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Research into children's views about dentistry, by themselves, is seriously lacking. The
extant literature is dominated by quantitative approaches with little further theoretical
development of this field emerging. Two Q-methodological studies with three groups of
children of different ages (10-16 years) are reported: one on "explanations" of dentistry
and dental anxiety, the other on "management" issues about dentistry. The qualitative
analyses reveal substantive factors representing accounts such as the "Extreme pain and
contentedness" explanations, the "Technophobia" explanation, the "Shameful teeth"
explanation, the "Powerful men" explanation, the "Disaster" explanation, the "Friendly
dentist" approach, the "Pain control" approach, the "Avoidant" approach, the
"Informational" approach and the "Complex child" approach. These accounts are
triangulated and developmental issues are considered; these are then related to the
previous literature in this field and the reflexive processes in the researcher. Clinical and
theoretical/methodological implications of these studies are discussed and suggestions for

future research made.

KEY WORDS: Dental anxiety, Q-methodology, children, qualitative research.
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Ideas of pain and fear in dentistry have been culturally created since at least S000 BC.
Their meanings have appeared to change as well, with different social, cultural and
professional discouzses affecting the availability of such accounts of dental anxiety (DA).
In the early part of the twentieth century, pain was often seen as a hindrance to the
professional status of dentistry (Best, 1935), although in its attempts to eliminate painful
dentistry, the profession has widened its focus to the 'feeling' patient (Nettleton, 1992).
In conjunction with psychologists, dentists began to understand theories of fear acquisition
and the various 'kinds' of patients there were in clinical practice. There was recognition
that dental visits could produce strong emotional disturbance (Craig, 1935). The discourse
on pain and fear was primarily biological and mechanical (Penhale, 1946; Harris, 1947)
and treatment therefore involved the use of painless dental procedures or sedatives to

reduce anxiety.

Dentistry became "focused on the psycho-social space between the mind and the mouth"
(Nettleton, 1992: p.71). Pain and fear became important deterrents from visiting the
dentist. The profession of dentistry desperately wanted to eradicate its inherited image as
"butcher or torturer" (Conway, 1976), by becoming sensitive to its patients as whole
people, rather than just mouths and teeth. There developed an increased use of
measurement and questioning (e.g. The Dental Anxiety Scale: Corah, 1969) of patients
in order to influence treatment possibilities. With the development of the Gate Control
theory of pain (Melzack, 1965) and anxiety scales (e.g. Spielberger et al, 1970), pain and
fear became psychological and multidimensional. While psychologists tend now to think

that a visit to the dentist is invariably stressful (e.g. Wardle, 1983), dentistry feels this is
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more due to negative cultural views emanating from the past than painful, frightening

dentistry per se (Kleinman, 1982).

There was little psychological research on DA until the 1970's, when it was mostly
conducted in North America. During the 1980's and 1990's this broadened, and research

on DA was being conducted in Europe and Scandinavia (Lindsay et al, 1993).

Fear of dentistry is widespread in adults and children. DA is a heterogeneous concept and
means different things to different people. The anxiety about dentistry relates to a wide
range of factors, but most often, pain or its anticipation. Aetiology of DA has most
commonly found "traumatic dental experiences" or personality factors during childhood
as important. Over time, DA often follows a fluctuating course depending on expectations
of pain or discomfort and actual experiences of dentistry. In terms of management,
strategies must relate to the particular experiences feared and are usually cognitive-
behavioural. The behaviour of the dentist and other external factors appears also to be an

important area for intervention.

Techniques used in scientific writing on dentistry and DA serve to reinforce and
perpetuate the status of social scientific accounts (c.f. Kitzinger, 1987). Such rhetorical
devices help persuade readers of 'scientific' accounts in psychology that certain facts or
laws have been 'discovered' (Bannister et al, 1994). Scientists themselves often
acknowledge the 'games' they play and their use of rhetorical and persuasive techniques
(see Gilbert and Mulkay, 1984). The problem with the continued use of such devices is,
according to Kitzinger (1987), that "such practices serve to reinforce the institutionalized

power base of social science and perpetuate its claim to be the only legitimate purveyor
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of valid knowledge about the social world" (p.28). Since such writing does not merely
reflect reality but constructs a particular interpretation of it, it is important to acknowledge
how rhetoric is used, what purpose it serves and what views may be unheard as a result

of its application (Rogers, 1991; Warner, 1991).

