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ABSTRACT

Anxiety associated with the thought of visiting the dentist for preventive care and over dental procedure is referred
to as dental anxiety. It is a multi system response to a believed threat or danger. It is an individual subjective
experience which varies among people. A patient’s anxiety also poses major management problems for the dental
team as more treatment will be required for an anxious patient and is very likely to miss appointments. Dental
anxiety varies from patient to patient. Dental phobia is a more serious condition that leaves people panic stricken
and terrified. People with dental phobia have awareness that the fear is totally irrational. People with dental phobia
not take the treatment and put up with the gum infection, pain without treatment dental phobia getting worse. The
dentist should communicate with the patient and identify the reason of fear and anxiety, with auxiliary use of self
reporting anxiety and fear scales to enable categorization as mild, moderate and extreme anxiety. Extremely

anxious patients or phobic patient needs management.

INTRODUCTION

The evolving trends in dentistry, anxiety and feeling of
fear stills persists for dental treatment in general
population. It is common observation that anxious
patient defer their visits to dental practitioners till time it
become absolutely necessary to obtain treatment.
Anxiety associated with the thought of visiting the
dentist for preventive care and over dental procedure is
referred to as dental anxiety. It is a multi system response
to a believed threat or danger. It is an individual
subjective experience which varies among people. The
incidence of dental fear and dental anxiety seems to be
consistent throughout the world.™ A patients anxiety
also poses major management problems for the dental
team as more treatment will be required for an anxious
patient and is very likely to miss appointments. Dental
anxiety varies from patient to patient.

Many patients are afraid of some of stimuli involved
with dental therapy, which could affect the dentist patient
relationship and the dental treatment plan. The
occurrence of dental anxiety may be attributed to age,
sex, educational qualification and socioeconomic
position. Anxiety is a state of uneasiness or distress
regarding something with a feeling of uncertain outcome,
it is a not concerned with the fear of pain but also other
incursive procedure but it is also linked to distress of
separation from the parents and communicating with
unknown people. The most common origins of dental

www.ejbps.com

anxiety happen to be previously painful or negative
experience during visits to a dentist. Anxious patient
were considered among the most stressful situations a
dentist might face. Evaluation of fear in patients is very
difficult for the success of the management. Anxiety may
also reduce the social interactions and performances
reduce due to low confidence and self esteem. The
practitioner should aim to reduce the anxiety and fear so
patient feel self motivated for long basis treatment and
future visits to the dentists. Dental fear and dental
anxiety are used to denote early signs of dental phobia,
an excessive or unreasonable fear or anxiety with regard
to challenge, threat of dental examination and treatment ,
which influences daily living and results in prolonged
avoidance of dental treatment. Dental phobia represents a
severe type of dental anxiety and characterized by
marked and persistent anxiety in relation either clearly
discernible situation, objects (eg. Drilling and
injections).l®)

Dental phobia is a more serious condition that leaves
people panic stricken and terrified. People with dental
phobia have awareness that the fear is totally irrational.
People with dental phobia not take the treatment and put
up with the gum infection, pain without treatment dental
phobia getting worse. That’s because emotional stress
can make dental visits more uncomfortable than they
need to be. Those adults having dental visits of their
child/relatives are also not regular.”! The dentist should
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communicate with the patient and identify the reason of
fear and anxiety, with auxillary use of self reporting
anxiety and fear scales to enable categorization as mild,
moderate and extreme anxiety. Extremely anxious
patients or phobic patient needs management.”! The
development of dental anxiety can be prevented with
pain control, behavior management and consideration of
patient as whole Dental anxiety ranked fifth among all
situations most feared by the subjects in this study.®

PREVALENCE AND ASSOCIATED FACTORS

According to the Diagnostic and Statistical Manual of
Mental Disorders (DSM-V), the criteria for diagnosis of
a specific phobia are: (i) marked and out of proportion
fear within an environmental or situational context to the
presence or anticipation of a specific object or situation,
(if) exposure to the phobic stimulus provokes an
immediate anxiety response, which may take the form of
a situation bound or situation predisposed panic attack,
(iii) the person recognizes that the fear is out of
proportion, (iv) the phobic situation is avoided, or else is
endured with intense anxiety or distress, and (v) the
avoidance, anxious anticipation, or distress in the feared
situation  interferes significantly with the person’s
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normal routine, Occupational (or academic) functioning,
social activities, or relationships, or there is marked
distress about having the phobia.[”

Although meticulous care has been taken to exclude the
patients with psychological disorders which may
influence assessment of anxiety, some patients might
have been missed out as reliability was based on the
response of patient. The development of dental anxiety
could be prevented with pain control, behavior
management, and consideration of patient as a whole.
The inclusion of behavior in dental education and the
integration of ethical considerations in the academic
dental curriculum could help to improve the situation. A
lack of knowledge of the effects of demographics, causal
factors, ethnicity, and treatment modalities relative to the
origin and pathways of fear in dentistry. Understanding,
the origin of a patient’s fears and anxiety could help
enhance patient management and care. Another factor
reported by the respondents to be influential in the
development of dental anxiety and phobia is parental
modeling and family reinforcement. Patients may learn
to fear dental treatment based on the expressions of
anxiety by their parents, other family members, or close
friends.
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Figui‘e 1 : Prevalence OF Anxiety.

