out. 

On the dentist's side of the appointment, there needs to be an assurance to both 

the child and the parent that the office is a safe environment and excellent care will be 

provided. On the parent's side of the appointment, they have many feelings and thoughts 

going through them before and during an appointment. In IngersoU (1982) on page 166, 

the feeling and beliefs of the patient's parents are addressed. There are three main 

feelings that must be met in the dental office: 

1. The parents must feel that the health care provider is working with them, not 
against them and that together they are seeking solutions to the problems. 

2. The parents must feel that the healthcare provider likes the child and sees 
him/her as an individual. 

3. The parents must feel that the health care provider appreciates their strengths 
and their stmggles to do the best for their child, and even though they may 
have shortcomings, they should not be picked on or be made to feel rejected. 

13 



After the doctor and the parent have had a short discussion, the patient comes into 

the picture. "The dentist should make a brief attempt to get acquainted with the child and 

to project warmth and caring" (Avery & McDonald, 1988, p. 15). This shows the child 

that this is a person who is a 'friend' and a person who is here to take care of them. "Even 

if the child chooses to resist (which is common and normal), only negligible extra effort 

is necessary to perform the examination procedure. The dentist should not be flustered by 

the crying and resistant behavior and should proceed unhurriedly but efficiently with the 

examination" (Avery & McDonald, 1988, p. 15). Mostly, after the examination is over 

and the child realizes that nothing 'bad' happened (as mentioned in the comprehension 

section), the child has a lower level of anxiety and gets back to the 'normal' child state 

fairly quickly. 

Throughout the exam, however, "the dentist's voice should remain unstrained and 

pleasant during the examination" (Avery & McDonald, 1988, p. 15). This lets the child 

know that the coping strategies they are using (consciously or unconsciously) are not 

working and the doctor really is a nice person. The focus on a pleasant voice may also 

help lower fear and anxiety levels. Whatever the course, there needs to be a good 'quality 

of communication.' "Quality of communication refers to the extent to which our 

communication is relaxed, is smooth, involves understanding, and involves minimal 

communication breakdown" (Gudykunst & Kim, 2003, p. 340). The doctor needs to be 

well rehearsed in the art of a quick but thorough examination for the uncooperative 

patient and still be able to communicate very well with the parent and assistant. The 

communication should flow back and forth so that questions are answered and worries 

are put at ease even though there may be a child crying or kicking at that very moment. 
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The doctor and assistant are, mainly, the people in charge of keeping the 'quality of 

communication' high. 

After the examination, the next step in treatment is discussed. The parent of the 

patient may think "were the doctor's words neutral? Or did they reveal the doctor's 

attitudes?" (Bonvillain, 2000, p. 364). These specific issues need to be put to rest by the 

way in which the doctor responds to both the patient and the parents. A doctor is 

supposed to be straightforward and want to do what is best for the child. " When patients 

seek advice from doctors, they usually assume that the doctor has impartial information 

and expertise that they themselves lack. But a patient's ability to make an informed, 

independent decision is often undermined by the words doctors use to convey covert 

messages and assert their authority. (Bonvillain, 2000, p. 364). A parent wants to know 

that the doctor is looking out for the best interest of their child. If any diagnosis or 

prescription for treatment makes a parent's anxiety go up, then the child is sure to follow 

in their footsteps. 

Parents of a patient and doctors need to remember that "neither patient nor doctor 

acts independently of one another" (Bonvillain, 2000, p. 376). The languages that are 

used between them bring out the next series of reactions. If one route doesn't work, then 

the doctor will try another. The doctor and patient work together in deciding what type 

treatment will be necessary (whether the patient realizes it or not). 
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Patients With Disabilities 

Doctors deal with many patients everyday who are in various stages of 

development. They are prepared to help and care for anyone who walks through the 

office door. This includes patients with disabilities. 