The aims of this research were:

(1)  Toidentify, describe and interpret the views children have about dentistry

and dental anxiety, using Q-methodology;

(2)  To triangulate the views of children about dentistry and dental anxiety

across three age groups; and

(3)  To discuss the implications of these views for the experience of dentistry,

the effects in later life and patient management.

Two Q-methodological studies with three groups of children of different ages (10-16
years) are reported: one on "explanations" of dentistry and dental anxiety, the other on
"management" issues about dentistry. The completed Q-sorts for each age group (43 to
47) were analyzed using Q-factor analysis (Stricklin, 1992). The qualitative analyses reveal
substantive factors representing accounts such as the "Extreme pain and contentedness"
explanations, the "Technophobia" explanation, the "Shameful teeth" explanation, the
"Powerful men" explanation, the "Disaster" explanation, the "Friendly dentist" approach,
the "Pain control" approach, the "Avoidant" approach, the "Informational" approach and

the "Complex child" approach. These accounts are triangulated and developmental issues

(viii)



are considered; these are then related to the previous literature in this field and the
reflexive processes in the researcher. Clinical and theoretical/methodological implications

of these studies are discussed and suggestions for future research made.

Rather than relying on validation from the empirical world as an arbiter of legitimate
knowledge, it is hoped that the power and cogency of the interpretations and grounded
in the data here, are suffient to inspire and persude the readers of this thesis. I hope that

I have contributed to this reflexive process.
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1.0 INTRODUCTION

1.1 Denti n n nxiety: a reading of hi

O holy Apollonia, intercede for us by thy passion, by thy suffering
in the teeth, throat and tongue, that we may be delivered from
pain in the teeth now and forever.

(Hoffman-Axthelm, 1981 cited by Hillam, 1990)

In Western twentieth century culture when one thinks, sees or hears of dentistry, one
thinks, sees or hears images of pain and fear. This powerful discourse was enshrined as
long ago as AD 249 when St. Apollonia, the patron saint of toothache sufferers, was
attacked by violent mobs in order to make her renounce her Christian beliefs. Her jaws
were crushed and teeth extracted one by one before she was given the choice of accepting
pagan beliefs or being burned at the stake: she jumped into the flames of her own free will,
dying a martyr to her faith. Apollonia, according to the legend, prayed that anyone who
suffered toothache and invoked her name would be relieved of their suffering (Hillam,
1990; Ring, 1985). Now, such an account is widely available in lay and professional
discourses, the dental literature and media representations (e.g. 'Marathon Man' television
film, ¢.1985).

Early sources, pre-Apollonia, show descriptions of teeth, their diseases and remedies for
toothache written in 5000 BC on a Sumerian clay tablet found in Mesopotamia and
elsewhere (Hillam, 1990). Around that time, the practice of medicine and dentistry was
largely centred around magical or religious beliefs (Ring, 1985). For example, the
proposed remedy for teeth-grinding, considered both dangerous and pathological, was to

place a human skull on a chair and twice a day for three days sacrifices were placed before



it. Cantations had to be spoken seven times into the skull and then the skull had to be
kissed seven times by the patient before he would become well (Ring, 1985: p.27).
Healthy teeth were highly valued by the early Hebrews in the period before 1000 BC, and
were considered symbols of strength, loss or disease of them meaning weakness (Ring,
1985: p.29). Religious doctrines provided further validation to this discourse- the Bible
states punishments due for those who cause others to lose teeth: "Thou shalt give life for

life, eye for eye, tooth for tooth, hand for hand, foot for foot" (Exodus 21: v.23-24).

Views of dentistry began to change with the writings and practice of Hippocrates, the
"father of medicine", in Greece at about 430 BC Hippocrates espoused a rational approach
based on observations, and postulated the existence of four humours (blood, phlegm,
black bile and yellow bile) and four mental states (hot, cold, moist and dry), which, when
in balance, produced a state of health. Disruption of these humours and states was thought
to cause disease (Ring, 1985: p.39). Dental disease was thought to be caused by "a natural
predisposition or an inherited weakness" (Ring, 1985: p.41). Extraction was performed

for loose teeth only using iron dental forceps, but was considered highly dangerous.

During the Roman Empire (c. 500 BC to 476 AD), Celsus, an authority on medical
knowledge at the time, wrote in chapter nine of his Book VI that toothache was "among
the worst of tortures" (Hoffman-Axthelm, 1981; Ring, 1985). Treatment for toothache,
according to Celsus, involved various remedies including hot poultices, mouth rinses,
steam applications, purgatives and laxatives leading to extraction as a last resort (Ring,
1985: p.47). Despite this movement towards more 'rational' medicine, superstitious beliefs

still permeated Roman culture.