A number of mechanisms have been proposed in order to
describe the development, maintenance, and life-course
of dental care-related fear and anxiety. Once thought to
have direct antecedents almost always in childhood,
dental care-related anxiety and fear can appear at various
stages across the life span, although childhood onset
nevertheless is the most common. While a full review of
each of these hypotheses is beyond the scope of this
chapter, a basic examination of the major ideas will shed
some light on the complex phenomena.
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In trying to discern the determinants of dental fear and
anxiety, it is important to be cognizant that human
behavior is multidetermined ; it is unlikely that there is
“one” factor that predisposes or produces dental anxiety
or fear. It also is critical to consider whether one is trying
to predict dental anxiety/fear across an entire population
as a whole (including the entire continua of dental
anxiety and dental fear) or for a subpopulation (e.g.,
persons with high dental anxiety and/or fear, people who
are dental avoidant); the larger the constituent group, the
more likely that factors which affect only particular
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subgroups will be submerged in statistical analyses and
that individual difference factors will be overlooked.™

IMPACT OF DENTAL ANXIETY ON ORAL
HYGIENE

Oral and dental health has a significant impact on the
quality of life, appearance, and self esteem of an
individual. DA affects a significant proportion of people
of all age groups from different socioeconomical classes
and remains to be serious concern for both the dentist
and the patient for seeking dental health care.l”!

The etiology of DA depends on the age of onset;
likewise, during childhood, the cause is usually a
negative dental experience, and in adulthood, it is more
likely due to general anxiety states.™™"!

Patients suffering from dental anxiety are a population of
public health importance because of the extensive dental
health problems caused by dental avoidance as a result of
fear and the suboptimal dental health behaviors that are
highly prevalent in this group. Dental anxiety is still a
serious barrier to dental treatments and prolonged dental
avoidance may lead to severe general health problems
such as pneumonia, urinary tract infections, fever,
septicemia, mediastinitis, intracranial extension of
periapical abscess, facial osteomyelitis, sinusitis and
sepsis.*Y) Deteriorating dental health may also become a
serious source of insecurity and dwindling self-respect
and thus lead to increasing social isolation which in turn
may cause depressions and other serious psychiatric and
psychosomatic conditions, or exacerbate such conditions
which are often already present in this group.*?

People with strong dental fears are also characterized by
an above-average consumption of alcohol and illicit
drugs and a high frequency of sick-leave days, which, on
a national scale, may cause considerable financial costs
to the community.™ Behavioral therapy of dental fears
has been shown to cause a substantial reduction in these
behaviors and in the frequency of health problems.!*"

There is major evidence that subjects with low
socioeconomic status have a higher prevalence of dental
fear. Socioeconomic status was effectively a parameter
for a raft of behavioral, social, economic, and
psychological covariates.™® The current findings are
consistent with evidence that people from lower
socioeconomic  backgrounds have poorer dental
health."®) This research indicates that socioeconomic
status is related to dental fear. Dental anxiety is a major
issue with respect to the provision of access and dental
care. It can be a prime reason for missed or cancelled
dental appointments in general practice. In addition, it
can lead to irregular dental attendance, delay in seeking
treatment or its avoidance all together. More recently
there is growing interest in the psychosocial impact of
dental anxiety and five main impacts on daily life have
been identified; physiological, cognitive, behavioral,
health and social.*"]
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Another factor that may play a central role in
differentiating very dentally fearful people who fit the
vicious cycle profile from those who do not is
differential use of coping strategies. However, and
despite a well-developed literature on coping in relation
to many pain and anxiety disorders, very little work has
looked at coping strategies and dental fear. In regards to
children, it appears that the level of dental fear and the
experience with pain at the dentist is significantly
associated with both ability to cope and with choice of
coping strategies.™*®!