It may make the visit go more smoothly if the dental office is informed ahead of 

time about any disabilities the patient may have. Giving this information to the dental 

office is not meant to embarrass the patient but only to make the necessary 

accommodations so that the patient may feel like any other patient when they arrive at the 

office. Also, the doctor can use this information when deciding treatment so that 

disabilities will not have to be discussed in front of the patient. Informing of special 

needs may be done over the phone or simply by filling out 'a medical and personal 

history questionnaire' (IngersoU, 1982, p. 116) that is required for every patient at the 

office. On this sheet, accurate information is a necessity: 

Information regarding the child's social and psychologic 
development is important. Accurate information reflecting a 
child's learning, behavioral, or communication problems is 
sometimes difficult to obtain initially, especially if the parents are 
aware of their child's developmental disorder but reluctant to 
discuss it. Behavior problems in the dental office are often related 
to the child's inability to communicate with the dentist and to 
follow instmctions, and this inability maybe attributable to a low 
mental capacity. Parents often fail to volimteer the information that 
the child has a low IQ or is mentally retarded. (McDonald & 
Avery, 1988, p. 3) 

It is important for the doctor to be informed so that upon meeting the patient the doctor 

can be an effective communicator. "In order to be effective, communication must be at a 

level the patient can understand; it should neither underestimate nor overestimate the 

patient's intellectual capacity" (IngersoU, 1982, p. 165). The doctor wants to get to know 
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the patient and befriend him/her but the doctor may not be able to handle this situation 

very well if the information has not been given to him. 

"For the disabled patient, the basic principles of communication are equally 

applicable but may require some modification depending on the disability" (IngersoU, 

1982, p. 165). Some common disabilities are auditory difficulties, vision difficulties, 

mental, and physical handicaps. Along with these disabilities come modifications that the 

office needs to be prepared for. For example, "a modifying factor...in communicating 

with the disabled patient is the fact that a third party maybe involved with the patient's 

care and welfare. This person may be a parent, an attendant, a case worker at an agency, 

an interpreter, or a guide" (IngersoU, 1982, p. 165). It is appropriate, in many situations, 

to direct explanations or questions to the patient themselves and not to the third party. 

When dentists work with disabled patients, they need to be sure that they are 

mentally ready to deal with a situation out of the "normal" range of patients they see. A 

quote from the book How We Think They Think sums up this thought. "Learning to 

become an expert in familiar areas is a necessary preliminary to other types of learning 

and to being able to cope with the less familiar and less predictable" (Bloch, 1998, p. 10). 

In this chapter, we discussed the comprehension of treatment and procedure. The 

child's overall comprehension level and age play a major role in how they may act in 

certain situations. It was shown how doctors have come up with devices to help alleviate 

stress and anxiety for the child and how the child uses coping strategies to get through the 

procedure. Another important issue was the language used between the doctor, patient, 

and parents to understand each other. The last major section was on dental patients who 
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have disabilities. In the next chapter, we will discuss the individual differences between 

patients, parents, and doctors. 
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CHAPTER IV 

INDIVIDUAL DIFFERENCES BETWEEN PATIENTS, PARENTS, AND DOCTORS 

When patients, parents, and doctors come together for a common reason there is 

sometimes an interesting mix of backgrounds, experience, expectations, beliefs, culture, 

and knowledge. All of these individual differences make up the unique interactions that 

we experience. At a dental appointment, these differences can make or break 

communication, quality of healthcare, and/or follow-up on the needs of the patient. 

Effects of a Child's Background and Culture 

Quite often, when a child goes to a dental office for treatment, parts of their 

background and culture can play a large role in the status of their dental health. Where 

has the child grown up? What is the economic status of the child's family? What are the 

beliefs of the child's parents? Many different studies have been performed on these 

particular issues. However, most studies have been concenfrated on the effects of 

economic status on dental treatment. 

Study after study has shown marked differences between 
socioeconomic groups in their utilization of, and attitudes toward, 
dental treatment. People of lower income and educational levels 
are less likely to obtain dental care on a regular basis. Instead, they 
tend to seek dental care when they are symptomatic. Dental visits, 
therefore, are likely to involve extensive and often painful 
treatment. (IngersoU, 1982, p. 112) 

The child does not understand that this may be the reason for their particular dental 

treatment being very uncomfortable. They may create a mental image that dentists are not 

friends and they are only seen to inflict pain. This situation would definitely raise anxiety 
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and fear in this young child's life because of something they have no control over. It is 

reported that "children from lower socioeconomic groups report significantly more dental 

anxiety and tend to be somewhat less cooperative during treatment than children from 

upper socioeconomic levels" (IngersoU, 1982, p. 112). 