With the rise of the Christian church in Western Europe during the fifth century, rational
principles in medicine were abandoned in favour of various herbal remedies or religious
"wonder cures" (Ring, 1985: p.58). Due to the dangers of dental surgery, Church leaders
frequently encouraged "prayer and endurance of pain" as opposed to surgery (Ring, 1985:
p.58). The resistance of the Church to the practice of medicine and surgery continued into
the twelfth century, based on the premise that "it was far better to fast and pray...than to

come to believe in the curative powers of pagan amulets" (Ring, 1985: p.59).

The late middle ages in Western Europe (1200 to 1600) saw continuing use of ancient
(herbal and folk) beliefs and discourses. For example, a toothworm was considered a
cause of toothache, to be treated by fumigating the "worm" with the vapours from burning
herbane or leek seeds (see Figure 1.1) (Ring, 1985: p.101). Another cult emerged about
the mandrake plant, which had narcotic properties, but was also attributed magical
qualities that could endanger life (Ring, 1985: p.105). Surgery became more popular as
barbers extended the scope of their practices to include couching cataracts, lancing
abscesses and tooth extraction. Eventually, surgeons formed their own profession,

achieving prominence in the fourteenth century (see Figure 1.2) (Ring, 1985: p.109).

The first book on the anatomy and physiology of the teeth was by Eustachius and
published in 1563 (Hillam, 1990; Ring, 1985). This was followed by the publication of
over forty dental books in Germany, France, Spain and Italy by the end of the sixteenth
century (Hillam, 1990). Pseudo-scientific views and discoveries continued developing
slowly into the seventeenth century, with dentists being called "tooth-breakers", "snatchers

of teeth" and "operators for the teeth" (Hillam, 1990; Ring, 1985). They usually performed
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their practices in a marketplace in a village or a town, in a highly public fashion (see
Figures 1.3 and 1.4"). It is clear from these artists impressions that anxiety and pain were

embedded in the cultural knowledge and social forces surrounding dentistry at that time.

Dentistry became an independent profession in the eighteenth century in Europe,
prompted by the publication of Fauchard's 'Le Chirurgien Dentiste' in 1728. Fauchard was
an empiricist (Hoffman-Axthelm, 1981). His views espoused the value of healthy teeth,
described appliances to straighten crooked ones and the manufacture of dentures (Hillam,
1990). Dentists elsewhere as a result soon discarded their tendency to privacy and began
publishing their knowledge and techniques (Ring, 1985). With the elevation of the
professional status of dentistry came a change in its social position: dentistry moved from
the open marketplace to a private room (Hoffman-Axthelm, 1981). Artistic impressions
during the nineteenth century still portrayed powerful images of anxiety and pain, although
the literature steadfastly stated this was due to toothache rather than dentistry per se (see

Figure 1.5%).

! Figure 1.3 (p.7)  Painting by the Dutch artist Jan Victors. Owned by
Kulturhistorische Sammlung im Museum des Bundesverbandes der Deutschen
Zahnarzte/Cologne. Reproduced with permission from Wolfgang O. Funk, Cologne.

' Figure 1.4 (p.8)  Painting of a Dutch travelling dentist, by Jan Steen (1629-1679).
Reproduced with permission from Stichting Vrienden Van Het Mauritshus, The
Hague.

? Figure 1.5 (p.9)  Ttalian dentist drawing teeth in these companion drawings of the
1850's. FROM THE COLLECTION OF THE HEALTH SCIENCES LIBRARY,
UNIVERSITY OF MARYLAND AT BALTIMORE. REPRODUCED WITH THE
CONSENT OF THE HEALTH SCIENCES LIBRARY.
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Figure 1.1 A patient bends over a brazier containing burning henbane seeds, the fumes
of which were believed to cure toothache by driving out a "worm" consuming the tooth.
[llustration from a thirteenth century gloss on Roger of Salerno's Practica chirurgia.
Reproduced with permission of the Master and Fellows, Trinity College Cambridge (MS
0.1.20).

L



Figure 1.2 Three illustrations from Roger of Salemno's Practica chirurgia. Reproduced
with permission of the Master and Fellows, Trinity College Cambridge (MS 0.1.20).