DENTAL ANXIETY EXPERIENCES IN
CHILDREN AND OLDERS

CHILDREN

Although a worldwide decrease in untreated dental caries
in permanent and primary teeth have been observed,
dental caries still are a major dental public health
problem, affecting approximately 35% permanent teeth
and 9% primary teeth of the world population often
leading to emotional, social and functional impairment.
The presence of dental fear in childhood may be a
problem even for latter periods of life, because this
feeling may persist for a long time. A negative
experience or an inadequate first dental visit during
childhood can lead a grown person to present high levels
of dental fear.

There is evidence that dental fear or anxiety in children
may be influenced by socioeconomic position, levels of
dental caries, the child’s personality and the social
environment, and family behavior. The relationship
between child’s gender and dental fear is not completely
unveiled, with contradictory results exhibited by the
literature. Children’s dental experience has also an
important impact in dental fear occurrence, with higher
prevalence observed in children who had never visited
the dentist, who had frequently experienced dental pain
and whose reason for the first dental visit was curative or
urgency Also, dental fear can influence the behavior of
children

OLDER

Older people may be a specific vulnerable group with
respect to the development and maintenance of anxiety.
The experience of loss and bereavement are frequent
negative life events in later life and may pose a
significant risk for mental health in old age. It has been
suggested that bereavement may increase worrying and
that worry could hinder the adjustment after
bereavement. Similarly, psychiatric morbidity including
anxiety disorders has been found to be considerably
elevated in bereaved spouses in general. While it has
been suggested that older adults may be better prepared
for such adverse life events and may have developed
better coping mechanisms through life experience,
research indicates an increase in anxiety symptoms in
older adults after bereavement.
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MANAGEMENT OF DENTAL ANXIETY
Pharmacological approach

For a patient with a high level of anxiety this is often the
most appropriate method, particularly if they have
several dental treatment needs. Following a successful
session of treatment such patients are positively
encouraged and find it easier to cope with subsequent
treatment. However there are some medical risks
involved, particularly with general anaesthesia.l”
Conscious and unconscious methods utilised for
persistent dental anxiety prior to dental treatments
include: General anesthetics, Relative analgesia:
inhalation of a mixture of nitrous oxide and oxygen,
Intravenous diazepam (a tranquillizer) or midazolam as a
sedative and Hypnosis.

Non-pharmacological approaches
Non-pharmacological approaches involve behavioural
therapy and cognitive therapy. Behavioural therapy
employs behaviour modification techniques to change
maladaptive behaviours, whereas cognitive therapy
mainly concentrates on maladaptive beliefs and thoughts
by restructuring the interpretations in the mind.2”

Behavioural therapies

In behavioural therapy pain, discomfort or physiological
arousal are often the cause of anxiety and subsequent
avoidance and attendance for dental care. It is essential
that the clinician recognizes each individual’s uniqueness
- in age, personality and previous experiences - and tailor
the therapy accordingly. By identifying the patient’s
personal strategies for coping with anxiety the process of
cooperation is enhanced and may bring about a more
successful result in turn. Below are examples of some
techniques that can be used in dental settings to help
patients.

Preventing anxiety

Excellent prevention strategies will obviously impact and
deter the traumatic events of oral diseases. Optimum oral
health can be achieved and maintained in the early stages
of a child’s life with a healthy diet, good oral hygiene
habits and dental care on regular basis. Should invasive
dental treatment be required, this should be delayed at
the first visit to the idea that the surgery is a safe
environment.

Reducing uncertainty and increasing control and
predictability

Many people are unfamiliar with dental procedures or
the use of dental instruments. Good open communication
and dialogue with patients increases their perception of
control and helps overcome some difficulties during the
treatment, and may increase their pain tolerance. With
many patients their anxiety is linked to uncertainty as to
what is going to happen to them in the chair. The
following are suggestions of ways that information can
be exchanged between clinician and patient, before or
during the dental procedures to ease the task:
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Before task

By providing accurate and truthful information to
patients, or in the case of children, the parents or
siblings, prior to the treatment, as to what the procedure
will entail, increases their knowledge and understanding
and sense of control.

During task

Tell-Show-Do is a good way to introduce children and
adults to dental equipment and procedures in the surgery
and dental chair. Enhancing the patient’s control by
giving them the authority to communicate with signs, or
offering choices to enhance their comfort during the
treatment will promote their confidence and sense of
being in control of the situation.

Modelling

A patient’s behaviour depends not only on the
consequences of their own actions but also on observing
the consequences of other people’s behaviour. There are
some studies to confirm that one way of helping the
anxious patient is via observing cooperation of others
visually or by using films. By modelling, a patient can
see that the treatment does not have any lasting adverse
effects or causes distress, and the clinician can be
perceived as a caring individual whose only concern is
the welfare of the patient.