In a few instances economic status may be the case, however, many prospective 

parents are interested in knowing what should be done to encourage optimum oral health 

from the very beginning of life. In the book titled Cross-Cultural Topics in Psychology, 

the authors discuss an approach about a 'developmental niche'. "The three components of 

this approach include (1) the physical and social contexts in which a child lives..., (2) the 

culturally determined education and child-rearing practices..., and (3) the psychological 

characteristics of a child's parents (e.g., developmental expectations)." These 

components are seen as "interacting and fianctioning as a coordinated system in which the 

individual and the developmental niche adapt and influence each other." (Adler & Gielen, 

1994, p. 62). The child is affected by all of these things in varying levels. What may 

affect one child in the family may barely touch the child's sibling that they have lived 

with all of their life. A child's background, beliefs, and culture affect how they deal with 

situations and what kind of person they are. 

Culture can greatly affect what kind of person the child is and how will the child 

behave in different situations. Culture also may affect whether or not the child is trusting 

of strangers. TTiese things should be taken into consideration when a doctor meets the 

child at the first appointment. "...Cultural differences increase the chances of di\ergent 

understandings. Problems can arise when participants attribute direct or indirect 

meanings to each other's speech" (Bonvillain, 2000, p. 356). The doctor should carefully 

20 



observe the behavior, not only of the patient, but of the parent(s) and siblings as well. 

This may lead the doctor to understand and better handle the patient that has a different 

culture from his own. 

There is another influence from the child's background/culture that may cause 

fear in the child at dental appointments. This is a subject that starts not at the dental 

office, but at home. It has been "found that children who came from homes that were less 

stmctured, who had less responsive and less self-assured mothers, and who had parents 

who did not provide adequate rewards and pvmishments experienced more fear than 

children who did not experience these conditions" (Goreczny & Hersen, 1999, p. 295). 

Expectations of Patient vs Doctor 

The expectations of the doctor during treatment are hopeful for a positive, 

smooth, and worry free visit to the office but they are also very realistic. They know that 

most children are scared when entering a new place and that the first appointment may be 

very interesting. When dealing with any children, especially with ages five to eight, great 

care needs to be exercised. 

The knowledge and experience differences between patient, parent, and doctor are 

great. The parent has probably been around a dental office before but may only have 

limited knowledge. However, the doctor went to school and was specifically trained to 

treat the patient and any dental needs or concerns. They have dealt with office visits for, 

most likely, a few years already but for the patient it may be the first time. 

As with any appointment where a medical professional is seen for a check-up or 

an operative, the doctor is well versed in how to perform a procedure and how to handle 
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unforeseen problems or actions of the young patient and his/her parents. However, the 

patient and his/her parents may only experience this one or two times a year. There are 

many differences between the knowledge and experiences of the doctor and the family 

coming for an appointment. The doctor has seen many children in the same situation and 

is aware of things that resolve matters before they even start. For example, if anesthesia is 

needed, parents want to be next to their child, holding their hand to calm the child's fears, 

and quite often, their own. But the "...recommendations for parental presence during 

anesthesia induction for every child do not take into accovmt individual factors in both 

child and parent that may serve to diminish how effective parents may be, or perceive 

themselves to be, in reducing their child's anxiety" (Bomstein & Genevro, 1996, p. 87). 

Doctors may know certain situations in which the child may behave more productively 

during the procedure. The doctor expects the patient to behave at least to the extent that 

the procedure may be completed. The parent may act according to old fears and 

experiences to negatively influence the child. 

Whether it is a good or bad experience in the dental office, this one appointment 

will affect the patient and their family. The child's "...medical experiences can 

negatively affect their (family), creating anxiety and challenging the coping skills not 

only of child patient themselves, but also of parents and siblings" (Bomstein & Genevro, 

1996, p. 60). It is the wish of every parent and the child's doctor that the procedures go 

smoothly and that the child emerges with a smile on their face. 