A key development in dentistry in the nineteenth century was the introduction of
anaesthetic gases. This has important implications for the alleviation of pain, since "pain
loomed large in the imagination of the reluctant dental patient...(who) had little alternative
to accepting the agony inflicted " (Hillam, 1990: p.27). By the end of the nineteenth
century, the total context for dentistry had emerged, with its operating chair, dental engine
and cabinets (Hillam, 1990: p.30). Technical developments continued into the twentieth
century with an explosion of new materials and techniques and advances in the scientific

understanding of dental diseases (Hillam, 1990).

Thus, ideas of pain and fear in dentistry have been culturally created since at least 5000
BC. Their meanings have appeared to change as well, with different social, cultural and
professional discourses affecting the availability of such accounts of dental anxiety (DA).
In the early part of the twentieth century, pain was often seen as a hindrance to the
professional status of dentistry (Best, 1935), although in its attempts to eliminate painful
dentistry, the profession has widened its focus to the 'feeling' patient (Nettleton, 1992).
In conjunction with psychologists, dentists began to understand theories of fear acquisition
and the various 'kinds' of patients there were in clinical practice. There was recognition
that dental visits could produce strong emotional disturbance (Craig, 1935). The discourse
on pain and fear was primarily biological and mechanical (Penhale, 1946; Harris, 1947)
and treatment therefore involved the use of painless dental procedures or sedatives to

reduce anxiety.

Dentistry became "focused on the psycho-social space between the mind and the mouth"

(Nettleton, 1992: p.71). Pain and fear became important deterrents from visiting the
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dentist. The profession of dentistry desperately wanted to eradicate its inherited image as
"butcher or torturer" (Conway, 1976), by becoming sensitive to its patients as whole
people, rather than just mouths and teeth. There developed an increased use of
measurement and questioning (e.g. The Dental Anxiety Scale: Corah, 1969) of patients
in order to influence treatment possibilities. With the development of the Gate Control
theory of pain (Melzack, 1965) and anxiety scales (e.g. Spielberger et al, 1970), pain and
fear became psychological and multidimensional. While psychologists tend now to think
that a visit to the dentist is invariably stressful (e.g. Wardle, 1983), dentif:;try feels this is
more due to negative cultural views emanating from the past than painful, frightening

dentistry per se (Kleinman, 1982).

1.2 The natur reatment of dental anxiety: r h findin

There was little psychological research on DA until the 1970's, when it was mostly
conducted in North America. During the 1980's and 1990's this broadened, and research
on DA was being conducted in Europe and Scandinavia (Lindsay et al, 1993). Today,
there is slightly more collaboration between different interested professions (e.g.
Psychologists, dentists, sociologists), despite professional barriers remaining, with a
special edition of 'Psychology and Health' journal on Dental Health Psychology furthering

this aim.
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1.2.1 Adult research

Fear of dentistry has typically been conceptualised as the 'patient' (by self-report)
anticipating fear or pain, avoidance or delaying of dental treatment and seeking treatment
under general anaesthesia (Lindsay and Jackson, 1993). There has been no consensus
however, as to what constitutes dental fear, despite efforts to devise 'pure' measures (e.g.

Corah, 1969).

L Prevalence

Despite little understanding of DA, many surveys have attempted to estimate the
prevalence and distribution of DA. A crude 'guestimate' based on a review of a range of
studies, suggests between 25% and 33% of adults anticipate "high levels of fear" of
dentistry (Lindsay and Jackson, 1993). In the general population, up to 80% of people
"experience some degree of DA" (Scott and Hirschman, 1982), while between five and
15% of people avoid the dentist altogether (e.g. Friedson and Feldman, 1958; Milgrom
et al, 1988). This is also apparent in non-Western cultures, such as Japan (Domoto et al,
1988) and Singapore (Milgrom et al, 1990). In older people, it appears that dental anxiety
has been underestimated, based on the assumption that they frequently become edentulous

and require less frequent dental visits (Liddell and Locker, 1993).

® The nature of the anxiety
In the social scientific and dental literature, the anxiety about dentistry has been found to
relate to either dental procedures, such as the drill (see Corah, 1978) or a wide range of

other anticipated experiences, such as pain, mutilation and entrapment (McNeil and
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Berryman, 1989), powerlessness and embarrassment (e.g. Moore et al, 1991). The
anticipation of pain is consistently related to DA (c.f. Arntz et al, 1991), with a substantial
number of adults expecting (Lindsay et al, 1987) and actually (Kaufman et al, 1984) being
hurt on dental visits. Outside of the dental surgery, the anxiety extends to shame and
conspicuousness about the appearance of one's teeth (Berggren and Meynert, 1984;

Moore et al, 1991) and generally impaired interpersonal relations (Berggren, 1993).