Relaxation and distraction

Learning the techniques of relaxation and distraction can
help to reduce anxiety. This can be achieved by such
techniques as controlled breathing or progressive muscle
relaxation, as well as focusing a patient’s attention away
from the distressing procedure or situation. Control
theory by distraction focuses our attention on our
environment details rather than our body because we are
limited in the amount of information that can be
processed at once. As environmental information
increases we have less mental capacity to process bodily
information.

Systematic desensitisation and encouragement

This technique can be best explained by Gale and Ayer’s
case study17, where the patient is gradually introduced to
the feared object or situation in a hierarchy of steps.
Relaxation techniques are employed to enable them to
tolerate each step, from the least fearful to most feared.
Progress to the next step can only be achieved when the
patient is comfortable with the previous step. By
repeating the gradual systematic scenario, the patient
becomes desensitised to the feared object or situation.
With a systematic desensitisation approach it should be
possible to change small aspects of behaviour one at a
time, so that over a long period considerable
improvements can be made. Furthermore, valuing the
patient’s ability to overcome their anxiety encourages
them to become more positive and find the strength to
repeat the act for further improvement. The possibility
that a person will behave in a certain way depends on the
consequences of that behaviour. When someone
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completes an action and the consequence is rewarding,
the person is likely to repeat that action again in the
future.

Emotional and educational support

Each individual’s needs must be taken into account, by
listening to and responding to their requests, in order to
build a trusting relationship. It is vital that we identify
the patient’s worry or concerns, about the clinician or the
treatment, and work to relieve these apprehensions.
Calming and positive dialogue is always helpful in
anxious situations. It is also important that we are aware
of ethnic minorities’ beliefs and cultural differences with
regards to health, to minimise any miscommunication.
Educating and motivating these anxious patients is
important and it should be our aim to encourage them to
take ownership of their health behaviour and improve
their oral health. An educational approach provides part
of the answer to changing behaviour but it should be
combined with empathy and understanding.

Cognitive therapy

Cognitive Restructuring is often used in combination
with behavioural therapy - as behaviour is reshaping it
helps that the way of thinking is also changing at the
same time. In the case of dental anxiety, the idea is to
encourage your patient to challenge and alter their way
of thinking through understanding that the feared stimuli
is not dangerous. This can be achieved further through
examining the evidence for its safety against the fearful
beliefs. The catastrophic ideas, that the dental visit is
uncontrollable, unpredictable and dangerous, should be
replaced with realistic ideas.!"

Autogenic relaxation

Autogenic relaxation can be useful in teaching patients to
reduce muscle tension and control their breathing. It is
defined as a psychophysiological self-control technique
that aims at physical and mental relaxation.”? The
technique uses autosuggestions by which patients learn
to alter certain psychophysiological functions. Autogenic
exercises should be practiced in a quiet room with
reduced lighting, so as to exclude the possibility of
disturbance, all restricted clothing should be loosened or
removed, and the body should be relaxed with the eyes
closed, before the mental exercises are begun. It involves
mental repetition of brief verbal phrases, emphasizing
feelings of 1) general peace, 2) heaviness in the limbs, 3)
peripheral warmth, 4) respiratory regularity, 5) cardiac
regularity, 6) abdominal warmth, and 7) coolness of the
forehead. The technique requires daily training for
several weeks.

CONCLUSION

Dental anxiety is a public health problem as it affects not
only the individual, but also the community as a whole.
Elimination of dental anxiety is very important and
should be treated according to a patient-centered
assessment. Dentists should be able to identify, and be
prepared to treat, fearful patients in a way that reduces
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their levels of dental anxiety. To treat dental disease
successfully we require the development of special
communication skills and an ability to provide
reassurance, personal care and comfort. This will
improve the anxious patient’s satisfaction with treatment
as well as ensuring high quality dental care. It is
important to understand anxiety and identify this, and
related behaviors, early in life to safeguard the future
dental health of these individuals. In the clinical
situation, children with behavior management problems
who reveal general anxiety problems and who frequently
miss appointments should be regarded as patients
potentially at risk of developing dental fear. It is the duty
and responsibility of the dentist to provide excellent
dental care to these patients with special needs as well.
Management of these patients should be an integral part
of clinical practice, as a substantial proportion of the
population suffers from anxiety and fear. Therapy should
be customized to each individual following proper
evaluation, and should be based on the dentist’s
experience, expertise, degree of anxiety, patient intellect,
age, cooperation, and clinical situation. All successful
treatment will rest on dentist—patient cooperation, and
thus a relaxed patient will obviously result in a less
stressful atmosphere for the dental team and better
treatment outcomes.
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