Most parents talk to their children about oral health. It is often a good thing to get 

the child involved in taking care of their teeth but at other times, child involvement can 

be detrimental (Goreczny & Hersen, 1999, p. 295). If the parent is worried about 
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something in the child's mouth, they may ask if anything hurts. Encouraging the child to 

voice problems may help, but if the parent continues to focus on the problem and get 

anxious about it, this may transfer over to the child. "Children who believe they have a 

problem tend to be less cooperative during treatment than children who perceive no 

problems with their oral health" (IngersoU, 1982, p. 113). It is helpftil for the doctor to be 

made aware of any problems but it hinders his ability to help if the child is anxious about 

the problem. 

At an appointment, there is a variety of knowledge and experience differences 

between the patient, parent, and doctor. For the patient, it may be their first time in a 

doctor's office. For the parent, they may only have experienced their few appointments in 

a dental office. But for the doctor, he is in a different position. This may be his 20'*' 

appointment that day. This makes for a wide difference in experience. There is another 

aspect to experience that is cmcial for the doctor. In a book of sociology, there is a 

discussion on the 'professionalization of medicine.' They discuss the progression of a 

physician from the stage of deciding on that particular profession to actually having a 

practice. Dentists also follow this same progression. They mention the five steps that are 

as follows: "(1) undergo a rigorous education; (2) claim a theoretical understanding of 

illness; (3) regulate themselves; (4) claim that they were performing a service for society 

(rather than just following self-interest); and (5) take authority over clients" (Henslin, 

2001, p. 544). Most patients know what steps doctors go through to get where they are 

and they respect the doctor's opinion because of their extensive background and 

schooling. From the five-year-old in kindergarten to the doctor that has been through 

many, many years of school, there are many differences in knowledge and experience. 
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In this chapter, we discussed the individual differences between patients, parents, 

and doctors. The effects of a child's background and culture make up the majority of 

individual differences. The child does not yet have anything else to define him/her other 

than these two things. Another topic that was discussed was the different expectations of 

the patient versus the doctor. In the next chapter, we will discuss the biological aspects of 

anxiety and stress. 
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CHAPTERV 

BIOLOGICAL ASPECTS OF ANXIETY AND STRESS 

When dealing with subjects like anxiety and stress, there are a few factors 

involved from the biological perspective. Physiological functions, physical fiinctions, and 

external influences all play a role. Physiological flmctions lead to physical effects 

stemming from anxiety and stress. External influence can come from many different 

sources and in many different ways. These three factors (physiological functions, 

physical effects, and external influences) can all be part of anxiety and stress at varying 

levels. 

Physiological Functions that cause Stress and Anxiety 

There are three major aspects that make up the physiological functioning. They 

include the adrenal glands, secretions of hormones, and involvement of the hypothalamus 

(Campbell & Reece, 2002, p. 971). These all work together and affect one another in the 

body of a child that is being treated. 

The adrenal gland is an endocrine gland located adjacent to the kidney and is 

composed of two glandular portions. These portions are known as the "outer (adrenal) 

cortex" and the "central (adrenal) medulla". (Campbell & Reece, 2002, p. 969). The outer 

cortex responds to endocrine signals in reacting to sfress and affecting the salt and water 

balance within the body (Campbell & Reece, 2002, p. 970). On the other hand, the central 

medulla responds to nervous inputs resulting from stress. Adrenal glands "secrete 

adrenalin and other hormones during emergencies" (Westen, 1999, p. 94). Hormones, by 
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definition, are "any one of the many circulating chemical signals found in all 

multicellular organisms that are formed in specialized cells, travel in body fluids, and 

coordinate the various parts of the organism by interacting with target cells" (Campbell & 

Reece, 2002, p. 986). 

In response to stress, certain hormones are secreted. "The central medulla secretes 

the "fight-or-flight" hormones known as epinephrine (adrenaline) and nor-epinephrine. 

These two hormones are from a group of hormones known as catecholamines" (Campbell 

& Reece, 2002, p. 969). They are the cause of many physical changes and feelings. 