2 Aetiology of dental anxiety

A common methodology used to identify causes of dental fear has been interview or
questionnaire, asking the person to identify causes for their fear (e.g. Milgrom et al, 1988;
Moore et al, 1991). Such studies usually look beyond the immediate dental situation to
the "historical antecedents: the causes that lie in the patients history" (Scott et al, 1984:
p.42). Using this methodology, studies have typically reported "traumatic dental
experiences" to account for the onset of dental fear (e.g. Lautch, 1971; Scott et al, 1984;
Moore et al, 1991). These "traumatic dental experiences" include "feeling confined,
helpless, fright or terror...that a disaster would occur” (Scott et al, 1984: p.44), as well
as iatrogenic dental pain (e.g. Kent, 1984, 1985; Davey, 1989; Moore et al, 1991). Other
factors "in the patients history" reported as significant in the aetiology of dental fear
include social embarrassment in the dental situation and vicarious learning from anxious

family or friends (Scott et al,1984; Moore et al, 1991).

Clearly, identifying by retrospective methods specific events that could be at the root
cause of dental fear is difficult (see Lindsay and Jackson, 1993) A range of factors "in the

patients history" have been postulated. While the mechanisms for developing DA have yet
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to be established (see Davey, 1989), it seems that broader social, cultural and historical

factors 'outside the patients head' have been excluded from research foci.

L Moderators of dental fear

Dental fear can be moderated (attenuated or exaggerated) by factors such as expectations
of discomfort or pain and actual experiences of dental treatment (Arntz et al ,1990;
Lindsay et al, 1984; Lindsay et al, 1987). When asked to estimate the discomfort and fear
they would experience during imminent dental treatment, people consistently expect more
intense sensations and greater discomfort and fear than were likely to experience (e.g.
Lindsay et al, 1984). Fear also seems to escalate in relation to the amount of pain expected
(Lindsay et al, 1984; c.f. Amntz et al, 1991). Such expectations are resistant to change
(Arntz et al, 1990) since these people tend to believe their recent dental experience had
not been 'typical' (Kent, 1986). Since sudden pain is expected by 84% of people at least
sometimes (Lindsay et al, 1987) and local anaesthesia for pain control fails in routine

dentistry (Kaufman et al, 1984) these expectations are unsurprising.

Memory of dental treatment recalled three months after the treatment is consistent with
the original expectations of pain and discomfort (Kent, 1985). As noted by Lindsay
(1984), it is difficult to disconfirm expectations of pain and anxiety in a typical person's
dental career because of the long intervals between treatments (see Arntz et al, 1990). In
dentally anxious people, even pain-free treatment does not seem to affect their predictions
of pain (Arntz et al, 1990). It seems then in part, dental fear of people is influenced by

factors other than actual dental experiences and these have yet to be investigated.
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® Management of dental anxiety

Anxiety before dental treatment can be reduced by the provision of a leaflet explaining that
the dentist would tell them about pain management and how to stop treatment (Jackson,
1992). In clinical dental practice however, it appears that people are poorly informed
about pain management, although this would be suitable for almost everybody (Lindsay

et al, 1987).

Since DA is a heterogeneous concept with multiple aetiologies, its ‘'management' must be
related to those particular experiences feared by individuals, such as pain, social
embarrassment, loss of control, gagging and panic attacks (see Lindsay and Jackson,
1993). Pain can be managed by cognitive-behavioural methods (e.g. Turk et al, 1983;
Getka and Glass, 1992), local anaesthesia or nitrous oxide (Milgrom et al, 1988).
Encouraging people to voice their concerns and have more control over what happens in
the dental situation can also reduce fear (e.g. Corah et al, 1978) and social embarrassment
(Scott et al, 1984). Providing reassurance, hypnosis or brief systematic desensitisation may
help people with panic attacks (Kleinknecht and Bernstein, 1979; Milgrom et al, 1985),
although this has not been widely evaluated. Fainting and gagging may also be controlled
by dentists using desensitisation procedures (e.g. Hoad-Reddick, 1986). From a
psychodynamic perspective, it has been asserted that management of the dentally anxious
person requires the dentist to acknowledge the reality of the fear, to thoroughly examine
the causes of their fear and to give positive but realistic statements about what help is
available (Rubin et al, 1988). This approach appears however to be unpopular and

impractical with dentists (see Bochner, 1988).
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1.2.2  Child research