The hypothalamus is part of the forebrain, "which is involved in complex sensory, 

emotional, cognitive, and behavioral processes" (Westen, 1999, p. 107). This stmcture 

"helps regulate behaviors ranging from eating and sleeping to sexual activity and 

emotional experience" in humans. "When people undergo stressful experiences (such as 

taking a psychology exam or getting into a heated argument), the hypothalamus activates 

the pituitary (gland), which in turn puts the body on alert by sending out hormonal 

messages" (Westen, 1999, p. 107). "One of the most important functions of the 

hypothalamus is homeostasis- keeping vital processes such as body temperature, blood-

sugar (glucose) level, and metabolism (use and storage of energy) within a fairly narrow 

range" (Westen, 1999, p. 107). 

Physical Effects 

In response to the physiological functions going on inside the body of the small 

patient, there are physical responses that can sometimes be observed by sight or by 

having an attached monitor. The two hormones -epinephrine and nor-epinephrine- that 
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are released cause five very common responses to short-term stress. Glycogen is broken 

down to glucose and there is an increased amount of glucose in the blood. Blood 

pressure, breathing rate, and metabolic rates are all increased. The last response to short-

term stress is a change in blood flow patterns, leading to an increased alertness and a 

decrease in digestive and kidney activit. (Campbell & Reece, 2002, p. 971). Respiration 

and blood sugar also rise (Westen, 1999, p. 508). 

Along with the physical changes on the inside of the patient, "we see changes in 

overt behavior, such as crying, trembling, or mnning away" that make up some of the 

patient's outward appearance (physical change). (IngersoU, 1982, p. 50) Young children 

do not usually hold back any of the previously mentioned actions. These actions let the 

dentist and parent know exactly how the patient is feeling. They may cry if they are 

scared or worried. However, they may try to mn away from the doctor so that they do not 

have to deal with this new situation. 

There are, however, some physical changes, emotions that are not quite as easily 

seen as the previously mentioned examples. They may only be seen in the child as when 

they experience 'pre-operatory anxiety.' This "preoperative anxiety maybe operationally 

defined as a subjective feeling of tension, apprehension, nervousness, worry, and 

vigilance associated with increased autonomic nervous system activity" (Bomstein & 

Genevro, 1996, p. 85). These things may be noticed only by someone who knows the 

child very well or by a doctor who is used to dealing with young patients and/or picks up 

on things very easily. Speech, gestures, and facial expression, as discussed in previous 

chapters, may be the clues to indicate that this type of anxiety is present. 
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External Influences 

When dealing with any biological function of the body, intemal influences on the 

person need to be examined as well as the external influences. There have been many 

studies conducted to try and figure out the source of the causes of stress and anxiety 

during dental treatment. Many studies used adults as subjects because they were able to 

voice their reasoning much better than a five-year-old. With these older patients, they 

"reported fear of being trapped in the dental chair, feeling claustrophobic, unable to 

breathe, or experiencing choking or severe gagging which subsequentiy interfered with 

the provision of dental treatment. The authors concluded that for these patients, a sense of 

helplessness, and lack of control appear to be related to their dentally related fear" 

(Gadbury-Amyost & Williams, p. 4). 

These findings can be related to children but it is possible that children may have 

more potential causes for stress and anxiety than adults. "Children may be threatened by 

anticipated parental separation, pain or discomfort, loss of control, uncertainty about 

"going to sleep," and by masked strangers working in an often highly technical, sterile, 

non-child-friendly setting." (Bomstein & Genevro, p. 85). To a young child, a dental 

office itself can be a stress-causing agent on its own without treatment even coming into 

the picture. It may be a very long appointment for the patient, doctor, and parent if they 

had trouble just getting the patient through the front door! 

After the child has started getting used to the new environment, a whole new set 

of possible stressors is added to the mix. The child is walked back to the dental chair. The 

dentist comes to meet him and shortly thereafter introduces him to the dental instruments. 

Several studies indicated stress and anxiety arise from seeing dental instruments. One 
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study in particular demonstrated that "on a specific fear subscale, there were four events 

that could trigger stress and anxiety for a patient: 'sight of cleaning instmments,' 'sight of 

instmments scraping on teeth,' 'sight of the anesthetic needle,' and the 'feel of the 

anesthetic needle'" (Gadbury-Amyost & Williams, pg. 10). 

In this chapter, we discussed the biological aspects of anxiety and stress. We 

concluded that physiological fimctions paired with physical effects can make a young 

child suffer from anxiety and sfress at a dental appointment. These two factors do not act 

alone. Extemal influences from the office, parents, etc. add to the anxiety and stress being 

felt by the child. In the next chapter, we will wrap up our discussion on this subject. 
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CHAPTER VI 

CONCLUDESfG REMARKS ON ANXIETY AND STRESS 

It has been shown through research and many studies that language, 

comprehension, individual differences, and biological aspects all are causes of arrxiety 

and stress on children ages five through eight. This subject needs much attention because 

"virtually all writers on the subject agree that dental attitudes developed in childhood 

have great influence on later dental attitudes and behavior. Negative or traumatic early 

experiences can lead to fear and avoidance of dental care for long years after the child 

patient has become an adult" (IngersoU, 1982, p. 107). This subject is tied closer to the 

medical field because "we believe that children's understanding is a critical conduit by 

which factors such as age, developmental level, individual differences, and previous 

experiences influence their reactions to medical experiences..."(Bomstein & Genevro, 

1996, p. 60). Ages five to eight are critical. The children are old enough to make 

permanent memories, young enough where they are still in a constant state of learning, 

and at just the right age where influence of others has a tremendous impact on their lives. 

Beginning a good dental regiment of oral healthcare is very important in this age 

group because "our experiences suggest that such early examinations followed by regular 

recall examinations often contribute to the youngsters becoming excellent dental patients 

without fear at very young ages" (Avery & McDonald, 1988, p. 18). This is also a time to 

teach them about oral healthcare. There are other places out in the world where children 

can learn about dental needs. In the New York State Dental Journal, they published 

results from a recent outreach program: 
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Even though many people aren't aware of the importance of oral health for 
children, there are programs starting all over the country to reach out to people. A 
dental journal announced "Children's Dental Health Month initiatives conducted 
this year in New York State reached more than 121,000 in 4,250 classrooms. 
School programs were made possible through the involvement of 500-plus 
NYSDJ volunteers. Members and their office teams reached thousands more 
children and parents through public events, such as mall health fairs and library 
presentations. (NYSDJ, p. 24) 

Dentists and parents alike need to keep in mind that when putting a child through 

treatment, the physical well-being and the psychological well-being need to be top 

priority. "A child's physical well-being can easily be threatened by such things as painful 

procedures, unfamiliar and unpleasant sensory stimulation... the child'spsychological 

well-being can be threatened if the child suffers significant losses. These might include 

the losses of parental support, perceived control or autonomy, relative autonomy, self-

esteem, or sense of security (Gaynard et al., 1990, p. 16). All of these things need to be 

kept in mind when dealing with a child. There are times when the procedure may not be 

performed with good reason. "Since most dental procedures are neither emergency nor 

life-threatening, every opportunity must be given by health professionals and parents to 

nurture the development of a tmsting relationship that is based on mutual respect in 

providing dental care for children" (Adewumi et al., 2001). If they listen to the child and 

just use the time to gain their tmst, at the next appointment, the child may behave like a 

completely different person. 

Dentists and parents please take note: "if dental anxiety (stress) is not reduced in 

the beginning of a child's dental treatment, it can grow and become even more 

devastating to the child. There is evidence to suggest a child's dismptive behavior due to 

dental anxiety, if left unchecked, actually increases with additional dental treatments" 
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(Do, 2004, p. 3). The relationship between child (patient) and dentist is a very important 

one for the child's health. This should be a positive, social relationship that the child has 

over many years until he/she is an adult. 

We have discussed the causes of anxiety and stress on children ages five to eight 

during dental treatment. The specific causes discussed were language, comprehension, 

individual differences, and biological aspects. The language, be it verbal or non verbal, at 

an appointment is the basis for communication between all parties involved. The specific 

comprehension level of the child can help the doctor to know how the child will respond 

and understand what they are experiencing. The individual differences between the 

patient, parents, and doctor all come together at one time which can cause extra stress on 

the young child in the new situation. Lastly, the biological aspects are the causes that 

often cannot be avoided. They happen without our consent within our bodies. In 

conclusion, these four causes need to be understood by doctors and parents alike in order 

to make dental treatment more comfortable for the child. 
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