There has been considerably less research conducted into DA in children than there has
been with adults (see Winer, 1982; Humphris et al, 1991). Perhaps because fear is
considered a 'normal' part of child development (Morris and Kratochurill, 1985) and only
"a small minority of children show... manifestations of anxiety which are probably felt, but
not shown, by many, if not all, children" (Swallow and Sermet, 1969) this topic has until
recent years been relatively neglected. Since children are usually under parental control
and subject to developmental considerations, the nature and management of the dental fear

is probably qualitatively different from that of adults.

® Prevalence

There are few good studies which estimate the prevalence of dental fear in children.
varying definitions and measures of ‘fear’ have been used. For example, Holst and Crossner
(1987) suggest "dental fear" was diagnosed in 3% of their sample of 2773 Swedish
children. However, their definition of ‘fear was more akin to that of 'phobia’ according to
other sources (e.g. Marks, 1978). Using a modified version of Corah's (1969) Dental
Anxiety Scale, Wright et al (1980) found 21% of girls and 6% of boys were "highly
fearful", while Murray et al (1988) reported 9.4% of children as "fearful" and 5% "phobic"
of dentistry. Overall, it is difficult to get a clear impression of the magnitude and

distribution of this problem.
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® The nature of the anxiety

Since pain and anxiety are often confounded in acute clinical situations, the term
‘behavioural distress' is often used (Katz et al, 1980, Jay et al, 1985). Such distress is often
manifested by children in varying degrees of refusing to enter the surgery, refusing to open
their mouths, struggling, crying and screaming, tension, being passively uncooperative,
night terrors and delaying treatment (Sermet, 1974). However, when no behavioural
distress is exhibited it should not be assumed that the child is not fearful, since a
'desynchrony' (Rachman and Hodgson, 1974) between feelings and behaviour may occur

(e.g. Jay et al, 1985).

It is difficult to interpret children's feelings from an adult point of view (e.g. Swallow and
Sermet, 1969) and therefore difficult to know what the foci of children's dental fears are.
Very few studies have actually used the views and words of children in understanding their
dental anxiety. One notable exception is the report by Prins (1985) who explored
children's spontaneous self-speech in the dental situation. He found that the most salient
fear was of pain, followed by anaesthetic injections, 'everything in the dental situation' and
tooth extraction. Of course, 'self-speech' is not the same as that produced by being
questioned and then verbalising thoughts and feelings. Like adults, children also anticipate
more discomfort and pain during dental treatment than they in fact experience (Huq et al,

1992; Carlsen et al, 1993).

L Aetiology and course of dental anxiety
Put plainly, there is very little research which sheds light on our understanding of the

development of dental anxiety in children (Humphris et al, 1991; Winer, 1982), despite the
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widespread notion that DA begins in childhood (e.g. Milgrom et al, 1988; Davey, 1989).
One study using an interview methodology found in response to the question "What makes
you frightened at the dentist?" children aged 8-12 years mentioned a painful dental
experience (30%), a traumatic experience (e.g. bullying and very unfriendly dentist
behaviour; 24%), general fearfulness (22%), dental fear of their mother (14%) and fear
of doctors and hospitals (Prins, 1985). An early study by Sermet (1974) found that
dentally anxious children had more emotional disturbances, illnesses "with or strong
emotional or psychogenic component”, pharmacotherapy, hospital treatment and
'traumatic medical experiences' than control children. This is not to say that these factors
cause DA in children, only that they are important areas of attention in dentally anxious

children.

Theoretical explanations of DA have tended to focus on personality dispositions (e.g.
neuroticism - Lautch, 1971) or learning from personal experience or that of others (e.g.
pain - Davey, 1989). Few of these ideas have been tested in practice with children and

little theoretical development has occurred in recent years.

DA in children usually follows a fluctuating course that is maintained by unrealistic
expectations of discomfort and pain (e.g. Huq et al, 1992; Carlsen et al, 1993). Clinical
evidence and research (see Lindsay, 1984) suggests that adult patients who have
experienced dental pain only occasionally tend to remain dentally anxious since they are
uncertain when they could be hurt again. However, child patients, unlike adults, recalled
at six weeks and three months after treatment no more discomfort than they had reported

immediately after treatment (Hugq et al, 1992). This appears consistent with the finding
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